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Preface to the Updated Toolkit

Dear Colleagues:

Welcome back to the GLAD-PC toolkit. We are so excited to present this updated
toolkit as a companion to the GLAD-PC guidelines published in the March 2018
volume of Pediatrics. This toolkit aims to assist primary care providers in putting the
GLAD-PC recommendations into practice. Given that over a decade has passed
since our first set of guidelines, we have updated some of the tools and materials in
this kit. Fortunately, many others have withstood the test of time. As before,
whenever possible, we have adapted or borrowed generously (and with permission)
from those pioneers who had already developed such materials for their own
populations and settings. We especially want to thank our current partners in
depression care improvement from the American Academy of Pediatrics, the
American Psychiatric Association, the American Academy of Child and Adolescent
Psychiatry, the National Alliance of Mental lliness, and the New York City Health +
Hospitals Office of Population Health and Office of Diversity and Inclusion, as well
as the many others, too numerous to mention, who have shared time, expertise,
and toolkit content. We are still indebted to all of our partners who collaborated on
the first edition in 2007.

We want to thank you for your continued dedication to helping the whole child, mind
and body. Because of your dedication and hard work, despite the obstacles, we
know that today’s adolescents will have a brighter future.

Amy Cheung, M.D., Rachel A. Zuckerbrot, M.D., and Peter S. Jensen, M.D. (2018)

This version of the GLAD-PC Toolkit has been supported by funds from the Bell
Canada Chair in Adolescent Mood & Anxiety Disorders (awarded to Amy Cheung,
MD, Principal Investigator), as well as funds and staff support from The REACH
Institute (www.TheReachlinstitute.orq).
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Preface to the First Edition

Dear Colleagues:

Welcome to the GLAD-PC toolkit. This kit has been assembled to assist primary
care providers in putting the GLAD-PC guidelines into effect. This toolkit has been
assembled with the input of experts from the areas of adolescent depression,
primary care behavioral medicine, parent and family advocacy, guideline
development, and quality improvement. Whenever possible, we have adapted or
borrowed generously (and with permission) from those pioneers who had already
developed such materials for their own populations and settings. We especially
want to thank our partners in depression care improvement from the Texas State
Department of Health Services, Columbia University’s Treatment Guidelines
Project, Intermountain Health Care, American Medical Association, Western
Psychiatric Institute and Clinic, the National Alliance for the Mentally Ill, and the
Depression & Bipolar Support Alliance, as well as many others too numerous to
mention who have shared time, expertise, and toolkit content.

On behalf of the GLAD-PC Steering Committee, organization liaison
representatives, and the many expert clinicians who contributed to this process to
improve adolescent depression management in primary care, we thank you for your
service and efforts for depressed teens.

Peter S. Jensen, MD (2007)

© 2018 The REACH Institute Gurdelines for Adolescent Depression i Primary Care. Version 3
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Guide to Using This Toolkit

This toolkit was created to help primary care providers decide whether and how to
implement the Guidelines for Adolescent Depression in Primary Care (GLAD-PC)
into their practice. It was designed to be user-friendly and applicable to real-world
primary care practices.

As we know the specific needs of providers’ practices both differ and change, we
have included topics ranging from diagnosis to treatment and follow-up. We have
designed each section so that it could be referenced in sequence or on its own.

Simply refer to the Table of Contents to find the sections that your practice needs
most and is ready to implement. In every section, you'll find each of the following:

e Atitle page, which lists the contents of the section
e A “guide” which briefly describes the tools contained in the section
e The tools themselves

In the first section, “GLAD-PC Guidelines,” you'll find the guideline
recommendations and a flow chart, which depicts how best to manage adolescent
depression in the primary care setting.

The following two sections, “General Psychosocial Screens,” and “Screening and
Diagnostic Aids” contain tools for identifying and diagnosing cases of depression.
The “Guide to” sections will help you choose the right types of tools for your
particular practice.

The subsequent sections “Treatment Information for Providers,” and “Treatment
Referrals and Follow-up” contain tools to help clinicians initiate treatment as well as
provide referrals and follow up care. Different tools are available to accommodate
individual or large group practices.

The “Speaking with Patients and Parents” section provides primary care clinicians
with information and guidance for the crucial task of communicating with
adolescents and their caretakers. The sections “Educational Materials for
Adolescents” and “Educational Materials for Parents” contain helpful tools to
complement and reinforce verbal communication.

The final sections, “Billing” and “Organizational Change,” address administrative
issues often crucial to creating an environment in which to deliver optimal clinical
care.

In this toolkit, we’ve included tools that we believe are broadly relevant, as well as
both easy to use and free. However, in selecting these tools we do not intend to
formally exclude other materials that are also widely available and satisfactory for
use. Our selections should not be considered exhaustive.

© 2018 The REACH Institute Gurdelines for Adolescent Depression i Primary Care. Version 3
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Guide to the GLAD-PC Guidelines Section

The Guidelines for Adolescent Depression in Primary Care are not meant to be a
cookbook for pediatric providers but rather to provide some much-needed
information, recommendations, educational resources, and tools to aid in the
management of adolescent depression in primary care. As usual, providers should
use their clinical judgment at all times.

GLAD-PC Recommendations

These recommendations are derived from the full updated Guidelines for
Adolescent Depression in Primary Care paper. They are listed in the order of
clinical care when a patient presents at a practice.

Please refer to the Guidelines papers for a more comprehensive description of each
recommendation and to understand the evidence behind these recommendations
(Zuckerbrot et al., Pediatrics, 2018, & Cheung et al., Pediatrics, 2018).

GLAD-PC Flowchart
This two-page flowchart, also derived from the updated papers, depicts the natural
flow of patient care in a primary care practice.

As not all providers may be ready to implement all the recommendations at once,
use this toolkit to help yourself identify and implement those recommendations that
your practice is prepared to apply.

© 2018 The REACH Institute Gurdelines for Adolescent Depression i Primary Care. Version 3
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GLAD-PC Recommendations

Practice Preparation

Recommendation I: PC clinicians are encouraged to seek training in depression assessment,
identification, diagnosis, and treatment if they are not previously trained (grade of evidence: 5;
strength of recommendation: very strong).

Recommendation Il: PC clinicians should establish relevant referral and collaborations with
mental health resources in the community, which may include patients and families who have
dealt with adolescent depression and are willing to serve as a resource for other affected
adolescents and their family members. Consultations should be pursued whenever available in
initial cases until the PC clinician acquires confidence and skills and when challenging cases
arise. In addition, whenever available, these resources may also include state-wide or regional
child and adolescent psychiatry consultation programs (grade of evidence: 5; strength of
recommendation: very strong).

Identification

Recommendation I: Adolescent patients ages 12 years and older should be screened
annually for depression (major depressive disorder or depressive disorders) with a formal self-
report screening tool either on paper or electronically (universal screening) (grade of evidence:
2; strength of recommendation: very strong).

Recommendation Il: Patients with depression risk factors (eg, a history of previous
depressive episodes, a family history, other psychiatric disorders, substance use, trauma,
psychosocial adversity, frequent somatic complaints, previous high-scoring screens without a
depression diagnosis, etc) should be identified (grade of evidence: 2; strength of
recommendation: very strong) and systematically monitored over time for the development of a
depressive disorder by using a formal depression instrument or tool (targeted screening)
(grade of evidence: 2; strength of recommendation: very strong).

Assessment/Diagnosis

Recommendation I: PC clinicians should evaluate for depression in those who screen
positive on the formal screening tool (whether it is used as part of universal or targeted
screening), in those who present with any emotional problem as the chief complaint, and in
those in whom depression is highly suspected despite a negative screen result. Clinicians
should assess for depressive symptoms on the basis of the diagnostic criteria established in
the DSM-5 or the International Classification of Diseases, 10th Revision (grade of evidence: 3;
strength of recommendation: very strong) and should use standardized depression tools to aid
in the assessment (if they are not already used as part of the screening process) (grade of
evidence: 1; strength of recommendation: very strong).

Recommendation Il: Assessment for depression should include direct interviews with the
patients and families and/or caregivers (grade of evidence: 2; strength of recommendation:

Reprinted with permission from Pediatrics, Vol. 141, Issue 3, March 2018. Copyright 2018 by the AAP.

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 12



very strong) and should include the assessment of functional impairment in different domains
(grade of evidence: 1; strength of recommendation: very strong) and other existing psychiatric
conditions (grade of evidence: 1; strength of recommendation: very strong). Clinicians should
remember to interview an adolescent alone.

Initial Management of Depression

Recommendation I: Clinicians should educate and counsel families and patients about
depression and options for the management of the disorder (grade of evidence: 5; strength of
recommendation: very strong). Clinicians should also discuss the limits of confidentiality with
the adolescent and family (grade of evidence: 5; strength of recommendation: very strong).

Recommendation Il: After appropriate training, PC clinicians should develop a treatment plan
with patients and families (grade of evidence: 5; strength of recommendation: very strong) and
set specific treatment goals in key areas of functioning, including home, peer, and school
settings (grade of evidence: 5; strength of recommendation: very strong).

Recommendation Ill: All management should include the establishment of a safety plan,
which includes restricting lethal means, engaging a concerned third party, and developing an
emergency communication mechanism should the patient deteriorate, become actively suicidal
or dangerous to others, or experience an acute crisis associated with psychosocial stressors,
especially during the period of initial treatment, when safety concerns are the highest (grade of
evidence: 3; strength of recommendation: very strong). The establishment and development of
a safety plan within the home environment is another important management step.

Treatment

Recommendation I: PC clinicians should work with administration to organize their clinical
settings to reflect best practices in integrated and/or collaborative care models (eg, facilitating
contact with psychiatrists, case managers, embedded therapists) (grade of evidence: 4;
strength of recommendation: very strong).

Recommendation Il: After initial diagnosis, in cases of mild depression, clinicians should
consider a period of active support and monitoring before starting evidence-based treatment
(grade of evidence: 3; strength of recommendation: very strong).

Recommendation IlI: If a PC clinician identifies an adolescent with moderate or severe
depression or complicating factors and/or conditions such as coexisting substance abuse or
psychosis, consultation with a mental health specialist should be considered (grade of
evidence: 5; strength of recommendation: strong). Appropriate roles and responsibilities for
ongoing comanagement by the PC clinician and mental health clinician(s) should be
communicated and agreed on (grade of evidence: 5; strength of recommendation: strong). The
patient and family should be active team members and approve the roles of the PC and mental
health clinicians (grade of evidence: 5; strength of recommendation: strong).

Reprinted with permission from Pediatrics, Vol. 141, Issue 3, March 2018. Copyright 2018 by the AAP.
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Recommendation IV: PC clinicians should recommend scientifically tested and proven
treatments (ie, psychotherapies, such as CBT or IPT-A, and/or antidepressant treatment, such
as SSRIs) whenever possible and appropriate to achieve the goals of the treatment

plan (grade of evidence: 1; strength of recommendation: very strong).

Recommendation V: PC clinicians should monitor for the emergence of adverse events during
antidepressant treatment (SSRIs) (grade of evidence: 3; strength of recommendation: very
strong).

Ongoing Management

Recommendation |: Systematic and regular tracking of goals and outcomes from treatment
should be performed, including assessment of depressive symptoms and functioning in several
key domains. These include home, school, and peer settings (grade of evidence: 4; strength of
recommendation: very strong).

Recommendation Il: Diagnosis and initial treatment should be reassessed if no improvement
is noted after 6 to 8 weeks of treatment (grade of evidence: 4; strength of recommendation:
very strong). Mental health consultation should be considered (grade of evidence: 4; strength
of recommendation: very strong).

Recommendation lll: For patients achieving only partial improvement after PC diagnostic and
therapeutic approaches have been exhausted (including exploration of poor adherence,
comorbid disorders, and ongoing conflicts or abuse), a mental health consultation should be
considered (grade of evidence: 4; strength of recommendation: very strong).

Recommendation IV: PC clinicians should actively support depressed adolescents referred to
mental health services to ensure adequate management (grade of evidence: 5; strength of
recommendation: very strong). PC clinicians may also consider sharing care with mental
health agencies and/or professionals where possible (grade of evidence: 1; strength of
recommendation: very strong). Appropriate roles and responsibilities regarding the provision
and comanagement of care should be communicated and agreed on by the PC clinician and
the mental health clinician(s) (grade of evidence: 4; strength of recommendation: very strong).

Reprinted with permission from Pediatrics, Vol. 141, Issue 3, March 2018. Copyright 2018 by the AAP.
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Clinical Assessment Flowchart

Preparation for Managing Depression in PC

Preparation through increased training, establishing mental health linkages, and increasing the capacity

of practices to monitor and follow-up with patients with depression

All youth 12 years and older presenting at

Youth presents to clinic for urgent care
or health maintenance visit

annual visit
Low risk
y
Systematically identify youth with depression risk
v factors, including chronic somatic complaints
Perform regular history Negative screen result Universal screen with
and physical < depression-specific tool High risk
Positive screen result Targeted screening with
Positive screen result tool
Negative screen result
Youth or family presents with iy Ifyes L
emotional issues as chief P Do you clinically suspect
complaint depression?
If no
4
h 4 (1) Stop assessment
Assessmmet Sty sl
(1)  Assess with systematic depression assessment tool (if not used as screen) inte Ing reg
(2) Interview patient and parent(s} o assess for depression and other psychiatric Intervare
disorders with DSM-5 or ICD-10 criteria
(3) Interview patient alone
(4)  Assess for safety and/or suicide risk
Evaluation negative for Evaluation negative for MDD but
depression but positive for high depression symptoms
other MH conditions If psychotic or suicidal
Y h 4
{1) Refer to other treatment guidelines Clinical Decision Refer to crisis or
{(2) Evaluate for depression at future visits May follow depression treatment emergency services
{3) Book for follow-up visit guidelines if appropriate or 5 F {may include
return for regular follow-up as Mgﬁﬁ&::t;m;r subsequent referral to
high-risk with more frequent suicidal inpatient treatment)
targeted screening

A

Evaluation Positive for Depression: Mild, Moderate, Severe,or Depression with Comorbidities

(1}  Evaluate safety and establish safety plan

(2}  Evaluate severity of depression syrngtorns {See?)
(3}  Patient and/or family education (See”)

(4)  Develop treatment plan based on severity-review diagnosis and treatment options with patient and/or family

a See Chapter 3 in the Toolkit for definition of mild, moderate, and severe depression. Please consult
toolkit for methods available to aid clinicians to distinguish between mild, moderate, and severe

depression.

b Provide psychoeducation, provide supportive counseling, facilitate parental & patient self-management,
refer for peer support and regular monitoring of depressive symptoms and suicidality.

Reprinted with permission from Pediatrics, Vol. 141, Issue 3, March 2018. Copyright 2018 by the AAP.
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Clinical Management Flowchart

If mild depression ‘ If moderate depression  If severe depression or comorbidities

Active support and monitoring for 6 to 8
weeks (every 1 to 2 weeks) (see @)

Consider consultation by
+ mental health specialist to v
determine management plan

Should consider consultation by

mental health specialist to
determine management plan

If improved

If persistent

.

'

2.
3.

Manage in primary care

1. Initiate medication and/or therapy in primary care (see ) with
evidence-based antidepressant and/or psychotherapy

Monitor for symptoms and adverse events (see ©)

Consider on going mental health consultation

Refer to mental health specialist if
appropriate (see 2.)

A 4

If partially improved

Y

If not improved

A

If partially improved after 6 to 8 weeks
1. Consider 1.
«  Adding medication if have not already; 2.
increasing to maximum dosage as
tolerated if already on medication
«  Adding therapy if have not already
e  Consulting with mental health specialist
2. Provide further education, review safety plan
(see #), and continue ongoing monitoring

3.

If not improved after 6 to 8 weeks

Reassess diagnosis

Consider:

+  Adding medication if it has not already been
done; increasing to maximum dosage as
tolerated if patient is already on medication;
changing medication if patient is already on
maximum dose of current medication

« Adding therapy if it has not already been done

. Consulting with mental health specialist

Provide further education, review safety plan
(see @), and continue ongoing monitoring

4.
-

If improved

If improved after 6-8 weeks
1. Continue medication for 1 year after full resolution of symptoms (based on adult literature)
AACAP recommends monthly monitor for 8 months after full remission
2. Continue to monitor for 6 to 24 months with regular follow-up whether or not referred to
mental health specialist

3. Maintain contact with mental health specialist if such treatment continues

apPsychoeducation, supportive counseling, facilitate parental and patient self-management, refer for peer support,

and regular monitoring of depressive symptoms and suicidality.

bNegotiate roles and/or responsibilities between PC and mental health and designate case coordination
responsibilities. Continue to monitor in PC after referral and maintain contact with mental health.

¢Clinicians should monitor for changes in symptoms and emergence of adverse events, such as increased
suicidal ideation, agitation, or induction of mania. For monitoring guidelines, please refer to the guidelines and/or

toolkit.

Reprinted with permission from Pediatrics, Vol. 141, Issue 3, March 2018. Copyright 2018 by the AAP.
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Gude to the “General Psychosocial Screens” Section

This section of the toolkit is designed to help you use general psychosocial screens in your
practice. One way to identify adolescent depression as early as possible is to establish a
systematic universal protocol to screen adolescents for risk factors for depression as well as
symptoms of depression. While many providers rely on their clinical interview to identify these
risk factors and symptoms, providers often do not have enough time to review all risk factors
with all patients. As discussed in the guidelines, screening for depression using a formal self-
report depression screening tool is recommended; however, some practices may choose to
use a general psychosocial screen either in addition to a depression self-report tool to gain
more information, or alone as a gate to a second stage self-report tool. Some general
psychosocial screens can help identify those with risk factors for depression; others may ask
about specific depression symptoms as well. Using both a general psychosocial screen and a
depression-specific self-report tool provides a lot more information and can also capture the
parental view of the adolescent. However, sometimes gathering too much information may
overwhelm the clinician. Practices should decide which kind of protocol works best for them.

We have provided three questionnaires: the Whole Child Assessment (WCA), the Strengths
and Difficulties Questionnaire (SDQ), and the Pediatric Symptom Checklist-17 (PSC-17, parent
and youth versions). These questionnaires cover many different psychosocial and health-
related risk factors. (Information on accessing the longer PSC-35 is also included.) These can
be completed either at home before the visit, in the waiting room in a confidential area, or in
the room before the PCP arrives. If these forms are used as a gate, those teens who answer
or whose parents answer positively either to depression-specific questions or to questions
about depression risk factors should then be given a formal depression self-report tool.

There are information sheets describing these questionnaires in front of the forms.
The Whole Child Assessment (WCA)

Strengths and Difficulties Questionnaire (SDQ)

Pediatric Symptom Checklist-35 (PSC-35)

Youth Pediatric Symptom Checklist (Y-PSC-35)

Pediatric Symptom Checklist-17 (PSC-17)

Pediatric Symptom Checklist-17, Youth (PSC 17-Y)

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 18



Whole Child Assessment (WCA)

The Whole Child Assessment (WCA) for teens 12—17 is available in both English and
Spanish. This assessment was developed by a California pediatrician, Dr. Ariane Marie-
Mitchell. It incorporates questions about adverse childhood experiences (ACES) in a user-
friendly manner, along with general psychosocial and mental health questions. This
questionnaire has been field-tested in the Loma Linda Residency Clinic. California MediCal
has approved this questionnaire for use.

Dr. Marie-Mitchell describes this questionnaire as a lifestyle assessment. As opposed to other
questionnaires that ask about ACEs, the WCA normalizes the questions by asking about
domestic violence and seatbelts at the same time.

For more information about how the WCA was developed and how the WCA and the
identification of ACEs can help children, go to this link:
https://www.acesconnection.com/blog/ca-pediatrician-develops-tests-gets-state-ok-for-whole-
child-assessment-tool-that-includes-aces

Selected References

Marie-Mitchell A. O'Connor TG. Adverse childhood experiences: translating knowledge into
identification of children at risk for poor outcomes. Acad Pediatr. 13(1):14-9, 2013.

Marie-Mitchell A. Studer KR. O'Connor TG. How knowledge of adverse childhood experiences
can help pediatricians prevent mental health problems. Fam Syst Health. 34(2):128-135, 2016.

Burke NJ. Hellman JL. Scott BG. Weems CF. Carrion VG. The impact of adverse childhood
experiences on an urban pediatric population. Child Abuse Negl. 35(6):408-13, 2011.

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 19


https://www.acesconnection.com/blog/ca-pediatrician-develops-tests-gets-state-ok-for-whole-child-assessment-tool-that-includes-aces
https://www.acesconnection.com/blog/ca-pediatrician-develops-tests-gets-state-ok-for-whole-child-assessment-tool-that-includes-aces
https://www.ncbi.nlm.nih.gov/pubmed/26950476
https://www.ncbi.nlm.nih.gov/pubmed/26950476
https://www.ncbi.nlm.nih.gov/pubmed/21652073
https://www.ncbi.nlm.nih.gov/pubmed/21652073

PLACE PATIENT STICKER HERE Page 10of3

Whole Child Assessment- Version 2

for 12 —-17 Years

Please answer all the questions on this form as best you can. It will help us know how we can help you be healthy.
You may skip any question if you do not know an answer or do nof want to answer. You may add comments to explain
vour answers. We will keep this information confidential, unless there is concern that vou are being hurt.

1

Person completing form | o Self

If patient unable to complete, who helped fill out forms?

0 Parent o Friend o Other (specify)
Do you live with...? o Biological Parent(s) o Step Parent(s) o Adopted Parent(s) o Foster Parent(s)
0 Friend(s) o Other (specify)
2 | What grade are you in school? 7] 8 [ 9 1w]n]i Interval
Are you in special ed or are your grades below average? No Unsure Yes History
3 Since the last visit, have you
e Been seen in another clinic? No Unsure Yes
e Developed a new illness? No Unsure Yes
¢ Been seen in the Emergency Room? No Unsure Yes
¢ Been hospitalized? No Unsure Yes
o Tad an operation? No Unsure Yes
4 Since the last visit, have there been any changes or events No Unsure Yes
that were stressful, scary, or upsetting to you?
5 Do you have any questions or concerns about your health or | No Unsure Yes
development? Girls, do you have any questions or concerns
about your periods?
If yes, please describe:
6 Has a family member or close contact had tuberculosis No Unsure Yes 10
disease during your lifetime? Tuberculosis
7 Were vou born in the United States? Yes Unsure No
8 Have you lived or traveled outside of the United States for No Unsure Yes
at least a month?
9 Do vou brush and floss your teeth twice daily? Often Sometimes Never 9
10 | Have yvou been seen twice by a dentist this year? Yes Unsure No Dental
11 | How many servings of fruit (about the size of your fist) do 3+ 2 0-1 8
vou eat each day? Nutrition
12 | How many servings of vegetables (about the size of your 4+ 2-3 0-1
fist) do you cat cach day?
13 | How many servings a day do you drink or eat of calcium- 3+ 2 0-1
rich foods, such as milk, cheese, yogurt, soy milk, OR tofu?
14 | How many times a day do you drink a cup (about 8 oz) of 0-1 2 3+
juice, soda, sports drinks, energy drinks, OR other
sweetened drinks?
15 | How many times a week do you cat breakfast? 6-7 3-5 0-2
16 | How many times a week do you cat high-fat foods, such as 0-1 23 4+
fried foods, pizza, OR other fast food?
17 | How many times a week do you snack on chips, pretzels, 0-1 23 4+
OR crackers?
18 | How many times a week do you eat ice cream, cookies, OR | 0-1 23 4+
other desserts?

Preliminary draft 9/27/18- see website or email amariemitchell@llu.edu for final or Spanish versions




PLACE PATIENT STICKER HERE

Page 2 of 3

Whole Child Assessment- Version 2

for 12—17 Years

problem with drugs OR aleohol?

19 | How many times a week do you engage in moderate to 6-7 3-3 0-2 7
strenuous exercise (causes you to breathe hard or sweat)? Physical
20 [ On those days that you engage in moderate to strenuous GO+ 30-59 0-29 Activity
exercise, how many minutes to you exercise?
21 | Outside of schoolwork, how many hours a day do you 0-1 2+ 2t
spend on screen time (TV, phone, computer, tablet, video Sometimes Often
games, etc.)?
22 | Do you have trouble falling asleep or staying asleep? Never Sometimes Often 6
Sleep
23 | Did you ever live with anyone who often shouted or yelled No Unsure Ves 5
at you? [Relationships
24 | Did you ever live with anyone who acted in a way that made No Unsure Ves
you feel afraid?
25 | Are your parents separated, divorced, or not living together? | No | Deceased | Unsure Yes
parent
26 | Does your family look out for each other, feel close to each | Often Sometimes Never
other, and support each other?
27 | Do you feel that your family loves you or thinks that you Often Sometimes Never
are important or special?
28 | Do you have someone you can count on to listen to you Yes Unsure No
when you need to talk?
29 | Has your parent or anyone you ever lived with been arrested,| No Unsure Yes
deported, gone to prison, jail, or another correctional
facility?
30 | Have you ever been arrested or gone to jail or juvenile hall? | No Unsure Yes
31 | Do you have any questions about sex, preventing No Unsure Yes
pregnancy, or preventing infections from oral, vaginal, or
anal sex?
32 | Has anyone ever touched you in a way that was unwanted, No Unsure Yes
or forced you to touch that person in a sexuval way?
33 | Over the past 2 weeks, how often have you been bothered | Notat |Several| More than | Nearly 4
by any of the following problems? all days |half the days | everyday |  Mental
Al. Little interest or pleasure in doing things 0 1 2 3 Health
A2, Feeling down, depressed, or hopeless 0 1 2 3 A
B1. Feeling nervous, anxious, or on edge 0 1 2 3
B2. Not being able to stop or control worrying 0 1 2 3 B:
34 | During the past few months, have you had thoughts that No Unsure Yes
you would be better off dead, or of hurting yoursclf?
35 | Was your parent or anyone you ever lived with depressed, No Unsure Yes
mentally ill, OR suicidal?
36 | Do you smoke, vape, use e-cigarettes, chew tobacco, OR No Unsure Yes 3
spend time with anyone who does? Substances
37 | Do you have any friends who drank beer, wine, or any No Unsure Yes
drink containing alcohol in the past year?
38 | How about you—in the past year have you had more thana | No Unsure Yes
few sips of beer, wine, or any drinking containing alcohol?
39 | In the past year, how many times have you had an illegal 0 1 2+
drug or used a prescription medication for non-medical
reasons?
40 | Did your parent or anyone you ever lived with have a No Unsure Yes Substances

Preliminary draft 9/27/18- see website or email amariemitchell@llu.edu for final or Spanish versions




PLACE PATIENT STICKER HERE Page 3 of 3 Whole Child Assessment- Version 2
for 12— 17 Years

41 | Does your home have a working smoke detector and carbon | Yes Unsure No 2
monoxide detector? Safety
42 | Do you ever forget to wear a scat belt? No Unsure Yes
43 | Do you ever forget to wear a helmet when on roller blades, No Donct ride Yes
a bike, skateboard, scooter, or motorcyele?
44 | Do you spend time near a swimming pool, river, lake, or No Unsure Yes
hot tub?
45 | Do you spend time with anyone who carries a weapon, or No Unsure Yes
spend time in a home where a gun is kept?
46 | Have you ever secen or heard adults in the home pushing, | No Unsure Yes

hitting, kicking, OR physically threatening each other?
47 | Did you ever live with anyone who physically hurt you in

No Unsure Yes
anger?
43 | Have you ever been bullied or cyber bullied, or felt unsafe at
. . No Unsure Yes
school or in your neighborhood?
49 | In the past year, have you been afraid of someone you were No Unsure Yes

dating or had sex with?
50 | On average, how difficult was it for your family to meet N
expenses for basic needs like food, clothing, and housing in gflat Somewhat Very
the last year?

If you have additional concerns, comments, or questions, please describe here:

Clinic Use Only
230r24=  47=  lor32=  260r27= 30 25=  46= 40= 35= 29=

> = Child-ACE
PCP’s Signature Print Name Date

Preliminary draft 9/27/18- see website or email amariemitchell@llu.edu for final or Spanish versions



Strengths and Difficulties Questionnaire (SDQ)

The SDQ is a brief, free-of-charge questionnaire consisting of 25 items assessing positive and
negative attributes on five scales (emotional, conduct, hyperactivity, peer problems, and
prosocial behavior). It takes 5-15 minutes to administer.

An Impact Supplement is also available to assess chronicity, distress and social impairment.

The SDQ can be administered as a self-report for adolescents, age 11-17, and teacher and
parent versions are available for children 4-10 and 11-17.

Follow-up questionnaires are also available. All versions of the SDQ are available in 46
languages.

The SDQ can be scored easily by hand or with the use of transparent scoring keys. A total
score can be obtained by summing four of the five subscales (excluding the prosocial scale).
Scoring of the SDQ takes less than 5 minutes.

The emotional symptoms scale consists of 5 questions that address both depressive and
anxiety symptoms and may flag a child who needs further depression assessment.

Included in this toolkit are the self-report version and transparency scoring sheets with
directions.

For other methods of scoring, parent and teacher versions, other language formats, or more
references/information, please go to the website: www.sdginfo.com.

Selected References:

Glazebrook C. Hollis C. Heussler H. Goodman R. Coates L. Detecting emotional and
behavioural problems in paediatric clinics. Child: Care, Health & Development. 29(2):141-9,
2003.
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Strengths and Difficulties Questionnaire St-17

For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you answered all items as

best you can even if you are not absolutely certain . Please give your answers on the basis of how things have been for you over the
last six months.

YOUL NAITIE 1evierteriersnesernmeersnnsierassessstarssasossstsssessest shasens sansasssnsisssnsssens antanss Male/Female
Date of birth ..ccccvviiiiniiciimriniinnsia s,
Not Somewhat  Certainly
True True True

[ try to be nice to other people. I care about their feelings

[ am restless, I cannot stay still for long

[ get a lot of headaches, stomach-aches or sickness

I usually share with others, for example CD's, games, food

I get very angry and often lose my temper

I would rather be alone than with people of my age

T usually do as [ am told

1 worry a lot

1 am helpful if someone is hurt, upset or feeling ill

I am constantly fidgeting or squirming

1 have one good friend or more

| fight a lot. I can make other people do what I want

1 am often unhappy, depressed or tearful

Other people my age generally like me

1 am easily distracted, I find it difficult to concentrate

I am nervous in new situations. | easily lose confidence

I am kind to younger children

I am often accused of lying or cheating

Other children or young people pick on me or bully me

1 often offer to help others (parents, teachers, children)

I think before I do things

I take things that are not mine from home, school or elsewhere

I get along better with adults than with people my own age

I have many fears, I am easily scared

OO O] OO0 O] O O O O O O O O O Oy O 0y O 0y O L) O O
OO 000000000000 o0ooo o oo o/oo s
| o o | ) A [ A

I finish the work I'm doing. My attention is good

Do you have any other comments or concerns?

Please turn over - there are a few more questions on the other side



Overall, do you think that you have difficulties in any of the following areas:
emotions, concentration, behavior or being able to get along with other people?

Yes - Yes - Yes -
minor definite severe
No difficulties difficulties difficulties

O [ u [l

If you have answered "Yes", please answer the following questions about these difficulties:

® How long have these difficulties been present?

Less than 1-5 6-12 Over
a month months months a year

[l l O [

® Do the difficulties upset or distress you?

Not at A A medium A great
all little amount deal

u [ [l ]

® Do the difficulties interfere with your everyday life in the following areas?

Not at A A medium
all little amount

A great
deal
HOME LIFE D D D I:l
FRIENDSHIPS D D D I:'
CLASSROOM LEARNING D D D D
l L O l

LEISURE ACTIVITIES

® Do the difficulties make it harder for those around you (family, friends, teachers, etc.)?

Not at A A medium A great
all little amount deal

[ u u L]

YOUE SIZNALUTE ...evverereiierreesissesseseeseeressssesserasssesssassssssssssnssnsssnssans

Today's Date .........cccoveiemvencnrcenrieeenns

Thank you very much for your help © Robert Goodeman, 2000



Scoring the SDQ in 4 Simple Steps

STEP 1

Ask a parent, teacher or
adolescent to complete the SDQ.

The age range for each version of
the SDQ is noted in the upper
right hand corner.

STEP 2

Use the 5 transparent overlays (print the SDQ
Scoring pages on transparencies) to score
each subscale of the SDQ (i.e., emotional,
conduct, hyperactivity, peer and prosocial).
Make sure each overlay is lined up properly!

STEP 3 After you've calculated the score for a
Calculate the TOTAL subscale, write that number down in the
DIFFICULTIES Score by adding appropriate location.

the emotional, conduct,
hyperactivity and peer subscale
scores. Calculate the PROSOCIAL

SCORE separately. Calculate the
IMPACT SUPPLEMENT Score
using the Scoring the Impact
Supplement handout as a guide.

STEP 4

Review the SDQ Record Sheet to determine if
scores fall in the Normal, Borderline or
Abnormal range.
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Scoring the Impact Supplement (generating and interpreting impact scores)

When using a version of the SDQ that includes an “Impact Supplement,” the items on overall
distress and social impairment can be summed to generate an impact score that ranges from 0
to 10 for the self-rated and parent-completed version and from 0 to 6 for the teacher-completed
version.

SELF-REPORT IMPACT

SUPPLEMENT
Notatall Alittle A medium A great
amount deal

Difficulties upset or distress me 0 0 1 2
Interfere with HOME LIFE 0 0 1 2
Interfere with FRIENDSHIPS 0 0 1 2
Interfere with CLASSROOM 0 0 1 2
LEARNING

o
o
=
N

Interfere with LEISURE ACTIVITIES

Responses to the questions on chronicity and burden to others are not included in the impact
score. When respondents have answered “no” to the first question on the impact supplement
(i.e. when they do not perceive the child, or themselves if self-rated, as having any emotional
or behavioral difficulties), they are not asked to complete the questions on resultant distress or
impairment; the impact score is automatically scored zero in these circumstances.

Although the impact scores can be used as continuous variables, it is sometimes convenient to
classify them as normal, borderline or abnormal: a total impact score of 2 or more is abnormal;
a score of 1 is borderline; and a score of 0 is normal.
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SDQ SCORING 1

SCORING EMOTIONAL SYMPTOMS

© Robent Goodman, 2001



SCORING CONDUCT PROBLEMS

2 []

L]

1

0]

SDQ SCORING 2

L]

2

[

1

00!

© Roben Goodman, 2001



SDQ SCORING 3

SCORING HYPERACTIVITY

2

1

001

© Roben Goodman, 2001



SDQ SCORING 4

SCORING PEER PROBLEMS

2

]

1

0]

L]

2

[

1

0[]

£ Robert Goodman, 2001



SDQ SCORING 5

SCORING PROSOCIAL BEHAVIOUR

L]

2

[l

1

0]

2[]

O

1

0]

© Robert Goodman, 2001



SDQ Record Sheet

Name Age .. Male/Female  Clinic/Study Number ............
SDQ completed by: PARENT 00 .ovvevveresrasserassensenns
TEACHER 0D ..oovvvasrisnsmssssssans
SELF 0N auveririsnsessniasnsssassssannns
Scale Normal Borderline Abnormal
PI0OL2234 5678 910111213 14 15 16 |1718/9302132235425 ... 40
Total difficulties TI0O12 345 6 7 8 910 11|12 13 14 15 |161718192021222324 ..... 40
S|10 24 6 8 10 11 12 13 14 15|16 17 18 19 |20 21 22 23 24 25 26 .. 40
PlO 1 p 3 4 5 6 7 8 10
Emotional sympt. T |0 1 2 3 4 5 6 7 8 10
S|0 1 2 3 5 6 7 8 9 10
PO 2 3 4 5 6 7 8 19
Conduct problems T | 0 1 2 3 4 5 6 7 8 10
S |0 | 2 3 4 5 6 7 8 10
IP|D 1 2 5 6 7 8 9 10
Hyperactivity T|O 1 5 6 7 9 10
S|o I 2 3 6 7 8 9 10
PO 2 3 4 5 & 7 8 1@
Peer problems T|0 1 3 4 5 6 7 8 10
S |0 i 2 3 4 5 6 7 8 10
P |10 9 7 ® 5 A 3 2 ]
Prosocial behav, T |10 9 8 7 6 5 4 3 2 0
S 110 9 8 7 6 ] 4 3 2 0




Pediatric Symptom Checklist-35 (PSC-35), Parent and
Youth

The Pediatric Symptom Checklist-35 (PSC-35) for parents of children 4-16 is a parent-
completed general psychosocial screen that looks to flag cognitive, emotional, and behavioral
issues. The PSC has been very well-studied and comes in several languages. For children ages 6-
16, a cutoff score of 28 suggests the need for follow-up assessment. For ages 4-5, the cut-off is
24. No diagnosis or assumptions should be made on the basis of the PSC-35 alone. Several
guestions in the PSC-35 address depression symptoms, and these may be used by some to flag
the need to do a more intensive depression assessment with a depression specific tool. However,
for depression and other internalizing disorders, the teens themselves may be better reporters. To
access the tool in English and other languages, go to
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx

The Youth Pediatric Symptom Checklist-35 (Y-PSC-35) is intended for adolescents 11 and up.
The cut-off score is 30. No diagnosis or assumptions should be made on the basis of the Y-PSC-
35 alone. Several questions in the Y-PSC-35 address depression symptoms, and these may be
used by some to flag the need to do a more intensive depression assessment with a depression
specific tool. To access the tool in English and other languages, go to
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx

Selected References

Jellinek MS, Murphy JM, Little M, et al. 1999. Use of the Pediatric Symptom Checklist (PSC) to
screen for psychosocial problems in pediatric primary care: A national feasibility study. Archives of
Pediatric and Adolescent Medicine 153(3):254-260.

Jellinek MS, Murphy JM, Robinson J, et al. 1988. Pediatric Symptom Checklist: Screening school-
age children for psychosocial dysfunction. Journal of Pediatrics 112(2):201-209. Web site:
http://psc.partners.org.

Little M, Murphy JM, Jellinek MS, et al. 1994. Screening 4- and 5-year-old children for
psychosocial dysfunction: A preliminary study with the Pediatric Symptom Checklist. Journal of
Developmental and Behavioral Pediatrics 15:191-197.

Pagano M, Murphy JM, Pedersen M, et al. 1996. Screening for psychosocial problems in 4-5 year
olds during routine EPSDT examinations: Validity and reliability in a Mexican-American sample.
Clinical Pediatrics 35(3):139-146.
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Pediatric Symptom Checklist-17 (PSC-17), Parent and
Youth

The Pediatric Symptom Checklist-17 (PSC-17) for parents of youth was designed as a shorter
version of the PSC-35, as it contains only 17 of the original 35 questions. It is divided into three
subscales: the internalizing subscale, the externalizing subscale, and the attention subscale. As
mentioned with the PSC-35, the PSC-17 is not designed to make a diagnosis but to flag those
patients who need further assessment. A total score of 15 or greater is considered positive. A
score of 7 or greater on the attention scale, a score of 7 or greater on the externalizing scale
(conduct or oppositional behavior problems), or a score of 5 or greater on the internalizing scale
(anxiety and/or depression) is considered positive for that specific scale. The different scales are
identified by symbols. A positive score on the internalizing scale is sometimes used as a gate to
administer more specific depression and anxiety scales. Once again, it is important to note that
often teens are better reporters of their internal moods.

To access the tool in more languages, go to
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx

The Pediatric Symptom Checklist-17-Y (PSC-17-Y) is the youth version of the PSC-17
described above. While many PCPs across the country are using this screen in youth ages 11 and
older, it should be noted that this specific version of the PSC (the 17-question youth version) was
never officially validated; the cut-off scores are extrapolated from the parent version. The PSC-17-
Y is divided into three subscales: the internalizing subscale (anxiety and/or depression), the
externalizing subscale (conduct or oppositional behavior problems), and the attention subscale. As
mentioned with the PSC-35, the PSC-17 is not designed to make a diagnosis but to flag those
patients who need further assessment. A total score of 15 or greater is considered positive. A
score of 7 or greater on the attention scale, a score of 7 or greater on the externalizing scale, or a
score of 5 or greater on the internalizing scale is considered positive for that specific scale. The
different scales are identified by symbols. Many use the internalizing subscale as a gate before
administering depression-specific screens. To access the tool in more languages, go to
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx

Selected Reference

Gardner W, Lucas A, Kolko DJ, Campo JV. 2007 May. Comparison of the PSC-17 and alternative
mental health screens in an at-risk primary care sample. Am Acad Child Adolesc

Psychiatry. 46(5):611-8.
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Child’s Name:

Filled out by:

Emotional and physical health go together in children. Because parents are often the first to notice a problem
with their child’s behavior, emotions, or learning, you may help your child get the best care possible by
answering these questions. Please indicate which statement best describes your child.

Please mark under the heading that best describes your child:

Date of Birth:

Today’s Date:

Pediatric Symptom Checklist 17 (PSC-17)

* Fidgety, unable to sit still

n Feels sad, unhappy

L 4 Daydreams too much

@ Refuses to share

@ Does not understand other people’s feelings
| Feels hopeless

* Has trouble concentrating

L J Fights with other children

| Is down on him or her self

¢ Blames others for his or her troubles

u Seems to have less fun

¢ Does not listen to rules

* Acts as if driven by a motor

e Teases others

u Worries a lot

L Takes things that do not belong to him or her
L 4 Distracted easily

Total € Total @ __ Total W

¢ -9+

©1998, M. Jellinek & JM. Murphy, Massachusetts General Hospital 17-item version created by W. Gardner & K. Kelleher
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YOUTH PEDIATRIC SYMPTOM CHECKLIST-17 (Y PSC-17)

Name: Record #:
Date of Birth: Today'’s Date:
Please mark under the heading that best fits you: NEVER | SOMETIMES | OFTEN
* Fidgety, unable to sit still * 0] 1 2
* Feel sad, unhappy * 0 1 2
* Daydream too much * 0 1 2
a Refuse to share U (] 1 2
u Do not understand other people’s feelings u 0 1 2
* Feel hopeless & 0 1 2
* Have trouble concentrating * 0 1 2
a Fight with other children | 0] 1 2
* Down on yourself * 0 1 2
u Blame others for your troubles | 0 1 2
® Seem to be having less fun #® 0 1 2
g Do not listen to rules U 0 1 2
L 4 Act as if driven by a motor 2 0 1 2
O Tease others O 0 1 2
* Worry a lot & 0 1 2
4 Take things that do not belong to you a () 1 2
* Distract easily * 0 1 2
OFFICE USE ONLY
Total 4 Total Total # Grand Total 9+1+%

Form adapted with permission for Feelings Need Check Ups Top, 2004
©1988, M. Jellinek & J.M. Murphy, Massachusetts General Hospital {PSC-17 created by W. Gardner & K. Kelleher}
and Bright Futures in Practice: Mental Health, 2002
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Pediatric Symptom Checklist 17 Scoring

Instructions for Scoring

The Pediatric Symptom Checklist-17 (PSC-17) is a psychosocial screen designed to facilitate the
recognition of cognitive, emotional, and behavioral problems so that appropriate interventions can be
initiated as carly as possible.

The PSC-17 consists of 17 items that are rated as “Never,” “Sometimes, * or “Often” present. A value of
0 is assigned to “Never”, 1 to “Sometimes,” and 2 to “Often”. The total score is calculated by adding
together the score for cach of the 17 items. Items that are left blank are simply ignored (i.e., score equals
0). If four or more items are left blank, the questionnaire is considered invalid.

A PSC-17 score of 15 or higher suggests the presence of significant behavioral or emotional problems.
To determine what kinds of mental health problems are present, determine the 3 factor scores on the PSC:
Il The PSC-17 Internalizing Subscale (Cutoff S or more items):

Feels sad, unhappy

Fecls hopeless

Is down on self

Seems to be having less fun
Worries a lot

@ The PSC-17 Attention Subscale (Cutoff 7 or more items):

Fidgety, unable to sit still
Daydreams too much

Has trouble concentrating
Acts as if driven by a motor
Distracted easily

® The PSC-17 Externalizing Subscale (Cutoff 7 or more items):

Refuses to share

Does not understand other people's feelings
Fights with other children

Blames others for his/her troubles

Does not listen to rules

Teases others

Takes things that do not belong to him/her

Gardner W, Murphy M, Childs G, et al. The PSC-17: a brief pediatric symptom checklist including psychosocial problem
subscales: a report from PROS and ASPN. dmbulatory Child Health. 1999;5:225-236.

03/19/08
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Chapter III.
Screening and Diagnostic Aids

Guide to the “Screening and Diagnostic Aids” Section
DSM-5 Criteria for Major Depressive Disorder
Framework for Grading Severity of Depressive Episodes
DSM-5 Symptom Criteria for Other Depressive Disorders
DSM-5 Ciriteria for Manic and Hypomanic Episodes
Differential Diagnosis of Depressive Symptoms in Adolescents
Developmental Considerations for Identifying and Treating Depressed Youth
Resources to Promote Culturally Competent Diagnosis

Adolescent Reports

Columbia Depression Scale (Teen Version)
Kutcher Adolescent Depression Scale - 6-item

PHQ-9 Modified for Teens in English, Spanish,
Albanian, Arabic, Bengali, Chinese, French, Haitian Creole, Hindi, Korean, Polish, Russian, Urdu

Parent Reports

Columbia Depression Scale (Parent Version)

Chinician Assessment of Functioning

Children’s Global Assessment Scale (C-GAS)
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Gude to "Screening & Diagnostic Aids" Section

The tools in this section can be used for universal screening of adolescents in primary care as
recommended by the 2018 GLAD-PC guidelines as well as by the USPSTF’s 2015
recommendation: “The USPSTF recommends screening for major depressive disorder (MDD)
in adolescents aged 12 to 18 years. Screening should be implemented with adequate systems
in place to ensure accurate diagnosis, effective treatment, and appropriate follow-up.” For
more information see the following website:
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFi
nal/depression-in-children-and-adolescents-screeningl1#Pod8

Diagnosing adolescent depression is an important but challenging process that depends on
gathering reliable information. We recommend that you read Part 1 of the GLAD-PC guidelines
available at http://pediatrics.aappublications.org/content/141/3/e20174081.long to learn more
about diagnosing depression. In order to facilitate and systematize this process, several
screens and diagnostic aids have been created, many of which can be found here. Ultimately,
however, accurate diagnosis is dependent on a culturally informed, person-to-person interview
investigating criteria found in DSM-5.

This section contains listings of DSM-5 criteria for MDD and a framework for grading the
severity of depressive episodes. As discussed in the guidelines, Part 1, referenced above,
not all depression is major depressive disorder. Other types of depression exist, including but
not limited to dysthymia, subthreshold forms that do not meet the diagnostic standard,
substance-induced depressive disorders, and depressive episodes that occur as part of bipolar
disorder or other mental illness (anxiety, etc.). Although the evidence in the
psychopharmacology recommendations in GLAD-PC focus extensively on MDD, the
recommendations around identification, assessment, and initial management can be applied to
other forms of depression as well. Suggestions for a differential diagnosis are also provided.

This section also discusses developmental considerations and culturally sensitive diagnostic
approaches. References to more comprehensive cultural resources are provided.

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 40


https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/depression-in-children-and-adolescents-screening1#Pod8
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStatementFinal/depression-in-children-and-adolescents-screening1#Pod8
http://pediatrics.aappublications.org/content/141/3/e20174081.long

The following free, depression-specific screens and diagnostic aids, including adolescent-
report, parent-report, and provider-assessment scales, are also both described and provided in
this section:

Adolescent Reports
Columbia Depression Scale (Teen Version), formerly known as Columbia DISC
Depression Scale

Kutcher Adolescent Depression Scale — 6-item
PHQ-9: Modified for Teens
PHQ-9: Modified for Teens in Spanish

PHQ-9: Modified for Teens in Albanian, Arabic, Bengali, Chinese, French, Haitian
Creole, Hindi, Korean, Polish, Russian, Urdu (Translated by the New York City Health +
Hospitals Office of Population Health and Office of Diversity and Inclusion)

Parent Report

Columbia Depression Scale (Parent Version)

Clinician Assessment of Functioning
Children’s Global Assessment Scale (C-GAS)

Some scales, such as the PHQ-9 and the C-GAS, have demonstrated effectiveness not only in
diagnosing depression but also tracking response to treatment. (In the “Treatment Information
for Providers” section, you will find a form that will allow you to record the results of each
assessment, along with other clinical data.) Use the included descriptions to guide you, and
choose whichever measures meet your needs in a manner you find user-friendly.

There are other tools in the public domain as well. In addition, some of the more widely used
and tested instruments require payment, and thus they are not included here. We have
included a sample of instruments and do not intend to reject tools that are not included. It is
important to realize that these are screens and aids; they are not sufficient to make a diagnosis
or treatment recommendation. A direct interview with the adolescent and, whenever possible,
collateral information from parents are necessary to make the most accurate diagnosis as
described in Part 1 of the Guidelines at
http://pediatrics.aappublications.org/content/141/3/e20174081.long.
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DSM-5 Criteria for Major Depressive Disorder

A) Five (or more) of the following symptoms have been present during the same 2-week period
and represent a change from previous functioning; at least one of the symptoms is either (1)
depressed mood or (2) loss of interest or pleasure

Note: Do not include symptoms that are clearly attributable to another medical condition

1)

2)
3)
4)
5)

6)
7

8)

9)

Depressed mood most of the day, nearly every day, as indicated by either
subjective report (e.g., feels sad, empty, hopeless) or observation made by
others (e.g., appears tearful). Note: In children and adolescents, can be irritable
mood.

Markedly diminished interest or pleasure in all, or almost all, activities most of the
day, nearly every day (as indicated by either subjective account or observation)
Significant weight loss when not dieting or weight gain (e.g., a change of more
than 5% of body weight in a month) or decrease or increase in appetite nearly
every day. Note: In children, consider failure to make expected weight gain.
Insomnia or hypersomnia nearly every day

Psychomotor agitation or retardation nearly every day (observable by others, not
merely subjective feelings of restlessness or being slowed down)

Fatigue or loss of energy nearly every day

Feelings of worthlessness or excessive or inappropriate guilt (which may be
delusional) nearly every day (not merely self-reproach or guilt about being sick)
Diminished ability to think or concentrate, or indecisiveness, nearly every day
(either by subjective account or as observed by others)

Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation
without a specific plan, or a suicide attempt or a specific plan for committing
suicide

B) The symptoms cause clinically significant distress or impairment in social, occupational,
or other important areas of functioning.

C) The episode is not attributable to the physiological effects of a substance or to another
medical condition.

Note: Criteria A-C represent a major depressive episode.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a natural
disaster, a serious medical illness or disability) may include the feelings of intense sadness,
rumination about the loss, insomnia, poor appetite, and weight loss noted in criterion A, which
may resemble a depressive episode. Although such symptoms may be understandable or
considered appropriate to the loss, the presence of a major depressive episode in addition to
the normal response to a significant loss should also be carefully considered. This decision
inevitably requires the exercise of a clinical judgment based on the individual’s history and the
cultural norms for the expression of distress in the context of loss.

D) The occurrence of the major depressive episode is not better explained by
schizoaffective disorder, schizophrenia, schizophreniform disorder, delusional disorder
or other specified and unspecified schizophrenia spectrum and other psychotic
disorders.

E) There has never been a manic episode or a hypomanic episode.

Note: This exclusion does not apply if all the manic-like or hypomanic-like episodes are
substance-induced or are attributable to the physiological effects of another medical condition.

Coding and Recording Procedures

The diagnostic code for major depressive disorder is based on whether this is a single or
recurrent episode, current severity, presence of psychotic features, and remission status.
Current severity and psychotic features are only indicated if full criteria are currently met for a
major depressive episode. Remission specifiers are indicated only if the full criteria are not
currently met for a major depressive episode. Codes are as follows.

Severity/course specifier Single episode Recurrent episode*
Mild F32.0 F33.0

Moderate F32.1 F33.1

Severe F32.2 F33.2

With psychotic features** F32.3 F33.3

In partial remission F32.4 F33.41

In full remission F32.5 F33.42
Unspecified F32.9 F33.9

*For an episode to be considered recurrent, there must be an interval of at least 2 consecutive months between
separate episodes in which criteria are met for a major depressive episode.

psychotic features are present, code the “with psychotic features” specifier irrespective of episode severity.
** |f hotic feat t, code th th hotic feat f t f d t

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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In recording the name of a diagnosis, terms should be listed in the following order: major
depressive disorder, single or recurrent episode, severity/psychotic/remission specifiers,
followed by as many of the following specifiers without codes that apply to the current episode.

Specify:
With anxious distress
With mixed features
With melancholic features
With mood-congruent psychotic features
With mood-incongruent psychotic features
With catatonia
With peripartum onset

With seasonal pattern

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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Framework for Grading Severity of Depressive
Episodes

In both the DSM-5 and the ICD-10, severity of depressive episodes is based on the number,
type, and severity of symptoms, as well as the degree of functional impairment. The DSM-5
guidelines are summarized in the table below.

DSM-5 Guidelines for Grading Severity Depression

Category Mild Moderate Severe
Number of Closerto 5 * Closerto 9
symptoms
Severity of Distressing but S'eriousl.y

* distressing and
symptoms manageable

unmanageable

Degree of Svmbtoms
functional Minor impairment * ymptoms
) : markedly interfere
impairment

* According to the DSM-5, in “moderate” episodes of depression, “the number of symptoms, the
intensity of symptoms, and/or the functional impairment are between those specified for ‘mild’ and
‘severe.”™

In addition to the above framework, individual rating scales are associated with their own
indicators of severity, as indicated elsewhere in this section.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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DSM-5 Symptom Criteria for Other Depressive
Disorders

Adjustment Disorder DSM-5 Criteria
A) The development of emotional or behavioral symptoms in response to an identifiable
stressor(s) occurring within 3 months of the onset of the stressor(s).
B) These symptoms or behaviors are clinically significant as evidenced by one or both of
the following:

1) Marked distress that is out of proportion to the severity or intensity of the
stressor, taking into account the external context and the cultural factors that
might influence symptom severity and presentation

2) Significant impairment in social or occupational, or other important areas of
functioning.

C) The stress-related disturbance does not meet the criteria for another mental disorder
and is not merely an exacerbation of a preexisting mental disorder.

D) The symptoms do not represent normal bereavement.

E) Once the stressor or its consequences have been terminated, the symptoms do not
persist for more than an additional 6 months.

Specify whether:

F43.21 With depressed mood: Low mood, tearfulness, or feelings of
hopelessness are predominant.

F43.22 With anxiety: Nervousness, worry, jitteriness, or separation

anxiety are predominant.

F43.23 With mixed anxiety and depressed mood: A combination of
depression and anxiety is predominant.

F43.24 With mixed disturbance of conduct: Disturbance of conduct is
predominant.

F43.25 With mixed disturbance of emotions and conduct: Both emotional
symptoms (e.g., depression, anxiety) and a disturbance of conduct are predominant.
F43.20 Unspecified: For maladaptive reactions that are not classifiable as
one of the specific subtypes of adjustment disorder.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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Persistent Depressive Disorder (Dysthymia) DSM 5 Criteria F34.1
This disorder represents a consolidation of DSM-IV-defined chronic major depressive disorder
and dysthymic disorder.

A) Depressed mood for most of the day, for more days than not, as indicated either by
subjective account or observation by others, for at least 2 years.

Note: In children and adolescents, mood can be irritable and duration must be at
least 1 year.

B) Presence, while depressed, of two (or more) of the following:

1) Poor appetite or overeating.

2) Insomnia or hypersomnia.

3) Low energy or fatigue.

4) Low self-esteem.

5) Poor concentration or difficulty making decisions.
6) Feelings of hopelessness.

C) During the 2-year period (1 year for children or adolescents) of the disturbance, the
individual has never been without the symptoms in Criteria A and B for more than 2
months at a time.

D) Criteria for a major depressive disorder may be continuously present for 2 years.

E) There has never been a manic episode or a hypomanic episode, and criteria have
never been met for cyclothymic disorder.

F) The disturbance is not better explained by a persistent schizoaffective disorder,
schizophrenia, delusional disorder, or other specified or unspecified schizophrenia
spectrum and other psychotic disorder.

G) The symptoms are not attributable to the physiological effects of a substance (e.g., a
drug of abuse, a medication) or another medication condition (e.g., hypothyroidism).

H) The symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

Note: Because the criteria for a major depressive episode include four symptoms that are
absent from the symptom list for persistent depressive disorder (dysthymia), a very limited
number of individuals will have depressive symptoms that have persisted longer than 2 years
but will not meet criteria for persistent depressive disorder. If full criteria for a major depressive
episode have been met at some point during the current episode of iliness, they should be
given diagnosis of major depressive disorder. Otherwise, a diagnosis of other specified
depressive disorder or unspecified depressive disorder is warranted.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
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Specify if:
With anxious distress
With mixed features
With melancholic features
With atypical features
With mood-congruent psychotic features
With mood-incongruent psychotic features
With peripartum onset

Specify if:
In partial remission
In full remission

Specify if:
Early onset: If onset is before age 21 years
Late onset: If onset is age 21 years or older
Specify if (for most recent 2 years of persistent depressive disorder):

With pure dysthymic syndrome: Full criteria for a major depressive episode have not
been met in at least the preceding 2 years.

With persistent major depressive episode: Full criteria for a major depressive
episode have been met throughout the preceding 2-year period.

With intermittent major depressive episodes, with current episodes: Full criteria for
a major depressive episode are currently met, but there have been periods of at least 8
weeks in at least the preceding 2 years with symptoms below the threshold for a full
major depressive episode.

With intermittent major depressive episodes, without current episode: Full criteria
for a major depressive episode are not currently met, but there has been one or more
major depressive episodes in at least the preceding 2 years.

Specify current severity:
Mild
Moderate

Severe

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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Other Specified Depressive Disorder DSM-5 Criteria F32.8

This category applies to presentations in which symptoms characteristic of a depressive
disorder that cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for any of the
disorders in the depressive disorders diagnostic class. The other specified depressive disorder
category is used in situations in which the clinician chooses to communicate the specific
reason that the presentation does not meet the criteria for any specific depressive disorder.
This is done by recording “other depressive disorder” followed by the specific reason (e.g.,
“short-duration depressive episode”).

For examples of more presentations that fit this designation, please see the DSM-5.

Unspecified Depressive Disorder DSM-5 Criteria F32.9

This category applies to presentations in which symptoms characteristic of a depressive
disorder that cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for any of the
disorders in the depressive disorders diagnostic class. The unspecified depressive disorder
category is used in situations in which the clinician chooses not to specify the reason that the
criteria are not met for a specific depressive disorder and includes presentations for which
there is insufficient information to make a more specific diagnosis (e.g., in emergency room
settings).

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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DSM-5 Criteria for Manic and Hypomanic Episodes

Manic Episode DSM-5 Criteria

A) A distinct period of abnormally and persistently elevated, expansive, or irritable mood,
and abnormally and persistently increased goal-directed activity or energy, lasting at
least 1 week and present most of the day, nearly every day (or any duration if
hospitalization is necessary).

B) During the period of mood disturbance and increased energy or activity, three (or more)
of the following symptoms (four if the mood is only irritable) have been present to a
significant degree and represent a noticeable change from usual behavior:

1) Inflated self-esteem or grandiosity

2) Decreased need for sleep (eg feel rested after only 3 hours of sleep)

3) More talkative than usual or pressure to keep talking

4) Flight of ideas or subjective experience that thoughts are racing

5) Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external
stimuli) as reported or observed

6) Increase in goal-directed activity (either socially, at work or school, or sexually) or
psychomotor agitation (i.e., purposeless non-goal-directed activity)

7) Excessive involvement in pleasurable activates that have a high potential for
painful consequences (eg engaging in unrestrained buying sprees, sexual
indiscretions, or foolish business investments)

C) The mood disturbance is sufficiently severe to cause marked impairment in social or
occupational functioning or to necessitate hospitalization to prevent harm to self or
others, or there are psychotic features.

D) The episode is not attributable to the physiological effects of a substance (e.g,. a drug of
abuse, a medication, other treatment) or to another medical condition.

Note: A full manic episode that emerges during antidepressant treatment (e.g., medication,
electroconvulsive therapy) but persists at a fully syndromal level beyond the physiological
effect of that treatment is sufficient evidence for a manic episode and therefore, a bipolar |
diagnosis.

Note: Criteria A-D constitute a manic episode. At least one lifetime manic episode is required
for the diagnosis of bipolar | disorder.

Hypomanic Episode DSM-5 Criteria
A) A distinct period of abnormally and persistently elevated, expansive, or irritable mood
and abnormally and persistently increased activity or energy, lasting at least 4
consecutive days and present most of the day, nearly every day.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
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B) During the period of mood disturbance and increased energy and activity, three (or
more) of the following symptoms have persisted (four if the mood is only irritable),
represent a noticeable change from usual behavior, and have been present to a
significant degree:

1) Inflated self-esteem or grandiosity

2) Decreased need for sleep (e.qg., feels rested after only 3 hours of sleep)

3) More talkative than usual or pressure to keep talking

4) Flight of ideas or subjective experience that thoughts are racing

5) Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external
stimuli), as reported or observed

6) Increase in goal-directed activity (either socially, at work or school, or sexually) or
psychomotor agitation

7) Excessive involvement in pleasure activities that have a high potential for painful
consequences (e.g., engaging in unrestrained buying sprees, sexual
indiscretions, or foolish business investments)

C) The episode is associated with an unequivocal change in functioning that is
uncharacteristic of the person when not symptomatic.

D) The disturbance in mood and the change in functioning are observable by others.

E) The episode is not severe enough to cause marked impairment in social or occupational
functioning, or to necessitate hospitalization. If there are psychotic features, the episode
is, by definition, manic.

F) The episode is not attributable to the physiological effects of a substance (e.g., a drug of
abuse, a medication or other treatment).

Note: A full hypomanic episode that emerges during antidepressant treatment (e.g.,
medication, electroconvulsive therapy) but persists at a fully syndromal level beyond the
physiological effect of that treatment is sufficient evidence for a hypomanic episode diagnosis.
However, caution is indicated so that one or two symptoms (particularly increased irritability,
edginess, or agitation following antidepressant use) are not taken as sufficient for diagnosis of
a hypomanic episode, nor necessarily indicative of a bipolar diathesis.

Note: Criteria A-F constitute a hypomanic episode. Hypomanic episodes are common in
bipolar | disorder but are not required for the diagnosis of bipolar | disorder.

Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Copyright 2013.
American Psychiatric Association
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Differential Diagnosis of Depressive Symptoms in
Adolescents

On the next page is a comprehensive list of disorders that can either be comorbid or mimic the
symptoms of depression.

Some patients may have a medical etiology for their symptoms; therefore, ruling out medical
causes of depressive symptoms should be done prior to any mental health treatment or
referral. However, no lab tests or imaging is routinely required. The medical work-up should be
guided by the history and physical examination.

Along with ruling out normal mood changes of adolescence, which are generally not
associated with changes in functioning (e.g., drop in grades), clinicians should assess for any
symptoms of bipolar disorder. Bipolar disorder is less common in teens than adults. In addition,
many teens who may go on to have bipolar disorder will be presenting first with a depressive
episode in adolescence, and thus diagnosing bipolar disorder at this point will not be possible.
However, since teens with bipolar disorder can have significant adverse effects when treated
with antidepressants, obtaining any history of past or current bipolar symptoms is critical. See
the DSM-5 criteria for manic and hypomanic episodes on the previous pages. The symptoms
of bipolar disorder include an extended period of elevated mood (either happy or irritable or
both), decreased need for sleep, an increase in goal-directed activity, increased or pressured
speech, racing thoughts or flight of ideas, acting silly or inappropriate with poor judgment that
can lead to painful consequences, distractibility, and grandiosity. Others around the teen will
often comment on this behavior — noting it as unusual. In addition, teens with a first-degree
relative with bipolar disorder are at increased risk of bipolar disorder (although they are at even
a greater increased risk for unipolar depression). If clinicians suspect bipolar disorder, a
referral should be made to mental health services before initiating treatment.
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Differential Diagnosis
Normal moodiness of teens

Major depressive disorder
Persistent depressive disorder (dysthymia)
Premenstrual dysphoric disorder
Substance/medication-induced depressive disorder
Adjustment disorder
Other specified or unspecified depressive disorder
Subthreshold depression
Anxiety disorders
PTSD or other trauma-related disorder
Depressive episode of bipolar disorder
Eating disorders
ADHD
Conduct disorder
Depressive disorder due to another medical condition
Anemia
Mononucleosis
Thyroid disorders
Other medical disorders

Medication adverse effects
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Developmental Considerations for Identifying and
Treating Depressed Youth

Just as depression presents differently in youth as compared to adults, identifying and treating
pre-pubertal children can be different from treating late adolescents. For example, as younger
children often lack the ability to label and verbalize their emotions, they may present with more
somatic symptoms compared to more verbal teens. Differences tend to manifest around the
time of puberty, but they also depend upon individual's cognitive function. The table on the
next page shows some developmental considerations for identifying and treating pre-pubertal
children and post-pubertal adolescents. While this guideline refers to adolescents, some
adolescents may present at a younger developmental level.
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Children / Pre-pubertal

Adolescents / Post-pubertal

Youth Youth
gée\;glses?vcee o 1-2%; 3-8%;
disF())rders girls: boys = 1:1 girls: boys = 2:1

Identification
techniques

Given limited ability of most
children to identify and
communicate how they are
feeling, obtaining history from
contacts such as parents and
teachers is crucial to obtaining
an accurate history and
chronology of

symptoms.

Adolescents themselves may be
able to provide a reliable and
detailed history,but speaking with
contacts is still important.
Remember to inquire about any
recent dangerous behaviors or
statements which may impl
suicidal ideation.

Commonly occurring
symptoms

Somatic complaints
Psychomotor agitation
Mood-congruent hallucinations
School refusal

Phobias / separation anxiety /
increase in worrying

Low self-esteem, apathy,
boredom

Substance use

Change in weight, sleep or
grades

Psychomotor depression /
hypersomnia

Aggression / antisocial behavior
Social withdrawal

Treatment of depression should be individualized. It also needs to
reflect the severity of depression and the available resources. As

Treatment fewer rigorous studies have been conducted with pre-pubertal
youth, more evidence exists for the treatment of post-pubertal
depression.

. . Good evidence for effectiveness
Good evidence for effectiveness | . i
. : . in post-pubertal adolescents with
CBT in pre-pubertal children with : )
: depressive symptoms or mild
depressive symptoms :
depression
No evidence in pre-pubertal Good evidence for effectiveness
IPT e :
youth in mild to moderate depression
Good evidence for fluoxetine
SSRIs Some evidence for fluoxetine (TA.DS)' some _ewdence for
escitalopram, citalopram, and
sertraline
Proanosis May be at increased risk for Increased risk for depression in
9 bipolar disorder adulthood
Suicide May not understand lethality of | Tend to use more lethal methods

means or permanence of death

than pre-pubertal youth

Sources: Textbook of Developmental and Behavioral Pediatrics, 2" Edition, 2018;
Child and Adolescent Psychiatric Clinics of North America, Oct 2006, V15, N4
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Resources to Promote Culturally Competent
Diagnosis

The diagnosis of depression is improved by being aware of how depression is experienced
and discussed among adolescents and parents of different cultural backgrounds. While a
discussion of adolescent depression in various cultural contexts is beyond the scope of this
toolkit, listed below are links to several free resources that will allow you to assess and
improve your cultural knowledge of patients in your practice.

In order to assess the adequacy of your current approach to culturally competent diagnosis,
you may want to complete a “self-test” published in the Journal of the American Association of
Family Practice:

https://www.aafp.org/fpm/2000/1000/p58.html#pm20001000p58-bt2

For a good overview of cultural competence in the mental health, read “Cultural Competency,
A Practical Guide for Mental Health Service Providers,” published by the Hogg Foundation for
Mental Health at the University of Texas:

https://www.psyrehab.ca/files/documents/Hogg Foundation for MentalHealth.pdf

Another resource is published by the American Academy of Child and Adolescent Psychiatry
Committee on Quality Issues:

"Practice parameter for cultural competence in child and adolescent psychiatric practice.”
https://www.ncbi.nim.nih.gov/pubmed/24074479%#

Finally, the following website, maintained by Georgetown University’s National Center for
Cultural Competence, provides links to a number of cultural competence resources, self-
assessments, and other learning opportunities:

https://nccc.georgetown.edu/index.php
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Adolescent Reports

Columbia Depression Scale - Teen Version
(formerly known as the Columbia DISC Depression Scale)

This scale's 22 yes/no questions are the depression stem questions from the Diagnostic
Interview Schedule for Children (DISC), which is a structured clinical interview of children that
covers all major mental health diagnoses. Question 22 is not scored.

This scale includes questions about suicidal ideation and attempts.

Free with permission: Please contact prudence.fisher@nyspi.columbia.edu

Selected Reference

Shaffer D. Fisher P. Lucas CP. Dulcan MK. Schwab-Stone ME. 2000. NIMH Diagnostic
Interview Schedule for Children Version IV (NIMH DISC-IV): Description, differences from
previous versions, and reliability of some common diagnoses. Journal of the American
Academy of Child & Adolescent Psychiatry. 39(1):28-38.

Kutcher Adolescent Depression Scale — 6-item
Several versions of the KADS are available and have been tested. The 6-item version is
recommended for screening. Longer versions are available for other purposes.

Free with permission.
Selected Reference
LeBlanc JC. Almudevar A. Brooks SJ. Kutcher S. 2002. Screening for adolescent depression:

Comparison of the Kutcher Adolescent Depression Scale with the Beck Depression Inventory.
Journal of Child & Adolescent Psychopharmacology. 12(2):113-26.
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PHQ-9: Modified for Teens (English)

The PHQ-9 is a well-validated and respected tool used to assess adult depression in primary

care. It was a validated for adoelscents in one study. For a clinical adolescent depression

collaborative, the PHQ-9 was modified with permission to better represent DSM-5 adolescent
depression by adding irritability and changing work to schoolwork. In addition, it was modifed
to include previously validated questions on suicide attempts and adolescent dysthymia. These

modifications have never been validated in a research setting.

The socring sheet appears after the English version; translations follow.

Selected References
Kroenke K. Spitzer RL. Williams JB. The PHQ-9: Validity of a brief depression severity

measure. Journal of General Internal Medicine. 16(9):606-13, 2001.

Richardson LP. McCauley E. Grossman DC. McCarty CA. Richards J. Russo JE. Rockhill C.
Katon W. Evaluation of the Patient Health Questionnaire-9 Item for detecting major

depression among adolescents. Pediatrics. 126(6):1117-23, 2010.

PHQ-9: Modified for Teens in Translation

Spanish

Albanian

Arabic
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Chinese
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Hindi
Korean
Polish
Russian
Urdu
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Columbia Depression Scale (Ages 11 and over)
Present State (last 4 weeks)

o
n
> TO BE COMPLETED BY TEEN
z
If the answer to the question is “No,” circle the 0O; if it is “Yes,” circle the 1.
= Please answer the following questions as honestly as possible.
>_
- In the last four weeks ... No Yes
n 1. Have you often felt sad or depressed? 0 1
@
w 2. Have you felt like nothing is fun for you and you just aren’t interested
> in anything? 0 1
; 3. Have you often felt grouchy or irritable and often in a bad mood, when even
o) little things would make you mad? 0 1
< 4. Have you lost weight, more than just a few pounds? 0 1
o 5. Have you lost your appetite or often felt less like eating? 0 1
= 6. Have you gained a lot of weight, more than just a few pounds? 0 1
D
4 7. Have you felt much hungrier than usual or eaten a lot more than usual? 0 1
8 8. Have you had trouble sleeping — that is, trouble falling asleep, staying asleep,
or waking up too early? 0 1
9. Have you slept more during the day than you usually do? 0 1
10. Have you often felt slowed down ... like you walked or talked much slower
Z than you usually do? 0 1
|<—E 11. Have you often felt restless ... like you just had to keep walking around? 0 1
; 12. Have you had less energy than you usually do? 0 1
) 13. Has doing even little things made you feel really tired? 0 1
>_
) 14. Have you often blamed yourself for bad things that happened? 0 1
& 15. Have you felt you couldn’t do anything well or that you weren’t as
- good looking or as smart as other people? 0 1
z 16. Has it seemed like you couldn’t think as clearly or as fast as usual? 0 1
L
18) 17. Have you often had trouble keeping your mind on your [schoolwork/work]
n or other things? 0 1
L
r 18. Has it often been hard for you to make up your mind or to make decisions? 0 1
2 19. Have you often thought about death or about people who had died or about
> being dead yourself? 0 1
20. Have you thought seriously about killing yourself? 0 1
o3
21. Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a
suicide attempt? 0 1
22. Have you tried to kill yourself in the last four weeks? 0 1

CHILD

Copyright 2004, DISC Development Group of Columbia University. Do not reproduce without permission.
For additional free copies of this instrument, contact: Columbia DISC Development Group, 1051 Riverside Drive, New York, NY, 10032.

October 11, 2007
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Columbia Depression Scale (Ages 11 and over)

Present State (last 4 weeks)

a
(]
> YOUTH-COMPLETED FORM
pd

Add up “1"s (“yes”) on items 1 to 21.
o3
> Score Chance of Depression How often is this seen?
— 0-6 Very Unlikely in 2/3 of teens
= 7-11 Moderately Likely in 1/4 of teens
n 12-15 Likely in 1/10 of teens
[0 16 and Above Highly Likely in 1/50 of teens
w
>
z
D

COLUMBIA

AT

>
o
[
<
a5
O
>
%2}
o

ADOLESCENT

&

CHILD

Copyright 2004, DISC Development Group of Columbia University. Do not reproduce without permission.
For additional free copies of this instrument, contact: Columbia DISC Development Group, 1051 Riverside Drive, New York, NY, 10032.

October 11, 2007
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6-item Kutcher Adolescent Depression Scale (KADS)

Over the last week, how have you been "on average” or "usually” regarding the
following items:

1) low mood, sadness, feeling blah or down, depressed, just can't be bothered.
a) hardly ever
b) much of the time
c) most of the time
d) all of the time
2) feelings of worthlessness, hopelessness, letting people down, not being a good person.
a) hardly ever
b) much of the time
c) most of the time
d) all of the time
3) feeling tired, feeling fatigued, low in energy, hard to get motivated, have to push to get
things done, want to rest or lie down a lot.
a) hardly ever
b) much of the time
¢) most of the time
d) all of the time
4) feeling that life is not very much fun, not feeling good when usually (before getting sick)
would feel good, not getting as much pleasure from fun things as usual (before getting sick).
a) hardly ever
b) much of the time
c) most of the time
d) all of the time
5) feeling worried, nervous, panicky, tense, keyed up, anxious.
a) hardly ever
b) much of the time
¢) most of the time
d) all of the time
6) Thoughts, plans or actions about suicide or self-harm.
a) no thoughts or plans or actions
b) occasional thoughts, no plans or actions
¢) frequent thoughts, no plans or actions
d) plans and/or actions that have hurt

© 2018 The REACH Institute Gurdelines for Adolescent Depression i Primary Care. Version 3 61



Scoring of the 6-item Kutcher Adolescent

Depression Scale (KADS)
In every item, score:

a) =0
b) =1
c) =2
d =3

Then add all 6 item scores to form a single total score.
Interpretation

Total scores at or above 6 suggest “possible depression” (and a need for more
thorough assessment).

Total scores below 6 indicate “probably not depressed.”

© 2018 The REACH Institute ~ Guidelines for Adolescent Depression in Primary Care. Version 3



PHQ-9: Modified for Teens (ages 11-17)

Name: Date:

Instructions: How often have you been bothered by each of the following symptoms during the past two
weeks? For each symptom put an “X” in the box beneath the answer that best describes how you have
been feeling.

(0) (1) (2) (3)
Not At Several More Than | Nearly
All Days Half the Every Day
Days
1. Little interest or pleasure in doing things? 0 1 2 3
2. Feeling down, depressed, irritable, or hopeless? 0 1 2 3
3. Trouble falling asleep, staying asleep, or sleeping too 0 1 2 3
much?
4. Feeling tired, or having little energy? 0 1 2 3
5. Poor appetite, weight loss, or overeating? 0 1 2 3
6. Feeling bad about yourself — or feeling that you are a 0 1 2 3
failure, or that you have let yourself or your family
down?
7. Trouble concentrating on things like school work, 0 1 2 3
reading, or watching TV?
8. Moving or speaking so slowly that other people could 0 1 2 3
have noticed?
Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of 0 1 2 3
hurting yourself in some way?

If you are experiencing any of the problems on this form, how difficult have these problems made it for
you to do your work, take care of things at home or get along with other people?

[ ] Not difficultatall [ ] Somewhat difficult [ ] Very difficult [ ] Extremely difficult

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
[ ]Yes [ INo

Has there been a time in the past month when you have had serious thoughts about ending your life?
[ 1Yes [ ]No

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
[ 1Yes [ 1No

if you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss this with your
Health Care Clinician, go to a hospital emergency room or call 911

OFFICE USE ONLY:
SCORE: Screener Name: Date: O

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-
A (Johnson, 2002), and the CDS (DISC Development Group, 2000).
© 2018 The REACH Institute. Guidelines for Adolescent Depression in Primary Care. Version 3



Scoring the PHQ-9 Modified for Teens

Scoring the PHQ-9 modified for teens is easy but involves thinking about several
different aspects of depression.

To use the PHQ-9 as a diagnostic aid for major depressive disorder:

(1 Questions 1 and/or 2 need to be endorsed as a “2” or “3.”
] Need five or more positive symptoms (positive is defined by a “2” or “3” in
guestions 1-8 and by a “1”, “2”, or “3” in question 9).
(] The functional impairment question (How difficult....) needs to be rated at
least as “somewhat difficult.”
To use the PHQ-9 to screen for all types of depression or other mental iliness:

T1 All positive answers (positive is defined by a “2” or “3” in questions 1-8
and by a “1”, “2”, or “3” in question 9) should be followed up by interview.

] Atotal PHQ-9 score > 10 (see below for instructions on how to obtain a
total score) has a good sensitivity and specificity for MDD.

To use the PHQ-9 to aid in the diagnosis of dysthymia:
(] The dysthymia question (In the past year...) should be endorsed as “yes.”
To use the PHQ-9 to screen for suicide risk:

'] All positive answers to question 9 as well as the two additional suicide
items MUST be followed up by a clinical interview.

To use the PHQ-9 to obtain a total score and assess depressive severity:

] Add up the numbers endorsed for questions 1-9 and obtain a total score.
'] See table below:

Total Score Depression Severity

0-4 No or minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression
20-27 Severe depression

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-
A (Johnson, 2002), and the CDS (DISC Development Group, 2000).
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Cuestionario PHQ-9: modificado para adolescentes {(edades 11-17)

Nombre: Fecha:

Instrucciones: { Qué tan a menudo le han molestado cada uno de los siguientes sintomas durante las
ultimas dos semanas? Para cada sintoma, escriba una “X” en el cuadro que aparece debajo de la
respuesta que mejor describe como se siente.

(0) (1) (2} {3)
Para Varios Mas de la Casi
nada dias mitad de todos
los dias los dias
1. é{Poco interés en o placer al hacer las cosas? 0 1 2 3
2. ¢Se siente triste, deprimido, irritable o desesperanzado? 0 1 2 3
3. éle cuesta trabajo quedarse dormido, permanecer 0 1 2 3
dormido, o duerme demasiado?
4, ¢Se siente cansado o tiene poca energia? 0 1 2 3
5. éPoco apetito, pérdida de peso o come demasiado? 0 1 2 3
6. ¢Se siente mal consigo mismo, o siente que es un 0 1 2 3
fracaso, o que se ha fallado a si mismo o a su familia?
7. éle cuesta trabajo concentrarse en cosas como tareas 0 1 2 3
escolares, leer o ver la television?
8. ¢Se mueve o habla tan lentamente que otras personas 0 1 2 3
pueden haberlo notarlo?
O, por el contrario, éesta tan inquieto que se mueve
mucho mas de lo usual?
9. ¢Ha pensado que seria mejor estar muerto, o 0 1 2 3
considerado hacerse dafio de alguna forma?

Si usted esta pasando por cualquiera de los problemas mencionados en este formulario, i qué tan
dificil le han hecho estos realizar su trabajo, hacer las cosas de la casa o relacionarse con los demas?

[ ] Nada dificil [ ] Un poco dificil [ ] Muy dificil [ 1 Sumamente dificil

¢Se ha sentido deprimido o triste la mayoria de los dias durante el afio pasado, aun cuando se haya
sentido bien algunas veces?
[Isi  []No

¢Ha habido alglin momento durante el mes pasado cuando haya pensado seriamente en suicidarse?
[18i [ 1No

¢ALGUNA VEZ, durante su VIDA ENTERA, ha tratado de quitarse la vida o intentado suicidarse?
[Isi  [INo

St ha Hlegado a pensar que seria mefor estar muerto o ha considerado hacerse dafio de alguna forma, por favor
hable con su clinico de cuidado de la salud, acuda a la sala de emergencias de un hospital o llame af 911.

UNICAMENTE PARA USO DE LA OFICINA/FOR OFFICE USE ONLY:

SCORE: Screener Name: Date: O

PHQ-9: Modified for Teens (ages 11-17)_Spanish_Feb2018

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson, 2002),

and the CDS (DISC Development Group, 2000).
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Pyetésori PHQ-9: Modifikuar pér adoleshentét (mosha 11-17)

Emri: Data:

Udhézime: Sa heré jeni shqet&suar nga secila prej simptomave té méposhtme gjaté dy javéve té shkuara?
Pér secilén simptomé vini njé "X" né kutiné poshté pérgjigjes qé pérshkruan mé sé miri se si jeni ndjeré.

{0) (1) {2) (3]
Aspak Disa dité | Mé shumé | Pothuaj
se gjysmén | ¢do dité
e ditéve

1. Keni pak interes ose kénagési kur béni dicka? 0 1 2 3

2. Ndjeheni té réné shpirtérisht, té acaruar ose té pa 0 1 2 3
shpresé?

3. Keniprobleme pér t'ju z&ré gjumi ose té géndroni né 0 1 2 3
gjumé apo flini jashté mase shumé?

4, Ndiheni té lodhur ose keni pak energji? 0 1 2 3
Keni pak oreks, keni réné né peshé ose hani tej mase? 0 1 2 3

6. Ndjeheni keq rreth vetvetes — ose ndiheni se jeni 0 1 2 3
déshtaké, apo e keni zhgénjyer veten ose familjen
tuaj?

7. Nuk pérgendroheni dot si pér shembull né detyrat e 0 1 2 3
shkollés, té& lexuarin ose shikimin e televizorit?

8. Lévizni ose flisni kaq ngadalé sa njerézit e tjeré mund 0 1 2 3
ta kené véné re?
Ose e kundérta — jeni kaq nervozé ose té shqetésuar
sa keni lévizur shumé mé tepér se zakonisht?

9. Mendime se mund té jeni mé miré té vdekur, ose té 0 1 2 3
Iéndoni veten né ndonjé lloj ményre?

Nése jeni duke pérjetuar ndonjé nga problemet né kété formé, sa té véshtiré e kané béré kéto
probleme pér ju gé té béni punén tuaj, té kujdeseni pér gjérat né shtépi ose té shkoni miré me njerézit
e tjeré?

[ ] Aspak té véshtiré [ ] Disi té véshtiré [ ] Shumé té véshtiré [ ] Jashtézakonisht té véshtiré

Gjaté vitit té kaluar a jeni ndjeré té depresuar apo té trishtuar shumicén e ditéve, edhe nése jeni
ndjeré miré nganjéheré?

[P0 []lJo
A ka pasur njé moment né muajin e kaluar kur keni pasur mendime té réndésishme gé t'i jepni fund
jetés?

[P0 []Jo
GJATE GJITHE jetés tuaj a jeni pérpjekur NDONJEHERE té vrisni veten ose t& béni njé pérpjekje pér
vetévrasje?

[TPo [ llo

Nése keni pasur mendime se do té jeni mé miré té vdekur ose nése do ta Iéndoni veten né njé faré ményre, diskutoni me mjekun tuaf
té kufdesit shéndetésor, shkoni né njé pavijon urgfence té spitalit ose telefononi 911

VETEM PER PERDORIM ZYRTAR JOFFICE USE ONLY:
SCORE: Screener Name : Date: I

PHQ-9: Modified for Teens (ages 11-17)_Albanian_Feb2018

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson, 2002),
and the CDS (DISC Development Group, 2000).
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Questionnaire PHQ-9 : Modifié pour les adolescents (agés de 11 a 17 ans)

Nom : Date :

Instructions : Au cours des deux derniéres semaines, a quelle fréquence avez-vous été géné(e) par chacun
des symptémes suivants ? Pour chaque symptdme, inscrivez un « X » dans la case placée sous la réponse
qui décrit le mieux ce que vous avez ressenti.

{0) (1) (2} (3)
Jamais Plusieurs | Plusde la Presque
jours moitié du tous les
temps jours
1. Avoir peu d’intérét ou de plaisir a faire les choses 0 1 2 3
2. Vous sentir triste, déprimé(e), irritable ou désespéré(e) 0 1 2 3
3. Avoir des difficultés a vous endormir, a rester 0 1 2 3
endormi(e) ou trop dormir
4. Vous sentir fatigué(e) ou avoir peu d'énergie 0 1 2 3
5. Avoir peu d’appetit, perdre du poids ou trop manger 0 1 2 3
6. Avoir une mauvaise image de vous-méme, ou penser 0 1 2 3
que vous étes un(e) perdant(e) ou que vous n’avez pas
satisfait vos propres attentes ou celles de votre famille
7. Avoir des difficultés a vous concentrer sur des choses 0 1 2 3
telles que le travail scolaire, lire ou regarder la télévision
8. Bouger ou parler si lentement que d’autres personnes 0 1 2 3
ont pu le remarquer
Ou au contraire, étre si turbulent(e) ou agité(e) au
point de bouger beaucoup plus que d’habitude
9. Penser que vous feriez mieux d'étre mort{e) ou 0 1 2 3
penser a vous blesser d'une fagon ou d’une autre

Si vous avez coché au moins I'un des problémes mentionnés dans ce formulaire, dans quelle mesure ce
ou ces problémes ont-ils rendu difficile 'accomplissement de votre travail ou de vos taches a la
maison, ou vos relations avec les autres ?

[ ]1Pas du tout difficile [ ] Plutét difficile [ ] Trés difficile [ ] Extrémement difficile
Au cours de 'année passée, vous étes-vous senti(e) déprimeé(e) ou triste la plupart du temps, méme si
parfois vous vous sentiez bien ?
[ ]10ui [ 1 Non
Y a-t-il eu un moment au cours du mois dernier oll vous avez sérieusement pensé a mettre fin a vos jours ?
[ 1JOui [ ]Non

Avez-vous DEJA, au cours de votre VIE, essayé de vous tuer ou fait une tentative de suicide ?
[ ]Oui [ ]Non

Sivous avez pensé que vous feriez mieux d’étre mort(e) ou a vous blesser d’une facon ou d’une autre, veuillez en discuter avec votre

meédecin traitant, vous rendre dans un service hospitalier des urgences ou appeler le 911.

RESERVE A ’USAGE INTERNE/OFFICE USE ONLY :

SCORE: Screener Name: Date: O
PHQ-9: Modified for Teens (ages 11-17)_French_Feb2018

Modified with permission by the GLAD-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson, 2002),
and the CDS (DISC Development Group, 2000).
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Kesyoné PHQ-9: Modifye pou adolesan yo (gwoup laj 11-17)
Non: Dat:

Machaswiv: Konbyen fwa chak nan sentdm sa yo ki anba a te rann ou mal aléz pandan de semenn ki sot
paseyo? Pou chak sentdm mete yon “X” nan bwat anba repons la ki eksplike pi byen kouman ou te santi ou.

(0) (1) (2) {3)
Pa Ditou | Plizyé Plis Pase Preske
Jou DemiJounen | Chak Jou
1. Eske ou konn enterese oswa pran plezi |& ou ap fé yon 0 1 2 3
bagay?
2. Eske ou konn santi ou dekouraje, deprime, an moveéz 0 1 2 3
imé oswa san espwa?
3. Eske ou konn gen pwoblém pou tonbe déomi, rete 0 1 2 3
domi oswa domi twop?
4. Eske ou konn santi ou fatige, oswa santi feblés? 0 1 2 3
5. Eske ou pedi apeti, ou ap pédi pwa, oswa manje twop? 0 1 2 3
6. Eske ou konn santi ou ké fé ou mal pou tét ou- oswa 0 1 2 3
santi ou se yon echék oswa ou santi ou pa regle anyen
ak lavi ou oswa ou anbarase fanmiou ?
7. Eske ou gen difikilte pou konsantre ou sou bagay 0 1 2 3
tankou travay lekol, fé lekti oswa gade televizyon?
8. Ekseé ou fonksyone oswa pale télman dousman jis 0 1 2 3
menm |ot moun ta ka remake sa?
Oswa lekontre- eéske ou konn ajite oswa néve télman
ou ap monte desann plis pase nomal?
9. Eske ou konn ap panse ou tap miyo si ou te mouri, 0 1 2 3
oswa panse fé tét ou mal nan yon fason ?

Si ou fé eksperyans avék nenpot nan pwoblém ki nan fomilé sa a, nan ki nivo pwohlém sa yo konn fé i
difisil pou ou pou ou fé travay ou, jere bagay lakay oswa antann ak 6t moun?

[ 1 Padifisil ditou [ ]Yon jan difisil [ ]1Vréman difisil [ ] Ekstréman difisil

Nan ane ki sot pase a éske ou te santi ou deprime oswa tris nan pifd jou yo, menm si ou te konn santi
ou oke pafwa ?

[ TWI [ ]Non
Eske te gen yon l& nan mwa pase a kote ou te panse vréman mete yon fen nan lavi ou?
[ TWi [ ]Non

Eske ou te JANM, pandan TOUT LAVI ou, te eseye pou touye tét ou oswa te fé yon tantativ pou ou
komet swisid?
[ Wi [ ]Non

Siou te konn panse ou te ka pi bon si ou te mouri oswa fé tét ou mal nan yon fason, tanpri diskite sa avek Founise Swen Sante ou an,

ale nan salijans oswa rele 911
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Kwestionariusz PHQ-9: Dostosowany pod katem nastolatkéw (w wieku 11-17 lat)

Imie i nazwisko: Data:

Instrukcje: Jak czesto w ciggu ubiegtych dwéch tygodni wystepowaty u Ciebie nastepujgce objawy? Przy
kazdym objawie zakresl ,, X" w polu pod odpowiedzig, ktéra najlepiej opisuje Twoje odczucia.

(o) (1) (2) (3)
Wecale Kilka dni | Przez Prawie
wiecej niz codziennie
potowe dni
1. Matfe zainteresowanie wykonywanymi czynnosciami 0 1 2 3
albo nieodczuwanie przyjemnosci z wykonywanych
€ZyNnnosci?
2. Przygnebienie, depresja, drazliwos¢ albo poczucie 0 1 2 3
pustki?
3. Problemy z zasypianiem, spaniem albo zbyt dtugi sen? 0 1 2 3
4. Uczucie zmeczenia albo brak energii? 0 1 2 3
5. Spadek apetytu, utrata masy ciata albo przejadanie sie? 0 1 2 3
6. Niezadowolenie z siebie — poczucie porazki, 0 1 2 3
zawiedzenia siebie albo rodziny na sobie samym?
7. Problemy z koncentracjg np. w szkole, w pracy, przy 0 1 2 3
czytaniu albo ogladaniu telewizji?
8. Poruszanie sie albo mowienie w sposob powolny, 0 1 2 3
zauwazalny przez inne osoby?
Albo wrecz przeciwnie — wiercenie sie albo niepokdj
powodujgce ruchliwosé w duzo wiekszym stopniu niz
zwykle?
9. Czy myslates/myslatas, ze lepiej by byto nie zy¢ albo 0 1 2 3
by zrobic¢ sobie jakgkolwiek krzywde?

Jezeli dotyczg Cie ktorekolwiek z problemoéw wymienionych w niniejszym formularzu, w jakim stopniu
problemy te utrudniajg wykonywanie obowigzkdéw w pracy albo w domu badz? tez kontakty z innymi
osobami?

[ 1W ogole nie utrudniajg [ ] Troche utrudniajg [ ] Bardzo utrudniajg [ ] Niezwykle utrudniajg

Czy przez wiekszoé¢ dni w ciggu ostatniego roku odczuwates/odczuwatas smutek albo depresje, mimo
ze czasami byto w porzgdku?
[ 1Tak [ ] Nie

Czy w ciggu ostatniego miesigca zdarzylo Ci sie na powaznie mysleé¢ o samobdjstwie?
[ 1Tak [ ] Nie

Czy KIEDYKOLWIEK w swoim CAtYM ZYCIU prébowate$/probowatas sie zabié albo
dokonates/dokonatas préby samobdjczej?
[ ]Tak [ ] Nie

Jezeli myslates/myslaias, Ze lepiej by byto nie 2yé albo Zeby zrobic sobie jakgkolwiek krzywde, porozmawiaj prosze ze swoim lekarzem,
udaj sie na szpitalny oddziat ratunkowy albo zadzwor pod numer 911
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OnpocHuK PHQ-9: moaudurumpoBaHHaa pegakuua o8 nogpocTkos (B Boapacte oT 11 go 17 ner)

HUma u pamuaua: HaTa:

WMHcTpykumm: Kak vacto Bac GecnoKoun KaxKabl U3 CAeAyoLWLmMX CUMNTOMOB B TeHEHWE NocneaHWx 2 Heaeas? [ns
Ka»KJOro CUMMNTOMA NOCTaBbTE KPeCTMK («X») B None nof OTBETOM, KOTOPbIWM TOMHEE BCETO ONUCLIBAET, Kak Bbl cebs
YYBCTBOBAM.

(@) 1) {2) {3)
Coecem Heckonbko bonee Moutn
HeT AHeil NoAOBUHBI Kamabii
AHeir AeHb
1. OTcyTcTBME MHTEPECA MAU YAOBONBCTBMA OT 3aHATUS HeM- 0 1 2 3
nmbo?
2. [NopaBneHHOE HaCTPOEHMWE, YYBCTBO MPYCTH, pasgpaxKeHns 0 1 2 3
nnv BesHagemHoCTH?
3. TpyaHoCTU c 3acbiNaHMeM, NOAAEPHKAHUEM CHa, WK 0 1 2 3
N3MILHE NPOAONKUTENBHBIA COHT
4. YyBCTBO YCTANOCTH MAM CHUMEHMWE SHEPIUHYHOCTH T 0 1 2 3
5. Tlnoxoi anneTuT, CHUAKEHWE MACChbl TENa UAK NepeesaHue? 0 1 2 3
6. Hwuskana camooueHKa, UAKM Y4YBCTBO, YTO Bbl — HeyaadHwk, 0 1 2 3
uaK 410 Bbl nogeenu cebsa UK CBOKO Cemblo?
7. Tpy[HOCTM C KOHUEHTpaUMER BHUMAaHMSA Ha TaKWUX BELWAX, 0 1 2 3
KaK BbIMO/HEHWE LUKOALHbIX 3a4aHWiA, YTEHWE UK
NpoCMOTp Tenenepenaqn?
8. [OsuxeHua uam pedb BblaKM HACTONBKO 3aMedfieHbl, YTO 0 1 2 3
Apyrve Ao au 3To 3amesdani’?
Mnu e HaoBopoT — HaCTONLKO CUABHAS CYETAUBOCTE UAK
HeycuA4MBOCTbL, YTO Bbl HaXogMTECh B ABMHEHUK HAaMHOIO
Bonblue, Yyem obblYHO?
9. Mbican o Tom, 4To Bam nydwie Bbino Bbl ymepeTs, uan o 0 1 2 3
TOoM, 4TOBBI MPUUMHWMTL cebe Kakor-HMbyab Bpes?

Ecnn y Bac HaBnwogatotes noboie 3 npobnem, nepedncaeHHbIX B 3TOM Gopme, TO HAaCKOMBKO 3TK npobaembl
3aTPYAHANMN BbinonHeHWe Bamu ceoeld paboTbl, gomallHKx o6asaHHOCTENR, MK 3aTPYAHANKM OTHOLEHWA ©
OKpPY:KaoLWMMUN?

[ ]CoBcem He saTpygHanu [ ] B HekoTopoMl cTeneny 3aTpygaHanm [ ] OueHb cnneHo 3atpyaHann [ ]
YpesBbl4alHO CUABHO 3aTPYL4HAM

YyscTBOBaAW 1K Bbl cebsa nogasneHHsim {(No4aBneHHOM) K rpycTHbim {rpycTHOM) B BONBWIMHCTBO gHel 3a
npolweAlWWi F04, HECMOTPS Ha TO, YTO B HEKOTOpbIE A4HMW Bbl, BO3MOMKHO, YyBCTBOBAAM cebA HOPpMaNbHO?

[1Aa []Her

Gbia K B TeueHWe NpollefIero MecalUa neprod, B KOTOpbIK Bbl cepbesHo pasmblUNANM Hag Tem, YToBbl
MOKOHYMUTb XN3Hb camoyBuiicteom?

[JAa [ ]Her
Bbl MbITanuch ybuTh ceba, UAK coBeplUani NONbITKY camoybulicTea XOTA Bbl OAMH PA3 3A BCIO MM3Hb?
[1Ha []Her

Ecnu Bac noceuanu muicau 0 mom, ¥mo Bam nyywe Goino Bbi ymepems, Unu © mom, 4mobbi Apudurume cebe kakoli-Hubyde eped, noxcanylcma, obcydume smo ¢
BPGYOM, OKA3IGAOWUM Bam mMedUYUHCKYI0 TOMOWs, UAU 0Bpamumech 6 yHKm HeomaoxHol nomouiu e BonsHUYE, Unu noseoHume o menedory 911

MIPEAHA3SHAYEHO /I8 NCITOMb30BAHNA MCKMOYUTEIBHO HA PAEOYEN MECTE/OFFICE USE ONLY:
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Parent Report

Columbia Depression Scale - Parent Version
(formerly known as the Columbia DISC Depression Scale)

The 22 yes/no questions of this parent-report scale are the depression stem questions from
the Diagnostic Interview Schedule for Children (DISC)-parent version, which is a structured
clinical interview of parents that covers all major mental health diagnoses. Question 22 is not
scored.

This scale includes questions about suicidal ideation and attempts. Free with permission:
Contact Prudence.Fisher@nyspi.columbia.edu

Selected Reference

Shaffer D. Fisher P. Lucas CP. Dulcan MK. Schwab-Stone ME. 2000. NIMH Diagnostic
Interview Schedule for Children Version IV (NIMH DISC-IV): Description, differences from
previous versions, and reliability of some common diagnoses. Journal of the American
Academy of Child & Adolescent Psychiatry. 39(1):28-38.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 77



Columbia Depression Scale (Ages 11 and over)
Present State (last 4 weeks)

o
(%)
> TO BE COMPLETED BY PARENT OF FEMALE CHILD
z

If the answer to the question is “No,” circle the 0; if it is “Yes,” circle the 1.
& Please answer the following questions about your daughter (female child) as honestly as possible.
>_
- In the last four weeks ... No Yes
n 1. Has she often seemed sad or depressed? 0 1
E 2. Has it seemed like nothing was fun for her and she just wasn’t
> interested in anything? 0 1
; 3. Has she often been grouchy or irritable and often in a bad mood, when
5 even little things would make her mad? 0 1

4. Has she lost weight, more than just a few pounds? 0 1
<
= 5. Has it seemed like she lost her appetite or ate a lot less than usual? 0 1
; 6. Has she gained a lot of weight, more than just a few pounds? 0 1
) 7. Has it seemed like she felt much hungrier than usual or ate a lot more
- than usual? 0 1
o
o 8. Has she had trouble sleeping — that is, trouble falling asleep, staying

asleep, or waking up too early? 0 1

':: 9. Has she slept more during the day than she usually does? 0 1

10. Has she seemed to do things like walking or talking much more slowly
> than usual? 0 1
ad
= 11. Has she often seemed restless ... like she just had to keep
< walking around? 0 1
T 12. Has she seemed to have less energy than she usually does? 0 1
S 13. Has doing even little things seemed to make her feel really tired? 0 1
n 14. Has she often blamed herself for bad things that happened? 0 1
o

15. Has she said she couldn’t do anything well or that she wasn’t
— as good looking or as smart as other people? 0 1
E 16. Has it seemed like she couldn’t think as clearly or as fast as usual? 0 1
19) 17. Has she often seemed to have trouble keeping her mind on
n her [schoolwork/work] or other things? 0 1
LLJ 18. Has it often seemed hard for her to make up her mind or to
o make decisions? 0 1
o 19. Has she said she often thought about death or about people who
i had died or about being dead herself? 0 1
3 20. Has she talked seriously about killing herself? 0 1

y 9

21. Has she EVER, in her WHOLE LIFE, tried to kill herself or
3 made a suicide attempt? 0 1
; 22. Has she tried to kill herself in the last four weeks? 0 1
§)

Copyright 2004, DISC Development Group of Columbia University. Do not reproduce without permission.
For additional free copies of this instrument, contact: Columbia DISC Development Group, 1051 Riverside Drive, New York, NY, 10032.

October 11, 2007

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Columbia Depression Scale (Ages 11 and over)
Present State (last 4 weeks)

o
n
> TO BE COMPLETED BY PARENT OF MALE CHILD
Z
If the answer to the question is “No,” circle the 0; if it is “Yes,” circle the 1.
2 Please answer the following questions about your son (male child) as honestly as possible.
>
- In the last four weeks ... No Yes
n 1. Has he often seemed sad or depressed? 0 1
E 2. Has it seemed like nothing was fun for him and he just wasn'’t
> interested in anything? 0 1
> 3. Has he often been grouchy or irritable and often in a bad mood, when
5 even little things would make him mad? 0 1
4. Has he lost weight, more than just a few pounds? 0 1
<
= 5. Has it seemed like he lost his appetite or ate a lot less than usual? 0 1
; 6. Has he gained a lot of weight, more than just a few pounds? 0 1
o) 7. Has it seemed like he felt much hungrier than usual or ate a lot more
5‘ than usual? 0 1
O 8. Has he had trouble sleeping — that is, trouble falling asleep, staying
asleep, or waking up too early? 0 1
9. Has he slept more during the day than he usually does? 0 1
10. Has he seemed to do things like walking or talking much more slowly
> than usual? 0 1
@
,_ 11. Has he often seemed restless ... like he just had to keep
< walking around? 0 1
T 12. Has he seemed to have less energy than he usually does? 0 1
g 13. Has doing even little things seemed to make him feel really tired? 0 1
n 14. Has he often blamed himself for bad things that happened? 0 1
o
15. Has he said he couldn’t do anything well or that he wasn’t
— as good looking or as smart as other people? 0 1
z 16. Has it seemed like he couldn't think as clearly or as fast as usual? 0 1
18) 17. Has he often seemed to have trouble keeping his mind on
0 his [schoolwork/work] or other things? 0 1
f 18. Has it often seemed hard for him to make up his mind or to
o make decisions? 0 1
o 19. Has he said he often thought about death or about people who
& had died or about being dead himself? 0 1
3 20. Has he talked seriously about killing himself? 0 1
21. Has he EVER, in his WHOLE LIFE, tried to kill himself or
g made a suicide attempt? 0 1
; 22. Has he tried to kill himself in the last four weeks? 0 1
@)

Copyright 2004, DISC Development Group of Columbia University. Do not reproduce without permission.
For additional free copies of this instrument, contact: Columbia DISC Development Group, 1051 Riverside Drive, New York, NY, 10032.

October 11, 2007
Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive
Disorders (Version £). Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Columbia Depression Scale (Ages 11 and over)
Present State (last 4 weeks)

o
n
> PARENT-COMPLETED FORM
z

Add up “1"s (“yes”) on items 1to 21.
o3
> Score Chance of Depression How often is this seen?
= 0-4 Very Unlikely in 2/3 of teens
= 5-9 Moderately Likely in 1/4 of teens
n 10-12 Likely in 1/10 of teens
24 13 and Above Highly Likely in 1/50 of teens
L
>
z
D

COLUMBIA

>
@
-
<
a5
O]
>
]
o

ADOLESCENT

&

CHILD

Copyright 2004, DISC Development Group of Columbia University. Do not reproduce without permission.
For additional free copies of this instrument, contact: Columbia DISC Development Group, 1051 Riverside Drive, New York, NY, 10032.

October 11, 2007
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Clinician Assessment of Functioning
Children’s Global Assessment Scale (C-GAS)

The C-GAS is a global measure of social and psychiatric functioning for children
ages 4-16 years. Clinicians who have some knowledge of a child’s social and
psychiatric functioning can make a C-GAS rating. The measure is a single rating
scale with a range of scores from 1 to 100, with 1 being the most impaired and
100 being the healthiest. At each 10-point interval are descriptors of functioning
and psychopathology for that interval to help in finding the appropriate rating of
severity for a child.

It takes a clinician approximately 5 minutes to make a C-GAS rating.
Selected Reference
Shaffer D. Gould MS. Brasic J. Ambrosini P. Fisher P. Bird H. Aluwahlia S. 1983

Nov. A children's global assessment scale (CGAS). Archives of General
Psychiatry. 40(11):1228-31.
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CHILDREN’S GLOBAL ASSESSMENT SCALE

For children 4-16 years of age
David Shatter, M.D., Madeln S. Gould, Ph.D.

Hector Bird, M.,

Prudence Fisher, B.A.

Adaptation of the Adult Global Assessment Scale
(Robert L. Spitzer, M.D., Miriam Gibson, M.S.W. Jean Endicott, Ph.ID.)

Rate the subject’s most impaired level of general functioning for the specified time period by selecting the fowest level which
describes his/her fum'tinning an a h_v]mtht‘-ti[‘a] continuum of health-illness, Use internwdiary levels (e.g., 35,58, 62).

Rate actual funcrioning regardless of treatment or 131'og1105i5_‘l"he Examp]es of behavior prm‘ided are onlv illustrative and are not
required lor a particular rating,

Specz'ﬁcd time period: | month

10091 Superior lunctioning in all arcas (at home, at

9081

8071

7061

6051

© 2018 The REACH Institute

school, and with peers), mvolved in a range of ac-
tivities and has many interests (e.g | has hobbies
or participates in extracurricular activities or be-
longs to an Drgum?c{l group such as Scouts, etc.),

Likeable, confident, “everyday” worries never get
out of han(l. Doing well in school. No symptoms,

Good ﬁ.lncli()-ning in all areas. Secure in fam-
ily, school, and with peers. There may be transient
difficulties and “ever yday” worries that occasion-
ally get out of hand (e, g, mild anxiety aq:ocmted
with an important exam, occasional “blow- -ups”

with siblings, parents, or peers),

No more than slight impairment in [unc-
tioning at home, at school, o with peers, Some
disturbance of behavior or emotional distress may
be present in response to life stresses (e.g., paren-
tal separations, deaths, birth of a sib} but these are
brief and mterterence with fun ttirming is transient .
Such children are only minimally disturbing to
others and are not considered deviant by those who
know them. )

Some difficulty in a single area, but gener-
ally functioning pretty well, (e, g, sporadic
orisolated antisocial acts, such as occasionally play-
ing hooky or petty theft; consistent minor diffi-
culties with school work, mood changes of briel
duration ; fears and anxieties which do not lead to
gross avoidance behavior; self-doubts). Has some
meaningful interpersonal relationships, Most
people who do not know the child well would not
consider him/ her deviant but those who do know
him/her well might express concern.

Variable functioning with sporadic diffi-
culties or symptoms in several but not all
social areas. Disturbance would be apparent to
those who encounter the child in a dysfuncrional
setting or time but not to those who see the child
in other settings.

50—41

4031

30-21

2011

Moderate degree of interference in func-
tioning in most social areas or severe im-
pairment of functioning in one arca, such
as might result Irom, for example, suicidal preoc-
cupations and ruminations, school refusal and ather
torms of anxiety, obsessive rituals, major conver-
sion symptoms, frequent anxiety attacks, frequent
upisudcs of aggressive or other antisocial behavior
with some preservation of meaningful social rela-
tionships.

Major impairment in functioning in sev-
eral areas and uuab]e to function in one of
these areas, 1.e, disturbed at home, at school
with peers, or in Lll:‘ :.Uth*tt at larLt: e.d, Ptlnia—
tent aggression without clear instigation; markedly
withdrawn and i1selated behavior due to elthet‘
mood or thought disturbance, suicidal attempts
with clear lethal intent, Such cluld'n_n are likelv to
require special schooling and/ or llospltahmtmn or
withdrawal from school (but this is not sufficient
criterion for inclusion in this category).

Unable to function in almost all areas, ¢.g,,
stavs at home, in ward or in bed all day without
taking part in social activities OR severe impair-
ment in rcalit_\' testing OR serious impairment in
communication (e.g , sometimes incoherent or in-
appmpriate ).

Needs considerable supervision to prevent
hurting others or self, e, g frequently violent, re-
peated suicide attempts OR to maintain personal
hygiene OR gross impairment in all forms of com-
munication, e. g. severe abnormalities in verbal and
gestural communication, marked social aloofness,
stupor, etc.

Needs constant ﬂnpﬂ‘\ ision (24- hour care)
due to sev u.rn.]'- ulégi't.‘ssl'\-‘i.‘ or self-destructive be-
Il.‘,‘(\'lClI‘ or E‘l OE8 1mp:|11 ment m I'E':l.ll'['t tE‘SUIlE CoIm-
munication, cognition, alfect, or pcr:.unal hygiene.
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Treatment Information for Providers

Guide to the “Treatment Information for Providers” Section
Active Monitoring
Treatment Choices: Supportive Counseling and Problem-Focused Treatment
Treatment Choices: Evidence-based Psychotherapy
Evidence-based Pharmacotherapy
Depression Monitoring Flow Sheet
Suicidality in Adolescents and the Black Box Warning
Safety Planning for Depressed Adolescents

Assessment of High-Risk Teen Suicide Attempters
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Guide to the “Treatment Information for Providers”
Section

Adolescent depression can be addressed in many ways, including by using one or more of the
following approaches: active monitoring, psychosocial interventions, manualized
psychotherapies, and psychopharmacological interventions. Given the varying severity and
episodic nature of depression, different treatments may be indicated at different times. Patients
and their families should always be partners in treatment choices.

The section is divided into three parts.

Active Monitoring

The first part describes active monitoring, which may be appropriate for adolescents with new
onset of mild to moderate depressive symptoms. Principles and examples of active monitoring
are discussed. In one form or another, active monitoring is something that can be carried out
by all clinicians in any practice setting.

Treatment Choices

The second part of this section outlines different types of active treatments: supportive
counseling and problem-focused treatment, evidence-based psychotherapies, and evidence-
based pharmacotherapies. A tracking form is included in order to help you keep track of the
timing of your interventions as well as your patients’ responses.

Suicidality in Adolescents

The third part of this section discusses the crucial issue of suicidality in adolescents, describes
the boxed (formerly “Black Box”) warning which the FDA applied to all antidepressants
prescribed to depressed youth, and provides a list of safety planning steps that may lower the
risk of suicide in depressed adolescents. In addition, a list of suicide risk factors is enclosed.
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Active Monitoring

Given the tumultuous nature of adolescence, the episodic nature of depression, and the mixed
data regarding response to even the most evidence-based treatments, immediate treatment of
a new-onset mild to moderate depressive episode may not always be indicated. However,
rather than watchfully waiting to see if depressed adolescents improve, this guideline
advocates active monitoring instead. This subtle distinction in word choice is meant to
discourage a passive approach and emphasize all of the important things a primary care
physician can do BEFORE initiating a formal psychotherapeutic or pharmacological treatment.
The following list contains only some of the various ways in which primary care physicians
and/or care managers can actively engage with depressed youth while monitoring for changes
in their clinical exam:

Schedule frequent visits

Prescribe regular exercise and leisure activities
Recommend a peer support group

Review self-management goals

Follow-up with patients via telephone

Provide patients and families with educational materials

Education of patients and family members (and — when indicated and informed consent is
obtained — teachers and/or peers) is a crucial part of active monitoring that can broaden an
individual's support network and improve the chances that clinical changes are observed.
Please see the parent and adolescent educational materials sections for resources that may
be copied for distribution to your own patients and families.

It is important to note that while active monitoring does not have to be continued indefinitely, it
should be continued even after individuals improve. If, after a pre-determined amount of time,
your patient’s depression fails to improve or clinically worsens, an evidence-based treatment is
then indicated.

In the patient handout section later in this toolkit, we provide a form labelled Self-Care
Success. This tool should be used during active monitoring to structure the self-help
techniques that the adolescent can employ.
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Treatment Choices:
Supportive Counseling & Problem-Focused Therapy

(Adapted from the Macarthur Initiative on Depression & Primary Care)

Primary care clinicians are well suited to provide supportive counseling and to encourage use
of effective coping strategies by depressed adolescents. Clinicians can work with youth in
brief, but regular, intervals with a focus on finding solutions to youth-identified problems.
Effective counseling involves empathizing with adolescent patients while helping them
formulate clear, simple and specific behavioral change plans. For a simple, one-page fact
sheet on supportive counseling and coping strategies, see page 31 of the Macarthur Initiative
Toolkit: https://www.integration.samhsa.gov/clinical-practice/macarthur_depression_toolkit.pdf

Problem Solving Treatment for Primary Care (PST-PC) is a psychological treatment for
depression that has been tested in adult populations and may be performed by primary care
clinicians or staff who have been formally trained. It is based on the finding that depression is
associated with life problems. Patients meet with the clinician for four to six 30-minute sessions
over a 6-10-week period. The focus of PST-PC involves the following:

¢ identifying and clarifying problems,
e setting realistic goals and generating solutions, and
e evaluating progress and renewing problem-solving efforts, when indicated.

While a few studies have looked at interventions delivered to adolescents in primary care,
none of them have examined a brief therapeutic intervention delivered by the pediatric primary
care providers themselves. At this point, we must extrapolate from the adult literature.
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Treatment Choices: Evidence-based Psychotherapy

Psychotherapy has been shown to be effective in treating young people with depression.
Psychological counseling can be done individually (the youth alone with a mental health
specialist) or in a group (a mental health specialist, the youth, and others with similar
problems). More than half of youth with mild to moderate depression respond well to
psychological counseling. While the length of time that people are involved in counseling
differs, people with depression can typically expect to attend a weekly hour-long counseling
session for 8-20 weeks. If the youth’s depression is not noticeably improved after six to twelve
weeks of counseling, this usually means that medication treatment may need to be added to
treat youth depression. Psychological counseling by itself is not recommended as the only
treatment for persons whose depression is more severe. Medication is needed for this type of
depression, and it can be taken in combination with psychotherapy.

Two “brands” of psychotherapy have been shown to be helpful for youth depression (see Table
1): CBT (eg Brent et al., 1997; Lewinsohn et al., 1990; Wood, Harrington, & Moore, 1996) and
IPT-A (eg Mufson et al., 1999).

CBT (Cognitive Behavioral Therapy) is based on the principle that one’s thoughts, feelings,
and behaviors affect one another. Certain negative thoughts, such as pessimism and self-
denigration, evoke negative feelings that predispose to and/or are exacerbated in depression.
The goal of treatment is to modify the negative thoughts and behaviors in the expectation that
this will break the depressive cycle.

IPT-A (Interpersonal Therapy for Adolescents) is based on the principle that depression
occurs in an interpersonal context (i.e., depression affects one’s relationships and one’s
relationships affect one’s mood). The goal of treatment is to address the interpersonal
problems that may be contributing to or resulting from the patient’s depression.

Although designed to be given by highly trained therapists as a “package,” both of these
treatments contain components that can usefully be included by experienced clinicians during
the course of their therapeutic work with a depressed child and his/her family.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Table 1. Cognitive Behavioral Therapy and Interpersonal Therapy

Therapy [Key Components Manuals/Websites

Treating Depressed Children:
Therapist Manual for "Taking
Action"

Thoughts influence behaviors and feelings, and vice Kevin Stark, Ph.D., and Philip

, C.Kendall, Ph.D., 1996 53pp.
versa. Treatment targets patient’s thoughts and
behavi ) his/h q Adolescent Coping with
ehaviors to improve his/her mood. Depression Course
Essential elements of CBT include increasing Gregory Clarke, Ph.D., Peter
I . o Lewinsohn, PhD, Hyman Hops,
CBT pleasurable activities (behavioral activation), Ph.D. 1990

reducing negative thoughts (cognitive https://research.kpchr.org/Resear

restructuring), and improving assertiveness and ch/Research-Areas/ Mgntal-
Health/Youth-Depression-

problem-solving skills to reduce feelings of Programs#Downloads

hopelessness USING CBT WITH CHILDREN
MGH Academy
http://mghcme.org/page/cognitive

behavioral therapy

Interpersonal problems may cause or exacerbate

depression and that depression, in turn, may

exacerbate interpersonal problems. Treatment

targets patient’s interpersonal problems to improve

IPT both interpersonal functioning and his/her mood.

) ) ] Interpersonal Psychotherapy for
Essential elements of interpersonal therapy include Depressed Adolescents, 2nd ed.
identifying an interpersonal problem area, improving Laura Mufson, Kristen Pollack
int | bl Vi Kill d modifvi Dorta, Donna Moreau, and Myrna
interpersonal problem-solving skills, and modifying M. Weissman. New York, Guilford
communication patterns Press 2011 (paperback), 315 pp

CBT=Cognitive Behavioral Therapy

IPT=Interpersonal Therapy

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).

Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Evidence-based Pharmacotherapy

Although CBT or IPT are proven therapy treatments for youth depression, they are often not
available, and medication is sometimes indicated and/or preferred. Medication may be needed
if the child has severe or persistent depression or has co-morbid anxiety disorders (e.g., panic,
separation anxiety, social phobia, GAD, or OCD).

Currently, SSRIs are the medication of choice (see Table 2).

Fluoxetine (Prozac) and escitalopram (Lexapro) are the only SSRIs approved for use in
adolescents with depression. Fluoxetine also has the indication for children with depression.
Positive randomized clinical trials (RCTs) in anxiety disorders of children and adolescents
using fluvoxamine (Luvox) and sertraline (Zoloft) have been published, and both are FDA
approved for adolescent obsessive-compulsive disorder. Recent positive studies of citalopram
(Celexa) and sertraline (Zoloft) in adolescent depression have also been published. Other
SSRIs are possibly effective. The FDA reviewed treatment trials of SSRIs used with children
and adolescents for safety and efficacy because of concerns that, in some children and
adolescents, these agents may provoke extreme irritability, suicidal thinking and behavior,
and/or other unusual symptoms.

Prior to starting a child on medication for depression, a psychiatric evaluation should be
completed with the child and his/her parent(s). As part of this evaluation, education regarding
the following issues should be included:

Diagnosis and etiology, expected course and prognosis of the disorder
Evidence-based treatments for the disorder
Medication and medication concerns

Family support and self-management

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Some of the important medication concerns to cover with parents and children are:

The FDA's review of the SSRI safety data, including suicidality and common side effects
associated with SSRI's

The importance of supervision of medication administration and handling of medication
by adults only

The likely duration of treatment (i.e., 6 months to 1 year after cessation of symptoms)

The possibility of discontinuation symptoms if medication is stopped without medical
supervision

Selective serotonin reuptake inhibitors (SSRIs) are the first-line treatment of depressive
disorders in children. Fluoxetine is FDA-approved for depression in children eight years of age
and older while escitalopram is approved for depression in adolescents aged 12 years and
older.

Because the picture of depression in children is often mixed, use of SSRIs in children may
result in increased agitation, irritability, or decreased sleep. Discontinuing or decreasing the
dose of the SSRI may be necessary in this situation.

Clarification of the diagnosis and treatment plan and/or consultation with a child and
adolescent psychiatristt APRN may be indicated.

Careful assessment of family relational support is indicated to promote adherence and ongoing
self-management.

*Due to its FDA approval, multiple
successful medication trials, and
FDA approval for adolescents* long half-life (which minimizes
adverse effects of poor
compliance), if there are no

SSRI half-life* contraindications, fluoxetine is
Interactions with other medications recommended as the first-choice
SSRI, but other SSRIs (see Table
2) may be considered “first-line” as
Family history of successful medication well, especially escitalopram, which
treatment is also FDA-approved for
adolescents.

Choice of an SSRI can be based on:

Success of prior medication trials*

Side effect profiles of the different medications

Patient’'s medical issues

Starting Medication
SSRIs are the first-line medication option for depression.

A list of these and guidelines for dosages are presented in Table 2.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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As a precaution, SSRIs in adolescents should be started at less than therapeutic doses and
titrated weekly to a therapeutic dosage if tolerated.

Finding the Optimal Dose

While the full effects of a medication will not be seen for 4-6 weeks, teens should have some
response at 2-3 weeks of a therapeutic dose. If no positive response is noticed at 2-3 weeks,
the dose should be increased. If a response is seen, continue for 4-6 weeks and reassess
dosage at that point.

An optimal dose of a specific medication is one in which the benefits of wanted effects
outweigh the cost of unwarranted side effects.

The doctor should follow up consistently by assessing the patient’s response to the medication
every 2-4 weeks, either in person or by phone if frequent in-person visits are not feasible.

This assessment can be achieved by targeting:
Changes in severity of symptoms
Changes in impairment

Side effects

How to determine adequate dosage
Dosing is adequate when significant changes occur in target symptoms, scores on baseline
assessment instruments and severity scales improve, and side effects are absent or tolerable.

The dose prescribed should be increased after sufficient time (4-6 weeks) when the changes
seen in target symptoms or baseline assessment scale scores or severity are not considered
significant enough, and if there are no apparent intolerable side effects.

How to assess for side effects at each dose

If side effects are mild, wait 2-7 days to see if side effects are transient. If they persist but are
tolerable, continue on that dose. If side effects are moderate, reduce the dose or change the
dosing schedule. However, if the side effects are severe, discontinue medication as soon as
possible. Be alert to unusual or unexpected side effects. Unless there are severe side effects,
medication should be continued for at least 4-6 weeks to determine efficacy.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Some common side effects of SSRIs include the following:

Dry mouth
Constipation
Diarrhea

Sweating

Sleep disturbance
Sexual dysfunction
Irritability

“Disinhibition” (risk-taking behaviors, increased impulsivity, or doing things that the
youth might not otherwise do)

Agitation
Jitteriness
Headache
Appetite changes
Rashes

Some other, more serious side effects include the following:

Serotonin syndrome (fever, hyperthermia, restlessness, confusion, etc.)
Akathisia

Hypomania

Discontinuation syndrome (dizziness, drowsiness, nausea, lethargy, headache)

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Table 2. SSRI Dosing and Adverse Effects

RCT
L Starting Effective | Maximum Not to Be Common Evidence
Medication " Increments Used Adverse
Dose Dose Dosage ; for
With Effects .
Efficacy
Headaches,
. Gl upset,
E:rriet Fluoxetine 18 mdg 10-20mg | 20 mg 60 mg MAOIs**¥ insomnia, Y**
pod agitation,
anxiety
Escitalopram
(first-line: 5 mg po - Headaches, -
12 and qd 5 mg 10-20 mg| 20 mg MAOQIs QI upsgt, Y
older) insomnia
Second
Line 10m Headaches,
Citalopram? o dg 10 mg 20 mg 40 mg MAOIs*** Gl upset, Y
podg insomnia
Sertraline 25 mg 12.5-25 mg| 100 mg | 200 mg MAOIs*** Headaches, Y
po qd Gl upset

*Younger adolescents should be started on lower doses
*EDA approved
**MAOI, monoamine oxidase inhibitor

aClinicians should consider an EKG given the warning of cardiac side effects

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2). Columbia University,
Department of Child and Adolescent Psychiatry, New York, NY.
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Changing Medication

When to use a different SSRI: A different SSRI should be used when the maximum dose is
reached and maintained for 4-6 weeks without response in target symptoms with a specific SSRI
or there are major side effects with a specific SSRI.

When to use a second-line medication: Consider using a second-line medication for depression
if a child fails 2 SSRIs and a course of CBT or IPT. A mental health specialist should be consulted
regarding second-line medications. A doctor should also re-evaluate the diagnosis and consider a
combination of medication if a child fails 3 medication trials.

Table 3 provides information about tapering and switching SSRI medications.

Table 3. SSRI Tapering/Switching Schedule

Time between each

Medication Tapering Increments taper

Fluoxetine 10 mg 1-2 weeks
Sertraline 25 mg 1-2 weeks
Citalopram 10 mg 1-2 weeks
Escitalopram 5 mg 1-2 weeks
Fluvoxamine 50 mg 1-2 weeks
Paroxetine 5mg 1-2 weeks

Note: May start second medication but need to inform patients/families about possible adverse
events such as serotonin syndrome

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbra University, Department of Child and Adolescent Psychiatry, New York, NY.
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Maintaining Medication
In order to maintain medication, the following is recommended:

Continue on medication for 6-12 months following cessation of symptoms. Some evidence
suggests that adolescents who stay on their SSRI for 12 months have fewer relapses than
those who stop earlier. Some depressed youth may need 2 or more years of maintenance
to prevent relapse. (This is an extrapolation from adult data.). Those teens may need a
psychiatric consult.

Once stabilized, follow-up appointments should occur monthly initially and may be
increased but no longer than g3 months to check efficacy of medication.

Evaluate target symptoms, adverse reactions & medication compliance at each follow-up
visit.
Obtain adolescent and parent symptom checklists every 3 months.

Stopping Medication
When discontinuing medication, taper medication slowly. See tapering schedule above.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbra University, Department of Child and Adolescent Psychiatry, New York, NY.
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Depression Monitoring Flow Sheet

Patient Name:

Collateral Contacts:

Date of Initial Tnitial Target Initial Baseline score Baseline Initial
Assessment Symptoms Assessment onh Assessment Suicidality Action
(Week O; depression as Tool Used Tool (None, Passive, (i.e., Education,
working diagnosis) Active) Medication,
Consultation)
Change in .
Date Mode (s) of Assessment Taroet Action
Week (write n/aif pt. Assessing interview Tool / Score s —darget / (i.e., Education,
Week not assessed in Clinician (i.e., Face-to-face, | (i.e., CGAS, PHQ- _YEM Medication,
given week) telephone) 9) Side Effects Consultation)
(**Ask re SI**)
1
2
3
4
5
6
7
8
9
10
11
12
Remember to assess response 6-8 weeks after initiating freatment.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbra University, Department of Child and Adolescent Psychiatry, New York, NY.
Gurdelines for Adolescent Depression i Primary Care. Version 3
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Suicidality in Adolescents and the Boxed Warning

(Adapted from the APA / AACAP’s PhysiciansMedGuide)

Suicidality in Adolescents: Suicidal ideation and suicide attempts are common in
adolescence and do not have the same prognostic significance for completed suicide as
those behaviors in later life. Quoting data from the Youth Risk Behavior Study, the federal
Centers for Disease Control and Prevention (CDC) reports that 8.6% of students had
attempted suicide in the previous year.! Among high school students, 14.6% had a suicide
plan in the previous year and 2.8% had made a suicide attempt that required medical
attention. The suicide rate for teens aged 15 to 19 years was 14.2 per 100,000 in 2015. In
total, 2,061 teens died by suicide in the US in 2015.2

The Boxed Warning: In 2004, the FDA reviewed detailed reports of 24 clinical trials
involving more than 4,400 children and adolescents who had been prescribed any of nine
antidepressants for treatment of major depression, anxiety, or obsessive-compulsive
disorder.® No suicides occurred in any of these trials. The FDA concluded that more of
the children and teens who were receiving an antidepressant medication spontaneously
reported that they thought about suicide or made a suicide attempt than did those who
received a placebo.

The FDA'’s analysis showed that about 2 out of 100 children not taking medication would
spontaneously report suicidal thoughts and/or behaviors, compared to 4 out of 100 who
were taking medication. These rates need to be understood in the context of findings from
community samples cited previously, in which as many as half or more of teenagers with
major depression were thinking about suicide at the time of diagnosis and some 16% to 35%
had made a previous suicide attempt. Although only nine medications were re-examined in
the analysis, the FDA applied the labeling changes to all antidepressant medications. This
was done on the basis of the advisory committee’s concern that applying the warning only to
the newer antidepressants reviewed would give doctors and patients the false impression
that older antidepressants such as TCAs had a more favorable risk-benefit ratio.

1 Available at https://www.cdc.gov/healthyyouth/data/yrbs/pdf/2015/ss6506 updated.pdf
2 Available at https://www.cdc.gov/nchs/nvss/deaths.htm

®Hammad,T.A., Laughren, T., & Racoosin, J. (2006). Suicidality in pediatric patients treated with
antidepressant drugs. Arch Gen Psychiatry, 63(3):332-339, doi:10.1001/archpsyc.63.3.332
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Safety Planning for Depressed Adolescents

(Adapted by GLAD-PC with permission from materials prepared by Families for Depression Awareness)

1.

Encourage adolescents and parents to make their homes safe. In teens aged 10 to
19, the most common method of suicide is by suffocation (mostly hanging). followed
closely by guns and firearms and poisoning. All ropes, cables, guns, and other weapons
should be removed from the house, or at least locked up. Other potentially harmful items
such as sharp knives, alcohol, drugs, and poisons should also be removed.

Ask about suicide. Providers and parents should ask regularly about thoughts of
suicide. Providers should remind parents that making these inquiries will not promote the
idea of suicide.

Watch for suicidal behavior. Behaviors to watch for in children and teens include:

Expressing self-destructive thoughts

Drawing morbid or death-related pictures

Using death as a theme during play in young children
Listening to music that centers around death

Playing video games that have a self-destructive theme
Reading books or other publications that focus on death
Watching television programs that center around death
Visiting internet sites that contain death-related content
Giving away possessions

Watch for signs of drinking. If a child has depression, feels suicidal, and drinks a lot of
alcohol, the person is more likely to take his or her life. Parents are usually unaware that
their child is drinking. If a child is drinking, the parent will need to discuss this with the
child and the clinician.

Develop a suicide emergency plan and a safety plan. Work with patients and parents
to decide how to proceed if a child feels depressed and suicidal. It is important to be
specific and provide adolescents with accurate names, phone numbers, and addresses.
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Assessment of High-Risk Teen Suicide Attempters

"SAD PERSONS" + Family History

SEX (females attempt more but males* complete)
AGE over 16 *
DEPRESSION (and comorbid conduct disorder/impulsive aggression/anxiety)

PREVIOUS ATTEMPTS*

ETHANOL ABUSE (or substance abuse)

RATIONAL THINKING LOST (e.g., psychotic/intoxicated)**

SOCIAL SUPPORTS LACKING *

ORGANIZED PLAN **(highly lethal or unusual method with wish to die/concealment)
NO SIGNIFICANT OTHER (no trusted friend or confidante)

SICKNESS (stressors)

FIRST-DEGREE RELATIVE (of a completer)*

* Critical item

Adapted by GLAD-PC from Patterson W.M., et al. (1983). Evaluation of suicidal patients: The
SAD PERSONS scale. Psychosomatics, 24 (4), 343-349.

This scale was designed and tested for the evaluation of all ages of attempters who presented
to emergency rooms. It is adapted here for use with teens.
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Chapter V.
Treatment Referrals and Follow-up

Guide to the “Treatment Referrals and Follow-Up” Section
Primary Care Clinician Guide to Mental Health Referrals

Forms to Facilitate the Referral Process
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Guide to the “Treatment Referrals and Follow-up”
Section

Referring depressed youth for treatment and making sure they receive proper follow-up care is
a crucial but sometimes complicated endeavor. While many referral arrangements are
possible, making sure kids don’t fall through the cracks always requires careful planning and
clear communication between primary care and mental health providers. This section provides
the following tools to facilitate the process of both referring and following-up the care of
depressed youth.

Primary Care Clinician Guide to Mental Health Referrals
This section outlines the referral process.

Forms to Facilitate the Referral Process
We provide sample forms to facilitate information sharing between primary care and mental
health providers that is compliant with privacy (Canada) and HIPAA (U.S.) regulations.
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Primary Care Clinician Guide to Mental Health
Referrals

Sequence in Referral Process
1. Primary care provider (PCP) recognizes need for mental health referral.

2. PCP explains reasons for mental health referral and recommends appropriate level of
care and type of mental health services (i.e., counselor, psychologist, psychiatrist).

3. Patient and family may not agree to seek help from a mental health specialist. If
patient and/or family resists, clinician and/or office staff provides education, offers
support and counseling, and reinforces the need for mental health referral.

4. If patient and family are amenable to the referral, a mental health specialist is selected
based upon a variety of factors, such as geographic location, insurance coverage,
goals of treatment, and whether combined therapy with antidepressants will be used.

5. Once a referral is made, the PCP should complete the Referral form (Form [), which
will be given to the parent to give to the mental health provider (MHP). This form is
designed to be useful even when the name of the MHP is not yet known. On this form,
the PCP should include his/her office contact information to facilitate further
communication and follow up. If the patient’s parent or guardian has not signed the
practice’s HIPAA-compliant release-of-information form, he/she should sign one at this
time. As the parent is giving the form directly to the MHP, no specific releases need to
be signed. Alternatively, if the name of the MHP is known, the form can be sent
directly to the MHP, providing that specific consent signatures have been obtained.
PCPs should consult their own privacy (Canada) or HIPAA (U.S.) advisor.

6. In order to facilitate timely follow-up, the PCP may also provide the MHP with Release
of Information and Report Forms (Forms lla and IIb). Form llb is designed to enable
the MHP to promptly communicate basic impressions and recommendations from the
evaluation to the PCP after release signatures are obtained. MHPs may need to use
their own release forms instead of Form lla, which should be vetted by their own
representative before official use. The forms may be adapted.

7. The PCP should obtain consent for ongoing communication with the MHP if the MHP
is to provide ongoing treatment.

8. PCPs and MHPs should carefully define and discuss follow-up roles and continue to
coordinate patient care until presenting problems are resolved.
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FORM I. Referral from Primary Care to Mental Health Provider (to be given to parent
by PCP)

Dear Colleague:

I am happy to be referring: on for

(Patient’'s Name- Please Print) (Date) (Reason/Diagnosis)

Summary:

The patient has the following allergies: e

Is on these medications:

And has these significant health problems: e

The patient had these recent tests:

Lab tests for the following: CBC Date: Thyroid Studies Date:
Results: Results:
Chem Panel Date: EKG Date:
Results: Results:
Other:
lam Iam NOT willing to help manage mental health medications.

***| would like to hear back from you at your earliest convenience. | have attached Forms lla and Ilb to facilitate this
feedback.

(Provider Signature) (Printed Name and Title) (Phone) (Fax)
Address:
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FORM lla: Release of Protected Health Information to Allow Report from MHP to PCP

Dear Parent/Guardian,

Communication between your mental health provider (MHP) and your primary care physician (PCP) is important to ensure that
you receive comprehensive and quality health care. This form will allow your MHP to share protected health information (PHI)
with your PCP. This information will not be released without your signed authorization. This PHI may include diagnosis,
treatment plan, progress, lab tests, and medication if necessary.

I, , authorize , to release protected health information
(Parent/guardian name) (Mental health provider name and address, please print)
related to my child, to:
(Patient name) (Patient date of birth, MM/DD/YY)
(Name and address of primary care provider) (PCP’s phone number) (PCP’s fax number)

A. | hereby permit the use or disclosure of the above information to the person identified above. | understand that:

1. Only this information may be used and/or disclosed as a result of this authorization.

2. This information is confidential and cannot legally be disclosed without my permission.

3. If this information is disclosed to someone who is not required to comply with federal privacy protection regulations,
then it may be disclosed and would no longer be protected.

4. | have the right to revoke (take back) this authorization at any time. My revocation must be in writing on the form
provided to me by (insert name of facility/program):

I am aware that my revocation will not be effective if the persons | have authorized to use and/or disclose my child’s protected
health information have already taken action because of my earlier authorization.

5. 1 do not have to sign this authorization and that my refusal to sign will not affect my child’s ability to obtain treatment.
6. | have aright to inspect and copy my child’s protected health information to be used and/or disclosed (in accordance
with the requirements of the federal privacy protection regulations found under 45 CFR §164.524).

B-1. One-Time Use /Disclosure: | hereby permit the one-time use or disclosure of the information described above to the
person identified above. My authorization will expire:

When acted upon
90 days from this date
Other

B-2. Periodic Use/Disclosure: | hereby authorize the periodic use/disclosure of the information described above to the
person above as often as necessary to fulfill the purpose identified above. My authorization will expire:

When my child is no longer receiving services from (insert name of facility/program)

One year from this date

Other
C. Parent/Guardian Signature: | certify that | authorize the use of my child’s health information as set forth in this
document.
Signature of Parent or Guardian: Printed Name:
Date:

D. Witness Statement/Signature: | have witnessed the execution of this authorization and state that a copy of the signed
authorization was provided to the parent/guardian of this patient.

Signature of authorized staff person: Printed Name:
Date:
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Form llb: Report from MHP to PCP
(Information to be provided by mental health provider)

Dear Colleague,

| saw on for
(Patient name, please print) (date) (Reason/diagnosis)

Summary:

The following medication was or will be started (indicate medication, dosage and other instructions):

If no medication is prescribed, check as appropriate:
Medication not indicated Patient preference Psychotherapy suggested before trying medication
Other (specify):

Additionally, | recommend
Lab tests for the following: CBC Thyroid studies Chem panel EKG

Other treatment recommendations:

__lwould ___ I'would NOT be interested in having you (PCP) help manage mental health medications.
(Provider signature) (Provider printed name) (Phone number) (Fax number)
Address:
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Chapter VI.
Speaking with Adolescents and Parents

Gude to the “Speaking with Adolescents and Parents” Section
‘What to Discuss with Adolescents and Parents About Depression
Frequently Asked Questions About Depression
Checklist of Educational Materials for Adolescents
Checklist of Educational Materials for Parents
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Guide to the “Speaking with Adolescents and
Parents” Section

Given the stigma and conflicting information that continue to surround the diagnosis and
treatment of adolescent depression, it is almost impossible to overstate the importance of clear
communication with patients and parents.

This section is divided into three parts: a brief overview of some helpful things to discuss when
speaking with patients and parents about depression, a short list questions (and answers to
those questions) that are most frequently asked by adolescents and their families about
depression, and checklists of educational materials for adolescents and families.

What to Discuss with Patients and Parents About Depression

The overview contains basic facts about depression that every adolescent patient and parent
should know. Ideally this information will do several things, including:

1. De-stigmatize the experience of being depressed.

2. Educate the patient and family about the origins, time course, and treatment options for
depression.

3. Empower the patient and family to get the help they need.

Frequently Asked Questions (and Answers) About Depression

The frequently asked question section, which is also available in pamphlet form, is provided as
an additional source of information to improve communication between primary care providers,
patients, and their families.

Checklists of Educational Materials

This section also contains checklist of educational materials, one for adolescents and one for
parents. This checklist can be copied and placed in a patient’s medical chart, along with the
dates on which the materials were distributed. The educational materials themselves can be
found the following two sections, “Educational Materials for Adolescents” and “Educational
Materials for Parents.”
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What to Discuss with Adolescents and Parents
About Depression

For the Primary Care Clinician

Etiology
Depression probably results from an innate predisposition coupled with recent stressors.

Importance of Recognizing Symptoms

Poor concentration, loss of pleasure in activities, and fatigue can affect school attendance and
academic functioning.

Being irritable, short-tempered, and hard to please (all of which may be the result of
depression) make peer and family relationships more difficult.

Feelings of worthlessness can affect self-confidence, which in turn can affect schoolwork,
extracurricular activities, and self-esteem.

In the context of other depressive symptoms, aches and pains for which there are no medical
causes may be explained.

Expected Course of Disorder
Treated depression will likely result in a return to regular functioning in weeks or months.
Without treatment, depression may last many months or years and is likely to recur.

Risk of Suicide

Depressed patients are at an increased risk for suicide. In order to minimize the risks of a
suicide attempt, it is important for parents to remove firearms, long ropes, cables, razors,
drugs, and other dangerous objects from the house. It is also important to keep in mind that
asking about suicidal thoughts is a crucial part of identifying a potentially dangerous plan.
Asking about suicide may help prevent — not promote — suicide.

For information about the relationships among suicide, adolescents, and SSRI medication,
please see the “Treatment Information for Providers” section

Multiple Treatment Options

Be clear about which specific treatments you can offer and which will require referral
elsewhere.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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If CBT is going to be used, discuss the following:

The principle of cognitive behavioral therapy (CBT) is that thoughts influence behaviors and
feelings, and vice versa. Treatment targets patients’ thoughts and behaviors to improve their
mood.

Essential elements of CBT include increasing engagement in pleasurable activities (behavioral
activation), reducing negative thoughts (cognitive restructuring), and improving assertiveness
and problem-solving skills to reduce feelings of helplessness.

If IPT-A is going to be used, discuss the following:

The principle of interpersonal therapy for adolescents (IPT-A) is that interpersonal problems
may cause or exacerbate depression and that depression, in turn, may exacerbate
interpersonal problems. Treatment targets patients’ interpersonal problems to improve both
interpersonal functioning and mood.

Essential elements of IPT-A include identifying an interpersonal problem area, improving
interpersonal problem-solving skills, and modifying communication patterns. IPT-A is for
children 12 and older; there is no evidence of efficacy for children under 12.

If medication is going to be used, discuss the following:
The medications we recommend (first-line treatments) are safe, and dangerous side effects
are rare.

Common side effects are Gl disturbances, changes in appetite, sleep disturbance, and sexual
dysfunction.

If your child develops a rash, contact the doctor immediately.

If your child becomes agitated, silly, speaks too fast, seems over-energetic, and/or sleeps less,
stop the medication and call the doctor immediately.

It is important to supervise medication administration; if your child has threatened or attempted
suicide, keep medication in a secure location.

The likely duration of medication treatment is 6 months to 1 year after symptoms improve and
sometimes longer.

Medication, usually an SSRI, should be initiated concurrently with psychotherapy if the teen
has severe symptoms and/or functional impairment or is at risk for suicide.

Medication should be stopped gradually under a doctor’s supervision, due to the possibility of
discontinuation symptoms such as recurrence of depression, drowsiness, nausea, lethargy,
headache, and dizziness.

Adequate scientific data and extensive clinical data show that medication treatment for
depression in teens is safe and effective.

Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2).
Columbia University, Department of Child and Adolescent Psychiatry, New York, NY.
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Frequently Asked Questions About Depression

The article is adapted from one of a series of articles about depression by the American
Psychiatric Association.

Q: How will I know if my treatment for depression is working?

A: As people recover from depression, the first symptoms that usually improve are problems
with sleeping and loss of appetite (or excessive appetite). After that, energy and interest in
activities improve, as do the ability to think clearly and to function more productively. The
last symptom to improve is the feeling of being depressed and discouraged, which can
happen many weeks after treatment has begun. Although this same sequence of
improvements may not be what everyone goes through, it is what is commonly
experienced.

You may be the last to recognize when the treatment is helping. Although others may see
you getting better and while you may notice that you are able to function better, you may
continue to feel depressed. This lingering feeling of depression may interfere with your
ability to believe you are getting better, so it is important to stick with your treatment even
when you have doubts about its effectiveness.

Q: Is there a difference in the way medications and psychotherapy work in the treatment of
depression?

A: Psychotherapy is a series of private talks with a therapist where you discuss the feelings,
thoughts, and behavior that cause difficulty. The goal of psychotherapy is to help you
understand and master your problems so you can function better. Psychotherapy can help
with the symptoms of depression, such as feelings of guilt and worthlessness, sadness,
anger, doubt, and indecisiveness. Depression often is related to experiences or problems
you have in your relationships with important people such as family, lovers, and friends.
Through psychotherapy, you can examine and improve these relationships, or grieve and
move beyond those that have been lost.

Antidepressant medications also help treat the psychological symptoms of depression,
such as guilt, hopelessness, and anxiety. They are particularly effective in treating the
neurovegetative symptoms of depression. Neurovegetative is a medical term referring to
the physical symptoms commonly seen in depression, such as the loss of appetite (or
excessive appetite), difficulty concentrating, feeling very nervous, or being unable to sit still.

Q: What do | do if | think the treatment | am receiving is not helping?
A: First, check your perception of how the treatment is working with others who see you

regularly and whom you trust. As mentioned in a previous answer, you may not feel better
even though you are getting better. However, if others agree that progress is not occurring,
don't keep quiet about it. Talk to your psychiatrist, your primary care physician, or your
therapist.
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Open, direct communication is essential for treatment, and it needs to flow in both
directions—from patient to doctor and vice versa. A good doctor will want to hear from you
and will value your concerns. Anyone who dismisses what you say may not be worth
working with.

Ask your doctor why progress is not occurring. Ask how else you might be helped. For
example, are there other treatments that could be considered?

You should also feel free to ask your doctor for a second opinion about your treatment. This
means you or your doctor ask another medical professional to review your care and make
suggestions to improve it. Getting a second opinion is common in medical practice. It can
offer a fresh perspective and the opportunity to change or enhance your treatment. In
general, a doctor welcomes a second opinion; if he or she doesn't, you may not be working
with the right doctor.

Last but not least, don't give up. Depression is a very treatable illness. Although some
people respond to treatment in a month or two, others take longer. The statistics are
encouraging: as many as 85 percent of people respond to appropriate treatment.

: Why do | need to keep taking antidepressant medications after | feel better?

You've heard medical doctors say you need to continue taking an antibiotic for as many
days as prescribed—even if you feel better sooner. The same is true for antidepressants,
although you have to take them even longer.

Antidepressant medications treat your symptoms, making you feel better, but the iliness
continues. The medication is needed to control the illness until full recovery is achieved. If
this is your first episode of depression, don't be surprised if your doctor says you need to
take the medicine for 6 to 12 months after you start feeling better. This is how long it takes
the medicine to protect you against the depressive illness, which continues to cause
imbalances in your brain chemistry and nerve cells. For someone who has suffered from
more than one episode of depression, medication and psychotherapy may be necessary for
longer periods of time.

Studies have shown the combination of psychotherapy and medication often is more
effective than either treatment alone.

Once you begin feeling better, your doctor will focus treatment on helping you avoid a
relapse, which is why he or she asks you to continue taking the medication. However, if you
and your doctor decide to stop the medication, studies have shown the importance of
stopping gradually. Abrupt discontinuation of antidepressant medications can increase the
risk of a relapse.
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Checklist of Educational Materials for Adolescents

Category Handout Date Provided |_
Depression
_ Childhood Depression
Information
Antidepressant Medication and YOU (12-21)
Medication
Information

Antidepressant Medication and YOU (10-12)

Psychological Patient Handout on Psychological Counseling

Counseling
Self-Care Success
Monitoring Sheet for Depression
Depression Medication and Side Effects
Self-
Management

Mental Health and Drugs and Alcohol

How Can You Help with Sleep Problems

Suicide: What Should | Know?
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Checklist of Educational Materials for Parents

Handout

Date Provided

NAMI's “A Family Guide”

Family Support Action Plan

How Can You Help with Sleep Problems

Depression and the Family
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Chapter VII.
Educational Matenals for Adolescents

Guide to the “Educational Materials for Adolescents” Section
Depression Information

Medication Information
Antidepressant Medication and YOU (12-21)
Antidepressant Medication and YOU (Ages 10-12)

Patient Handout on Psychological Counseling for Depression

Self-Management Tools
Self-Care Success
Monitoring Sheet for Depression
Depression Medication and Side Effects
Mental Health and Drugs and Alcohol
How Can You Help with Sleep Problems

Suicide: What Should I Know?
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Guide to the “Educational Materials for
Adolescents” Section

Included in this section are a number of information sheets as well as self-management tools
to give to your patients if they have been identified as having depression. There is no need to
overwhelm your patients with paper. Try to choose the materials that are appropriate for them.

Depression Information: Included is a very simply worded information sheet on depression
that can help explain the disorder directly to your patients. FOR OLDER TEENS, USE THE
NAMI GUIDE IN THE NEXT SECTION.

Medication Information: Included are two versions of an information sheet on
antidepressants for those patients for whom you are considering medication or for whom you
think the psychiatrist will consider medication. Choose the one appropriate to the
developmental level of your patient.

Patient Handout on Psychological Counseling for Depression: This is a very brief form
that explains therapy in general.

Self-Management Tools: These materials help patients participate in their own treatment by
either setting goals or being alert to important signs and symptoms.

0 Self-Care Success: It is preferred that you set these goals together with the patient.

o0 Monitoring Sheet for Depression: Decide how you would like your patient to use this
sheet and whether you, your nurse, or a mental health professional will be the point of
contact.

o Depression Medication and Side Effects: Decide how you would like your patient to
use this sheet and whether you, your nurse, or a mental health professional will be the
point of contact and whether this will involve phone or in-person communication.

o0 Mental Health and Drugs and Alcohol: This information sheet may help your patient
stay away from self-medicating themselves with drugs and alcohol.

o How Can You Help with Sleep Problems: This sheet can empower your patients by
teaching proper sleep hygiene.

o Suicide: What Should | Know: This sheet teaches teens about suicide warning signs
and how to ask for help.
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Childhood Depression

Why am I going to the doctor?

You're going to the doctor because you have an illness called depression.

What does depression mean?
Some of the problems a child with depression may have are:

e Feeling sad most of the time

e Feeling mad and grouchy most of the time

*  Wanting to be by vourself most of the time

+« Not wanting your favorite foods any more OR eating too much
just to feel better

e Getting a lot thinner or fatter

* Having a lot of stomachaches and headaches

e Not wanting to play with your favorite toys or friends

o Wanting to die or go away for forever

* Hawving trouble falling asleep at night or not wanting to get up in
the moring

o Worrying a lot or feeling afraid that bad things will happen

Why am I depressed?

¢  Your bram controls vour feelings.

*  Sometimes you re happy, sad, angry, excited or worned; that's
normal.

* But when vou're sad most of the time, your brain isn’t working right.

e Depression 1s not your fault.

What will the doctor do?

* The doctor will ask yvou and your family special questions about your
feelings.

¢ The doctor will talk to you about how fast vou will get better.

s The doctor will want vou to come back to talk about your feelings and
how vour medicine 1s working.

=

With help, you can feel better again!

Texas Department of Mantal Health and Mental Fetardation
Favized 02-27-04
C-DEP
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OLDER TEEN

Antidepressant Medication and YOU

How do the medications work?
The brain uses chemical messengers, called neurotransmitters, to send signals to different parts of
the brain and the body. In young people with depression certain neurotransmitters may not be
working the right way. The antidepressant medications help these neurotransmitters work better.
Different antidepressant medications work on different neurotransmitters. That 1s why sometimes
one medication will work better than another, and sometimes more than one medication will need to
be tried before finding the one that works best for vou. Also new medications and treatments are

being developed and tested all the time.

How will medication help me?
Antidepressant medications may help you have:

*  Improved mood * Greater interest in activities
* Better concentration * More energy

* More normal appetite * TImproved self-esteem

* More normal sleeping

Will taking medication change who I am?
You mav be concerned about taking medication. You may think that 1t will make vou
X#A‘-'\f,f\ ‘*—'J different from other young people or that it will change who you are. These things
ﬂ ’" aren’t true. Medication will help you get back to the way yvou were before vou
1 % v 1 became depressed, so you feel like vourself again. Taking medication 1s really no
different than using glasses or weanng braces —1t’s only a tool to help vou.

What are the problems with taking medications?
Like all medical treatments, there can be side effects with these medications. Side effects are usually very
mild and tend to disappear as vou continue to take the medication or as the dose is changed. Sometimes the
side effects may continue, and this usually means that the doctor will change the medication. Some
common side effects are:

difficulty sleeping headaches irritability

upset stomach dry mouth blurry vision
Specific side effects can be found in the mdvidual medication information sheets. Make sure you tell your
doctor if you experience any side effects. Your doctor mav change the dose or switch to another
medication.

How long will I have to take medication?
If the medication is helpful and you have no problems with it, you will probably
continue to take the medication for a number of months, even after you feel better,
to make sure the depression 1s gone. If your doctor decides to stop the medication,
1t will be slowly decreased over a number of weeks. Antidepressant medication should never
£ be stopped without first talking to your doctor. Sometimes yvoung people who have been
depressed will become depressed again. so 1t 1s important to notice if your symptoms retum. If
you do become depressed again, you will probably be restarted on medication.

What is my role in taking medication for depression?

It 15 your responsibility to take vour medication in the right amount at the right time. You should not take
any other medication (even over-the-counter) without talking to vour doctor first. And vou should never
use alcohel or drugs while taking medication: it 15 very dangerous and can be deadly. It 1s also your
responsibility to never share your medication with anvone else. It can be harmful. and it 1s 1llegal. Most
importantly. vou should talk openly with your doctor about any problems and work together as a team 1n
making decisions about medications.

Beviewed 00-30-02 Texas Dapar ¢ of Mental Health and Mental Retardation
ADEP
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YOUNGER TEEN

Antidepressant Medication and YOU

How will the medication help me?

When you take medication for depression, it works in your brain to help you:

Be less sad

Like doing things again
Feel less grouchy
Sleep and eat hetter

Your doctor will talk with you, your family and your teacher to
know if the medication is working right. He may need to change
the amount or kind of medication you get to make sure it works
the best for you.

Will the medication make me feel bad?

Probably not, but sometimes medications can cause side effects, which can make
you feel strange. Some side effects are:

Trouble falling asleep

Stomach ache

Headaches

Blurry vision

Feeling thirsty a lot

If you notice any of these or if you are having any other problems,
tell your parents and doctor. Most of the time side effects are not
serious and will go away.

What is my role?

* Learn what medication you are taking, how much to take, and what it is for.

* It's very important to take your medication when your mom, dad or teacher tells
you.

*You should help remember when to take your medication.

* Even if you feel okay, you need to take your medication every day.

* YYou should never share your medication with anyone else. It can be dangerous
and it's against the law.

Faviewsd 05-30-03 Texas Department of Mantal Haalth and Mantal Retardation
C-DEP
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Patient Handout
Psychological Counseling for Depression

Quick Facts About Psychological Counseling/Psychotherapy

In psychological counseling, youth with depression work with a qualified mental health care
specialist who listens to them, talks, and helps them correct overly negative thinking and
improve their relationships with others.

Treating Depression with Psychological Counseling/Psychotherapy

Psychological counseling has been shown to be effective in treating many youth with
depression. Psychological counseling can be done individually (with only you and a mental
health specialist) or in a group (with you, a mental health specialist, and other youth with
similar problems). More than half of the people with mild to moderate depression respond well
to psychological counseling. While the length of time that persons are involved in counseling
differs, people with depression can typically expect to attend a weekly hour-long counseling
session for 8-20 weeks. If your depression is not noticeably improved after six to twelve weeks
of counseling, this usually means that you need to try a different treatment for your depression.
Psychological counseling by itself is not recommended as the only treatment for people whose
depression is more severe. Medication is needed for this type of depression, and it can be
taken in combination with psychological counseling.

What Can You Do to Help Your Clinician Most Effectively Treat Your Depression

with Psychological Counseling?
Keep all of your appointments with the mental health specialist.

Be honest and open and ask questions.

Work cooperatively with the mental health specialist (for example, complete tasks assigned to
you as part of the therapy).

Keep appointments with your primary care clinician and tell him/her how the therapy is working
(such as whether your depression is getting better or worse).

Adapted with permission by GLAD-PC from Rost K. Training Primary Care Nurses to Improve
Depression Treatment. NIMH grant MH54444
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Self-Care Success!

Things you can do to help yourself.
Name: Date:

Instructions: When people are depressed they often forget to take care of themselves. By setting
self-care goals you can take an active role in helping yourself feel better more quickly. Choose one or
two of the areas below and set a goal. Make sure the goal is clear and reasonable. In the space below
the boxes rate how likely you are to follow through on the goal(s) you set. If you are not very sure you
can follow through on your goal you may want to find alternatives or make some adjustments.

- Stay Schedule Eat
‘7 Physically Pleasant Balanced
= Active Activities Meals

-_ -
Each week during the next month | Even though | may not feel Even if | don'tfeel like it, | will
will spend at least days doing motivated | will commit to eat balanced meals per day
the following physical activity for scheduling ___ fun activities each to include

minutes. week for the next month. They

are

(Pick a specific date and time and
make it reasonable!) (Specify when and with whom.) (Choose healthy foods.)

Spend Time ' Spend Time . Small Goals
With People Relaxing &
Who Can Simple Steps
Su pport You Each week | will spend at least The problem is:
. . days relaxing for ____
During the next month I will minutes by participating in the My goal is:
spend at least ____ days for at following activities:
least __ minutes at a time with: Step 1:
doing:
do?nq_ (e.g. reading, writing in a Step 2:
doing: journal, deep breathing,
(Who?) (What?) muscle relaxation) Step 3:
(e.q. talking, eating, playing)

How likely are you to follow through with these activities prior to your next visit?

Not Likely 1 2 3 4 5 6 7 8 9 10 Very Likely

What might get in the way of your completing these activities prior to your next visit?

Solution(s) to the above barriers
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DEPRESSION

MEDICATIONS

These are the medications to take:

Name Take When? How Much?
homing hid-Day Evening
Moming Mid-Day Evening
hfoming hid-Day Evening
Moming Wed-Day Evening
Moming Mid-Day Evening

SIDE EFFECTS

For each side effect, circle the number that describes how much of a problem 1t was this week.
1=Not a Problem 3= Somewhat a Problem 5=Severe Problem

1 2 3 4 3 1 2 3 4 3

Trouble falling asleep Upset stomach

1 2 3 4 3 1 2 3 4 3

Headaches Trouble with eyes
ZY I
W
AT~
! J
™~ s — -
1 2 3 4 5 1 2 3 4 5
Feeling thirsty a lot Feeling restless
Other:
Reviewed 02-27-04 Texas Deparment of Mental Health and Mental Retardation

CAP-DEP
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Mental Health and Drugs and Alcohol

Individuals with a mental health problem are at a much higher risk for pboelms with alcohol or

drugs.

Sometimes children or teens will choose to use alcohol or drugs to “escape” from problems,
stress, or difficult emotions they may be experiencing. However, alcohol and drugs can imitate
the symptoms of mental iliness, causing depressed mood, anxiety, irritability or moodiness,
loss of appetite, sleeplessness, suspiciousness, and even hallucinations.

The use of alcohol or drugs can make it difficult to diagnose a mental health problem or tell if a
problem is getting better. It can be difficult to separate what problems are caused by the
alcohol or drug use and what is caused by the mental health problem.

Medications prescribed by a psychiatrist can be abused, just like illegal drugs, if taken
differently than prescribed. Be sure you (or your child/adolescent) are taking the medications
as your doctor has recommended. Don't allow anyone else to take the medications. Giving or
selling your prescribed medications can be against the law.

Most psychiatric medications (as well as other medications) should not be mixed with alcohol
or drugs. Taking both can cause the psychiatric medication to be ineffective, new symptoms or
side effects to arise, and even serious physical harm and death.

Some people worry that taking a stimulant for ADHD may make a person more likely to abuse
drugs or alcohol. Actually, research suggests that children with ADHD who are treated with
medication are less likely than those not treated to have substance abuse problems later in

life.

For more information or help with alcohol or drug problems:

Alcoholics Anonymous
AA General Service Office

WWW.aa.org
212-870-3400

Narcotics Anonymous
World Service Office

WWW.Na.org
818-773-9999

Alanon/Alateen

Family Group Headquarters, Inc.

www.al-anon.org

1-888-4AL-ANON

National Clearinghouse for Alcohol and Drug
Information

https://safesupportivelearning.ed.gov/resources/national-
clearinghouse-alcohol-and-drug-information

Revised 09-30-03

Texas Department of Mental Health and Mental Retardation

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 122



http://www.aa.org/
http://www.na.org/
http://www.al-anon.org/
https://safesupportivelearning.ed.gov/resources/national-clearinghouse-alcohol-and-drug-information
https://safesupportivelearning.ed.gov/resources/national-clearinghouse-alcohol-and-drug-information

How Can You Help with Sleep Problems

All of us need enough sleep to function well during the day. Having just one night of poor sleep can
make it more difficult to pay attention to our school or work, make us sleepy throughout the dav. cause
us to make poor decisions, and leave us feeling irnitable, grouchy. slowed
down or restless. When many nights of little sleep add up, getting through
the dav can become a losing bartle!

Sleep problems frequently occur as a part of depression. In fact, sleeping
problems, either sleeping too much or having difficulty sleeping enough, are one of the symptoms of
major depression. Although some sleep problems may require medication to get better. there are
things YOU can do to help improve your sleep. By improving vour sleep hygiene (vour sleep habits),
you can get rid of any habits that are making 1t harder for yvou to get a good night’s rest.

1. Keep a regular sleep schedule. Try to go to bed and wake up at the same
time every day. It can take vour body several days to weeks to adjust to a new
sleep schedule, so staving up late on weekends and sleeping m really leaves
yvour body confused.

2. Watch what vou eat and drink near bedtime. Food or drinks with caffeine
(e.g. sodas. tea, chocolate) can keep vou up. Avoid eating big meals or being
hungry before bedtime. Some people find milk or milk drinks (e.g. Ovaltine) to
be helpful in falling asleep. Milk contains tryptophan, which causes sleepiness.

3. Eliminate bad habits. Drinking alcohol and smoking cigarettes both prevent you from getting a
good might’s sleep.

4 Make sure your bedroom 1s set up for sleep. Try to make sure the temperature
of the room is comfortable, there are few noises, and the room 15 dark.

3. Exercise regularly. Getting vigorous exercise during the afternoon (but 4-6
hours before bedtime) has been found to result in better sleep.

\‘ i f p 6. Get outside and see the sun. Sunlight helps the body control
L F its biological clock. This clock lets us know when to feel sleepy and when to be
] = alert.
- L

"
" T ‘\ 7. Use vour bed only for rest or sleep. Don’t watch TV or do homework in bed.

8. If vou don’t fall asleep withun 10 or 13 minutes. get out of bed. Do a quet, dull actrvity until you
are feeling sleepy and tryv again.

9. Find a relaxing activity to do before bed. A warm bath, quiet
music, and/or talking with a friend can all help you make the

e e,

change from daytime to nighttime. Find what works best for &3
Vou. \I /
e P
Feviewed 09-30-03 Texas Department of Mantal Haalth and Mental Retardation

PAC-DEF
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Suicide: What Should I Know?

Why am | having these thoughts?

Many young people with depression think about hurting or Killing themselves at some time. In fact,
thoughts about death and dying are one of the symptoms of depression. Just like depression is
treatable if you recognize it and get help, these feelings and thoughts can be treated and you can feel
better. Butit is up to you to let people know when you are feeling very depressed or out of control and
it is up to you to let people help you through this time.

What are the warning signs?

Learn to recognize your own warning signs. Everybody is different and the things you notice when you
begin to feel very depressed may be different from those other people report. But here is a list of some
things that may signal a problem:

Feeling very hopeless, like nothing will ever get better

Not wanting to be around friends or family or take part in fun activities
Not caring about anything anymore, like school or how you look
Drrinking or using drugs

Daing risky things, such as driving recklessly or getting into fights
Having lots of thoughts or dreams about death and dying

Having a lot of stresses or life changes that seem hard to handle
Feeling like you have a little more energy than usual

CARNKNKNKNSS

What can | do?

If you feel like things are getting out of control, you need to let someone know. Talk to your parents,
your doctor, teacher, counselor, or a good friendl Don't keep these feelings inside. There are things
you can do to help yourself get through these tough times. Don't be afraid to ask others to help you do
these things as well.

v’ Keep your doctor or counselor informed about symptoms. Get symptoms treated early before
they become worse.

¥’ Keep in regular contact with someone on your treatment team. Set up a weekly (or even daily)
time to check in with them and let them know how you are doing.

¥' Do what you can to reduce stresses. Learn what stressors are likely to really bother you and try
to manage those first.

¥y’ Avoid alcohol and drugs. They may make you feel better temporarily but they will eventually
make your depression and suicidal feelings worse.

¥y’ Letyour parents have responsibility for giving you your medications and keeping all medications
in a safe place.

¥’ Develop a plan with others about what you will do if you feel suicidal. Carry phone numbers of
people you can contact and who will stay with you until you are safe.

¥y’ Always try to find something to look forward to.

Suicide is a serious subject. Although it can be difficult, talking about it is an important step to getting

better. By letting people know when you are thinking about death or hurting yourself, you can begin to
get the help you need.

PEOPLE CAN AND DO GET BETTER!

Reviewed (9-30-03 Texas Dapartment of Mentzl Health and Mental Ratardation
A-DEP
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Chapter VIII.
Educational Materials for Parents

Guide to the “Educational Materials for Parents” Section
NAMI’s “A Family Guide”
Family Support Action Plan
How Can You Help with Sleep Problems
Depression and the Family
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Guide to “Educational Materials for Parents”

This section contains important educational information and tools for parents. As always, it is
important not to overwhelm the parents with paper, and you should choose the materials you
think are most appropriate.

NAMI's “A Family Guide”: This brief but informative guide presents a brief overview of
adolescent depression, as well as treatment options. It includes a client-focused discussion of
suicidality and the FDA’s boxed warning.

Family Support Action Plan: This tool gives suggestions on how the family can help the
adolescent meet self-management goals.

How Can You Help with Sleep Problems: Parents, as well as patients, must be aware of proper
sleep hygiene before resorting to sleeping aids.

Depression and the Family: Adolescent depression can have reverberating effects on the rest
of the family.
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Adolescent Depression e

Adolescence is a time of many changes and challenges. Developing bodies
and social and academic stresses make for a difficult period for many
teens. Yet most teens get through these years with only short-term feelings
of sadness or irritability.

While people sometimes use the word “depressed” to describe how they
feel, there is also a serious mental health condition known as major
depression or clinical depression. Unlike normal emotional experiences
of sadness, loss or passing mood states, major depression is persistent and
can significantly interfere with an adolescent’s thoughts, behavior, mood,
activity and physical health.

Approximately 8 percent of adolescents have a major depressive episode
in any given year and 20 percent experience depression in the teen years.*
In adolescence, twice as many girls as boys are diagnosed with
depression.? The compounding issues of sexual identity and stigma often
raise the risk of depression in gay, lesbian, bisexual and transgender
(GLBT) youth.2 Children in military families also experience higher rates
of depression than the general population with one in four of them
experiencing symptoms of depression.*

Depression tends to be an episodic illness, with some youth spontaneously
improving. Yet it also tends to be recurrent, with one episode of
depression raising the risk for another. Four out of 10 youth will have

a second episode of depression within two years. Repeated episodes

of depression can take a great toll on a young mind.

Major depression in adolescents can be quite serious. Untreated,
depression can lead to devastating consequences for adolescents, including
ongoing problems in school, at home and with friends, the loss of critical
developmental years and increased risk for substance abuse, involvement
with the juvenile justice system and suicide.

Yet, the majority of youth living with depression are undiagnosed and
untreated.® In particular, Asian American/Pacific Islander children have the
lowest rates of mental health services usage.6 Latino and African American



youth in urban areas are less likely to receive mental health care.’

Depression should be addressed just like any other physical illness. If your
child is experiencing depression, it is a good idea to get an evaluation

followed by effective services and supports to prevent the social isolation,
negative self-esteem and safety risks that result from persistent depression.

This guide is designed to help provide you with guidance on getting an
accurate diagnosis for your child and on understanding the various
treatment options that have been shown to be effective in treating
adolescent depression. It also provides you with the information you may
need to advocate for these effective services and supports if they are not
readily available for your child.

Causes and Symptoms of Depression

Adolescent depression is nobody’s fault. Several factors, including
biological and environmental factors, increase the risk of depression. For
example, a family history of mood disorders and stressful life events in
those who are genetically vulnerable to the condition can lead to the
development of depression. Some individuals develop depression because
of a chemical imbalance in the brain started by a triggering event,
including stress from loss, physical or sexual abuse, substance use,
humiliation or failure, or seemingly nothing at all. These factors increase
the risk of depression but have different effects on different individuals.
For example, a relationship breakup may make one teen unsettled for a few
days but send another teen with biological risk into depression. Whatever
the specific causes of depression, scientific research has firmly established
that major depression is a biological, medical illness.

As outlined in the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders, 4th Ed. (DSM-1V), a major depressive
episode involves at least two weeks duration (and usually more) of reduced
functioning with five or more of the symptoms listed below. It is important to
not dismiss any of these symptoms as “acting out” or “just a phase.”

* sleep problems (commonly more sleeping);

* loss of interest or pleasure in formerly fun activities;

* loss of interest in friends;

* appetite changes;



* energy loss;

* sadness or irritability;

 concentration problems;

 hopeless or guilty thoughts;

* body movement changes—feeling edgy or slowed down;

« persistent physical complaints and/or frequent visits to school
nurses; or

« suicidal thoughts or preoccupation with death.

For many adolescents, suicidal thoughts are part of major depression.
Suicide is seen as a permanent “solution” to what may be a temporary
problem. Although teenage girls are at greater risk of depression, boys
have a higher risk of suicide if they are depressed. But if diagnosed and
treated promptly, almost everyone—children, adolescents and adults—
recovers from depression. For more information on the risk of suicide, see
page 23 of this guide.

All concerns about suicide require immediate
attention. All statements about suicide need to

be taken seriously and are a reason to
immediately alert a health care provider or seek
emergency help.

Depression often coexists with other conditions such as anxiety. Some-times,
especially for girls, eating disorders such as anorexia nervosa or bulimia
coexist with depression. Learning disabilities and Attention-deficit
Hyperactivity Disorder (ADHD) raise the risk of depression. Substance abuse
is also common in adolescents who are living with depression.

Depression may also be the first sign of what later turns out to be bipolar
disorder. Bipolar disorder has important and additional symptoms that
often include periods of feeling irritable, high or powerful, needing little
sleep but still feeling full of energy and grandiosity, euphoria and hyper-
sexuality. Adolescents living with bipolar disorder may also talk loudly
and fast. Risk taking can be a symptom of both depression and bipolar
disorder. It is important to get a comprehensive evaluation to determine if
your child has coexisting conditions or if his or her depression is actually a
symptom of bipolar disorder.



Differences between Adolescents and Adults

Living with Depression

Adolescents living with depression often experience symptoms of
irritability, anger and self-criticism more commonly than the feelings of
sadness and loss of energy seen in adults. Also, school performance
frequently drops off for adolescents living with depression—sometimes
dramatically. They also often visit the school nurse more frequently with
vague body complaints like headaches and stomach aches. They may
engage in high-risk sexual activities and other risky behaviors, including
shoplifting, physical fights and substance use. Adolescent males living
with depression may mask feelings of sadness with anger. Loss of interest
in peers is a “red flag” for depression in adolescents, as these relationships
are key to normal development.

However, an adolescent’s social relationships can be a double-edged
sword—acting as an important source of support and normal development
while also sometimes causing a great deal of pain and distress, particularly
in adolescents who experience bullying. In general, those who experience
verbal, physical or sexual assault or the threats of such assault are more
vulnerable to mental health problems, including depression. GLBT youth
fair the worse when it comes to bullying. Almost 90 percent of GLBT
students have been harassed or assaulted during the past year.® Acts of
racism and discrimination have been shown to correlate with the
development of depression in ethnically and racially minority youth.

Long-term bullying may cause so much distress for an adolescent that it
becomes a contributing factor in a suicide attempt. To learn more about
how to address bullying, visit Stop Bullying Now! at
www.stopbullying-now.hrsa.gov.




Understanding Self-harm

Self-harm includes cutting, picking, scratching, burning, biting or
excessively piercing or tattooing one’s body to reduce, express or cope
with overwhelming, painful emotions. This behavior can be puzzling and
scary to those who care for an adolescent who is self-harming.

Adolescents living with depression may self-harm if they do not have
healthier alternatives in place to cope with or relieve negative feelings.
Self-harm can also be used as a kind of “self-medication” for treating
depression—not unlike drinking, using substances or overeating. Some
individuals report that self-harm can be experienced as a “runners high”
when “feel good” endorphins are released in the brain in response to the
physical injury. Adolescents may also self-harm to communicate feelings
of depression, hopelessness or worthlessness, exert control over their lives
or combat feelings of numbness.

It is important to note that self-harm is not necessarily a suicide attempt.
It can lead to unintentional, serious injuries, scarring and infections and
become an ineffective coping tool. Thus, it is important to encourage
adolescents to stop the behavior, but only if effective coping skills are in
place. Since self-harming is a way to handle overwhelming emotions, it is
important to offer alternatives and self-soothing strategies. To learn more
about self-harm and how to treat it, visit NAMI’s fact sheet on self-harm
at www.nami.org/CAAC/selfharm.

Talking about Depression with Your Child

There are many points during an adolescent’s development when
effectively communicating with him or her may be difficult. Getting past
these difficulties is never more important than when addressing depression.
If you are concerned your child may be experiencing depression, it is
important to talk to him or her about your observations and how he or she
is feeling and to listen for key warning signs. Here are some tips for
opening the door to talking about depression with your child:

» Get your child talking about his or her emotions by making gentle
and open-ended observations (eg “I have noticed things have been
especially hard for you recently, can you tell me about it?”) and
then listen to him or her without judgment.

¢ Ask your child if he or she feels “angry” “frustrated” or “upset” and



see if your child starts accepting your suggestions and also
uses words like *“sad” “afraid” “numb” or “hopeless.”

1) Try not to talk your child out of how he or she feels or to put a
positive spin on his or her painful feelings.

2) Point out distinct changes in your child’s behavior. He or she may
not be aware of the changes or may be grateful you have noticed.

3) Ask your child what he or she enjoys doing to help determine if
your child is experiencing a loss of pleasure in daily activities.

4) Collect as much information as you can from your child’s
teachers, friends, extended family members and others he or she
interacts with. Try to enlist your child’s confidantes as your allies
in addressing depression with your child. Adolescents may behave
or communicate differently with different people in different
settings so this information seeking is critical.

5) Let your child know that depression is a biological, treatable
condition that can happen to anyone. Adolescents are very
sensitive to suggestions that they are different or abnormal so it
is important to address depression like any other medical
condition that needs treatment.

6) Emphasize your unconditional support for your child, maintain a
positive attitude and applaud him or her for any small step he or
she takes to get better.

7) Avoid punishing your child for symptoms related to depression but
set boundaries on his or her behavior if necessary. For example,
find ways to encourage your child to spend time out of his or her
room and with family rather than punish him or her for withdrawal
and isolation.

8) If someone in your family has had depression, it may be helpful to
share this reality with your child so he or she feels less alone.

9) Check back regularly. Sometimes it takes time for an adolescent
to share information.

It is important to create an open, honest home environment where mental
health issues are discussed and treated like any other health risks impacting
adolescents. There are many resources available on talking about mental
health issues with children at various ages. By opening the doors of
communication about mental health early, before there is a problem, your
child may be more likely to go to you when he or she is experiencing
depression or another mental health related problem.



Getting an Accurate Diagnosis o0

If you are concerned that your child may have depression, the first step is
to obtain an accurate diagnosis from a health care provider (primary care
physician, therapist and/or child and adolescent psychiatrist). This
evaluation should include a comprehensive understanding of your child’s
needs in multiple settings, including home, school and social settings. The
health care provider should also take into account your child’s cultural
beliefs and their influence on his or her understanding of the symptoms of
depression and the need for treatment.

Getting an accurate diagnosis can be challenging. Several factors
contribute to this challenge, including the following:

1) symptoms—often including extreme behaviors and dramatic
changes in behavior and emotions—may change and develop
over time;

2) adolescents undergo rapid developmental changes in their brains
and bodies as they get older and symptoms can be difficult to
understand in the context of these changes;

3) adolescents may be unable or unwilling to effectively describe
their feelings or thoughts, making it hard to understand what is
really going on with them; and

4) it is often difficult to access a qualified mental health
professional for a comprehensive evaluation because of the
shortage of child and adolescent mental health care providers.
This shortage emphasizes the critical role your child’s primary
care physician may need to play in the diagnostic and treatment
process of adolescent depression, outlined in greater detail
starting on page 12 of this guide.

Despite these challenges, there is still plenty you can do to help your child
get an accurate diagnosis and ultimately receive the most effective
treatment. Below are five areas you should consider when getting an
accurate diagnosis for your child.

1. Record keeping. Organize and keep accurate records related to your child’s
emotional, behavioral, social and developmental history. The records should
include observations of your child at home, in school and in the




community. They should be shared with your child’s health care
provider to ensure the best diagnosis. The records should include the
following information:
primary symptoms, behaviors and emotions of concern;
a list of your child’s strengths;
a developmental history of when your child first talked, walked
and developed social skills;
a complete family history of mental illness and substance
use disorders, if available. Many mental health conditions
run in families, including depression;
challenges your child is facing with school, social skill
development, developmental milestones, behaviors and emotions;
the times of day or year when your child is most challenged;
interventions and supports that have been used to help your child
and their effectiveness, including therapy, medication, residential
or community services, hospitalization and more;
settings that are most difficult for your child (eg school, home
and social settings);
any major changes or stresses in your child’s life (eg divorce,
death of a loved one);
factors that may act as triggers or worsen your child’s behaviors
or emotions; and
significant mood instability or disruptive sleep patterns.

2. Comprehensive physical examination. To make an accurate
diagnosis, it is important to start the process with your child’s primary
care physician. A comprehensive physical examination should be done to
rule out other physical conditions that may be causing symptoms that
mimic depression. Additionally, your child’s physician should also look
for and interpret signs of physical or sexual abuse, which may contribute
to or worsen depression.

3. Co-occurring conditions. Your child should be evaluated for
co-occurring conditions that may lead to the development of or worsening
of depression. Such conditions include learning disabilities, alcohol and
drug use and sensory integration issues.



4. Specialists in children’s mental health. After your child is evaluated
for other physical conditions and co-occurring conditions, it is time to
meet with a qualified mental health provider (such as a child and
adolescent psychiatrist) for a mental health evaluation. Your child’s
primary care physician may be able to refer you to one. You can also ask
for referrals from families involved with NAMI or other advocacy
organizations. To contact your NAMI state organization or local affiliate,
visit www.nami.org/local or call the NAMI HelpLine at 1 (800) 950-
NAMI (6264). To find a child and adolescent psychiatrist, visit the
American Academy of Child and Adolescent Psychiatry website at
www.aacap.org (click on “Child and Adolescent Psychiatrist Finder”).

As a result of the national shortage of child and adolescent mental health
care providers, you may not be able to locate any in your community who
are readily available. This is especially true for people living in rural
communities and those seeking health care providers that are culturally and
linguistically competent. Fortunately, a movement to integrate mental

and physical health care is underway in many communities. In some areas,
primary care physicians are now becoming trained in and can play a critical
role in the screening, identification and treatment of depression in adolescents
You can work with your child’s primary care physician in diagnosing and
treating your child’s depression if no mental health care providers are
available. To learn more about integration and the tools available to help
primary care physicians address adolescent depression, see The Role of
Primary Care Physicians section starting on page 12 of this guide.

Additionally, you may want to investigate telemedicine opportunities
available in your community, which include appointments by video or
telephone. Telemedicine is increasingly being used by mental health care
providers to treat people in rural regions where mental health care
providers are in short supply, however, its effectiveness has not yet been
well established so it is important to proceed with caution.

5. The diagnostic and evaluation process. Your child’s diagnosis should
be made based on professional observation and evaluation, information
provided by your family and other experts and the criteria found in the
latest version of the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders (DSM), which provides standard



criteria for the classification of mental health conditions. This evaluation
should include a comprehensive look at all aspects of your child’s life in
school, church and the community and with family and friends. The health
care provider evaluating your child is likely to ask you to fill out a checklist
that provides a detailed profile of your child and the challenges he or she is
facing. If the health care provider doing the evaluation does not share your
culture, race or ethnicity, you may want to explain to him or her any cultural
issues that may be important to consider during the evaluation.

Once an accurate diagnosis of depression has been made, it is helpful to
focus on effective treatment options. The goal should be to achieve the
outcomes that are most important to your child and family.

The Role of Primary Care Physicians

In recent years, the federal government and national pediatric organizations
have called for significantly stepped up efforts to identify depression in
adolescents within the primary care setting as outlined in the following
subsections. You may want to share the resources included in these sections
with your child’s primary care physician so he or she is better equipped

to address depression in your child if no mental health care providers are
readily available.

An increased focus on the early identification of depression and other
mental health conditions in primary care promises to help address the
under identification and treatment of adolescents living with depression.



The U.S. Preventive Services Task Force

Recommends Depression Screening in Primary Care

In April 2009, the U.S. Preventive Services Task Force (USPSTF) released
recommendations urging physicians across the country to perform routine
depression screenings for adolescents aged 12-18 when appropriate services
are in place to ensure accurate diagnosis, treatment and follow-up care. The
task force indicated that screening, when followed by assessment and
treatment, including psychotherapy, can help improve symptoms

and help youth cope. Task force members also expressed confidence in
the accuracy and safety of screening tests to identify major depression
in adolescents.

The USPSTF is a panel of experts organized by the federal government
to establish guidelines for treatment of a variety of health conditions in
primary care. Its recommendations are considered the gold standard for
clinical preventive services. To learn more about USPSTF’s
recommendations, visit www.uspreventiveservicestaskforce.org (click
on “A-Z Topic Guide” and scroll down to “Depression in Children and
Adolescents: Screening”).

American Academy of Pediatrics Calls for
Mental Health Screening in Primary Care
In June 2010, the American Academy of Pediatrics (AAP)
released guidelines on mental health screening that included the
following recommendations for pediatricians:

» pediatricians should screen children and adolescents for possible
mental health issues and substance use at every visit to the
doctor’s office; and

» pediatricians should develop a network of mental health
professionals in their community to whom they can refer
families if they suspect a child needs further evaluation.

The AAP Mental Health Task Force was formed in 2004 to address
children’s mental health concerns in primary care and to ensure children
are identified early and connected with effective services and supports.
To assist pediatricians in meeting these recommendations, the AAP
created a clinician’s toolkit that includes multiple resources. To access
these resources, visit www.aap.org/mentalhealth.




Treating Depression oo

Having an adolescent diagnosed with depression can be a frightening
experience, especially if your child attempts suicide or engages in self-
harm. It may be helpful to find a trusted friend, family member or
professional or a support group for support and guidance. This will help
you cope with your situation and provide your child with the support and
advocacy that he or she may need to get treatment.

The first step in treatment is to obtain an accurate diagnosis. The next
step is to develop an effective treatment plan. A treatment plan must
address your child’s unique and individual needs and his or her strengths,
goals and interests. In developing an appropriate treatment plan, it is also
important to keep the whole picture of your child’s life in mind.

You will want to choose a health care provider—whether a primary care
physician, therapist or child and adolescent psychiatrist—to work with you
and your child in developing and implementing a comprehensive treatment
plan that may include several health care providers. When choosing a
health care provider, be sure to ask about his or her training and experience
in treating adolescent depression. Also, ask about his or her experience
working with adolescents with your child’s background (eg racial, ethnic,
sexual orientation, coexisting substance abuse, etc.). If the health care
provider is not experienced or knowledgeable in working with adolescents
with your child’s experiences, you can always educate him or her or look
for another health care provider. Follow your instincts about whether your
child will connect with the health care provider and then check in with
your child about the relationship once treatment begins.

There are many factors to determining if a health care provider is a “good
fit” for your child and if he or she is able to develop an effective treatment
plan for your child. It is important that your child’s health care provider
understands and respects the way you and your family perceive depression
and any treatment options. It is important to find a health care provider
you and your child trust. You may want to make a list of questions or
issues important to you and your child before meeting with a health

care provider to ensure they are addressed during the development of a
treatment plan. It is also vital that you and your family become educated



about depression so you can play an active role in the treatment plan. Ask
your child’s health care provider about the latest studies on depression and
educate yourself about the latest research findings by visiting the National
Institute of Mental Health (NIMH) website at www.nimh.nih.gov.

The most common treatments for depression are psychosocial
interventions, also called talk therapy, medication or a combination of
both. These treatments are outlined in detail in the following sections. If
your child is prescribed medication and is receiving a psychosocial
intervention, make sure that there is a plan for all of the health care
providers involved with your child’s treatment, including primary care
physicians, therapists and/or psychiatrists, to communicate with each
other. Clear lines of communication, with you as the parent facilitating that
communication, will improve treatment results. Also, you should talk with
the health care provider/s about the need to protect your child’s privacy,
whenever possible, with the understanding that thoughts of hurting oneself
or others will be shared with the family. You should also know that what
you and your child share with any health care provider is confidential and
should only be shared outside of the office with your permission or to
protect your child’s safety.

Addressing substance use is a key part of a treatment plan because it increases
the risks associated with depression, especially the risk of suicide. It can be
both a cause and a consequence of depression. Alcohol and substance use also
impacts the effectiveness of medication. Ask your child’s health care provider
if he or she can suggest an effective intervention for any substance use.
Alcoholics Anonymous (www.aa.org) or Narcotics Anonymous (Www.na.org)
groups that are tailored to young people can be extremely helpful for
adolescents living with depression and substance use disorders. For more
information on co-occurring mental health and substance use disorders,
check out NAMI’s article on the topic at www. nami.org/CAAC/substance
use.

Having a connection to family members is a protection against depression.
Keeping the lines of communication open can help to make treatment
decisions more collaborative. Family therapy has not been well studied for
the treatment of depression, however, if there are specific family-related
stresses in an adolescent’s life (eg divorce, serious illness or financial strains)
or a lack of communication within the family, family therapy may



prove beneficial. Also, family therapy can be helpful because it gets the
whole family involved in and supportive of treatment. With full family
support, adolescents may be better able to participate in a treatment plan.

A sense of connection at school and with peers is also helpful for
adolescents who are at risk of depression. If your child is depressed, talk
with him or her about how to use his or her peers, extended family and
other important people for support.

Aerobic exercise has had positive antidepressant effects in adults with mild to
moderate depression and can also be a useful part of the treatment plan for
adolescents. When teens exercise, it can help to improve their mood.

Visit www.nami.org/heartsandminds to explore NAMI’s free

wellness program, Hearts & Minds.

Complementary and alternative medicine—those practices not generally
considered part of conventional medicine—may also play a role in
treatment. Complementary and alternative medicine includes dietary
supplements, meditation, acupuncture, massage therapy, deep-breathing
exercises and much more. To learn more about complementary and
alternative medicine, visit the National Center for Complementary and
Alternative Medicine at http://nccam.nih.gov/. Spirituality can also be
an important component to include in a treatment plan depending on
your child’s beliefs.

Lastly, peer support groups can be beneficial to adolescents living with

depression. They can help your child feel less alone, increase his or her social
skills and stay positive. They can also be a powerful source of comfort



while your child is seeking and waiting for treatment. Contact your NAMI
state organization and local affiliate to see if there are teen support groups
available in your community. There are also online support communities
available for adolescents. One such community is StrengthofUs.org,
NAMI’s online resource center and social networking website for young
adults living with mental health conditions. To access this community, visit
www. strengthofus.org.

Psychosocial Interventions

There is an ancient expression, “pain shared is pain halved.” When an
adolescent is depressed, feeling alone and isolated makes it much harder
for him or her to cope, but talking can help. There are several psychosocial
interventions that have been demonstrated by research to be effective in
reducing or eliminating depressive symptoms. They are outlined in the
following subsections. These interventions are usually provided by mental
health care providers, including therapists, psychologists and psychiatrists.
If you are working with your child’s primary care physician, he or she
may need to refer you out for these treatments. You can also access
referrals through your NAMI state organization or local affiliate
(www.nami.org/ local) or the American Academy of Child and Adolescent
Psychiatry (www. aacap.org). It is important to learn about these
interventions to ensure that your child receives the best possible care.

Although there is a growing emphasis on the importance of using these
effective interventions in treating adolescent depression, these
interventions are still not yet widely available in every community. You are
encouraged to learn more about what interventions work for your child and
family. Educated and informed families are in the best position to request
the most effective treatments for their child, including the ones described in
this guide, and ensure that these treatments are made available in their
com-munities. Family advocacy promises to lead to the broader availability
of treatments that work in communities across the country and to
ultimately better outcomes for all children and their families. For more
information on advocating for the broader availability of effective services

and supports for your child, see NAMI’s family guide on Choosing the Right
Treatment: What Families Need to Know About Evidence-based Practices at
www.nami.org/CAAC/ChoosingRightTreatment.




Cognitive Behavioral Therapy

One psychosocial intervention shown to be effective for adolescents
living with depression is Cognitive Behavioral Therapy (CBT). CBT
teaches youth how to notice, take account of and ultimately change
thinking and behaviors that impact their feelings. In CBT, youth examine
and interrupt automatic negative thoughts they may have that make them
draw negative and inappropriate conclusions about themselves and others.

CBT breaks down negative thinking patterns and attempts to change them.
For example, if an adolescent did poorly on a test and is thinking “I’m
dumb and worthless,” CBT helps him or her to think about what he or she
could have done differently to do better on the test rather than focusing on
negative thoughts about him or herself. There is good evidence to show
that CBT helps to reduce symptoms of depression in adolescents; however,
the best treatment outcomes are found when CBT is combined with
antidepressant medication. More information about the research on CBT is
provided starting on page 28 of this guide.

The average length of treatment for CBT is 12-16 weeks, with a 60- to
90-minute session each week. Youth participating in CBT are typically
given homework with the expectation that they are working outside of
the office. Family involvement in CBT includes parents reinforcing
more sensible and positive thoughts and helping their child practice this
new way of thinking at home.

To find mental health care providers qualified to provide Cognitive
Behavioral Therapy for adolescents, visit the National Association of
Cognitive-Behavioral Therapists at http://nacbt.org (click “CBT
Referrals™) or the Association for Cognitive Behavioral Therapies at
www.abct.org (click “Find a Therapist”).




Interpersonal Psychotherapy

Interpersonal Psychotherapy (IPT) is a psychosocial intervention that looks
at relationships and transitions for adolescents and how they affect their
feelings and thinking. IPT focuses on helping adolescents manage major
changes in their lives such as divorce or significant loss. In IPT, the
therapist helps the adolescent evaluate his or her relationships and inter-
actions with others. The average length of treatment for IPT is 12 weeks,
with weekly face-to-face sessions and regular phone contact.

Because relationships are key in adolescence, IPT is an appropriate
treatment intervention for adolescent depression. However, IPT needs
further study in adolescents to better understand its full effectiveness in
treating depression. It is, however, well established as an effective
treatment for adults living with depression.

It is not known how well a relationship with one therapist is helpful
outside of CBT or IPT—it is hard to study something as unique as a
relationship. Some adolescents feel the relationship alone is helpful—the
therapist is a safe person outside of their family with whom they can
share their thoughts and concerns.

Family Education and Support

Family education and support programs use experienced and trained
parents of children receiving mental health services to provide education
and support to other parents. The most common types of support include
emotional support (empathy, reassurance and positivity to reduce distress,
shame and blame) and information support (about conditions, treatment
options, parenting skills, coping strategies, community resources and
stress reduction). Through relationship-building, education, collaboration
and problem-solving, these family education and support programs help
adolescents and their families learn more about depression, master new
and effective ways to manage the condition, acquire strategies for
handling crises and relapse and much more. These programs also help
families understand how best to support their child living with depression.

The evidence base for family education and support programs is growing
and shows that these programs are effective in providing support and
education to families.




In children’s mental health, a limited number of studies have examined the
impact of family education and support on children and families. One model
of family education and support that has been studied is the Multifamily
Psychoeducation Groups (MFPG) program, which is designed for children and
adolescents living with mood disorders, including depression. MFPG focuses
on working with families to identify symptoms and effective treatment for
mood disorders and improving problem-solving and family communication
skills. The program also includes sessions with children and adolescents that
cover a number of topics, including symptoms, treatment, anger management,
the connection between thoughts, feelings and actions, impulse control and
improved communication skills.

There are also family education and support programs developed by family
organizations and taught by trained family teachers. NAMI developed the
NAMI Basics Education Program for parents and caregivers of children
and adolescents living with mental health conditions. NAMI Basics is a
six-week, peer-led program that provides the information and support
parents and caregivers need to make the best decisions possible for their
children, families and themselves and to cope effectively. Research on the
program concluded that participation in NAMI Basics appears to be
associated with increases in knowledge about childhood and adolescent
mental health conditions, treatment and advocacy. For more information on
NAMI Basics, visit www.nami.org/basics.

Medications

Sometimes psychosocial interventions alone can effectively treat mild to
moderate depression in adolescents. Other times, medications may be
recommended by your child’s health care provider to treat more severe
depression. A primary care physician or a psychiatrist can prescribe
medications. It is up to you to weigh the pros and cons of starting your
child on medication. Many families try psychosocial interventions and
other treatment options first before medication. It is important for you and
your child to understand the potential risks and benefits of antidepressant
medications to make an informed decision about treatment.

Many health care providers prescribe antidepressant medications to treat
adolescent depression. The most commonly prescribed antidepressant
medications are selective serotonin reuptake inhibitors (SSRIs). There



are currently two SSRIs that have been approved by the Food and Drug
Administration (FDA) for use in adolescents—Prozac (Fluoxetine) and
Lexapro (Escitalopram). Before the FDA approves a medication, it reviews
the medication manufacturer’s data and proposed labeling. If this review
establishes that the medication works correctly and its health benefits
outweigh its known risks, the medication is approved for sale. The FDA
does not actually test drugs itself, although it does conduct limited research
in the areas of drug quality, safety and effectiveness standards. To see a
full list of FDA-approved medications, visit www.fda.gov (search for
“Drugs@ FDA”).

All physicians have the option of prescribing medications for “off-label”
use based on their clinical judgment of an individual’s treatment needs.
Off-label use consists of using a medication for medical conditions that are
not recognized on the FDA-approved labeling for that medication. It is a
common practice. Other SSRIs used to treat children and adolescents
living with depression that are not FDA-approved include Zoloft
(Sertraline), Celexa (Citalopram) and Luvox (Fluvoxamine). In June 2003,
the FDA recommended that Paxil not be used to treat children or
adolescents living with depression because of a possible increased risk of
suicidal thinking and suicide attempts associated with the medication.

If your child’s health care provider prescribes a medication for off-label
use, be sure to ask him or her questions about why he or she prefers this
medication for your child. You should approach the decision about
whether antidepressant medications are appropriate for your child with
Caution and care. This is true for all decisions related to the use of
medica-tions—antidepressants are no exception.

Below are some recommended questions you may wish to ask your
child’s health care provider if he or she recommends medication. It is not
only appropriate to ask questions, it is expected.
* What are the potential risks and benefits of the medication and
other treatment options?
« What are the anticipated side effects of the medication?
« How are the other elements of the treatment plan (such as
psychosocial interventions and school and family
interventions) integrated with the decision about medication?




» Who should be called with questions about the medication or
changes in behavior or symptoms?

» How will we monitor progress, behavior changes, symptoms and
safety concerns?

* How can we best ensure that our child is actively involved in the
discussion and decision-making related to the use of medications
(whenever possible)?

» How can we ensure open lines of communication between our
family, you and other health care providers?

» How does any family history of mental health conditions
(especially a history of bipolar disorder) factor into the
decision to use medication?

» How will you know when it is appropriate for our child to
discontinue medication?

It is also important for your child’s health care provider to understand how
antidepressants may impact certain ethnic groups. For example, Asian
Americans and African Americans may metabolize medications
differently. This can have implications on the overall effectiveness and
side effects of any medications prescribed to these racial groups.

Side Effects

If your child voices new or more frequent thoughts of wanting to die or to hurt
him or herself, or takes steps to do so, you should immediately contact your
child’s health care provider. For more information on the risk of suicide with
antidepressant medication, see The Black Box Warning subsection starting on
page 24 of this guide. You should also know that when starting a new
medication or changing the dosage, your child may show signs of increased
anxiety or even panic, agitation, aggressiveness or impulsivity.

You should also be aware of akathisia, a rare side effect that may exist in a
small percentage of youth taking medications. Akathisia is an internal
sense of restlessness coupled with a strong need to move about for no
reason that your child may be able to identify. To a child, this may feel like
a sense of agitation and nervousness. You should immediately contact your
child’s health care provider or should seek immediate help if you are
concerned that your child may be experiencing this rare side effect.



While taking antidepressants, your child may experience involuntary rest-
lessness, an extreme degree of unwarranted elation or energy accompanied by
fast, driven speech and unrealistic plans or goals. If you see any of these
symptoms, consult your child’s health care provider. It may be appropriate to
adjust your child’s medication dosage, change to a different medication or
stop using the medication. Research has shown that about 40 percent of
children and adolescents will not respond to an initial medication, but many of
these individuals will respond to a different medication.®

Family History and Treatment

Family history is a clue to genetic risk for depression, but it is not enough
to form a basis for a diagnosis or treatment plan.

If your family includes members living with bipolar disorder, you should be
cautious about having antidepressant medications prescribed for your child
and may want to talk with your child’s health care provider about the
appropriateness of combining antidepressant medication with a mood
stabilizer. The chance that an adolescent could have undetected bipolar
disorder is real, since the first episode of bipolar disorder can be depression.

A family history of depression or suicide may indicate the need for more
aggressive treatment because these factors may lead to a heightened risk
for suicide in your child. This is part of the risk-benefit analysis that should
be discussed with your child’s health care provider.

Sometimes it may be difficult to get a complete family history for your
child since family members may hide their mental health condition or may
not have been formally diagnosed. You may have to work off of your own
observations to come up with a family history.

Risk of Suicide Y )

It is estimated that about 3,000 youth die by suicide each year in our
nation.1® Suicide is the third leading cause of death in youth ages 10-24.
Latino and African American female high school students have a higher
percentage of suicide attempts (11.1 percent and 10.4 percent respectively)
than their Caucasian and non-Latino peers (6.5 percent).!* Suicide rates are
1.8 times higher than the national average among American Indians/Alaska
Natives—making suicide the second leading cause of death within this



cultural group.*? GLBT youth are up to four times more likely to
attempt suicide than their heterosexual peers.!3

Depression is a leading cause of suicide. Research shows that 90 percent
of individuals who complete suicide have a diagnosable and treatable
mental health condition, often depression.'* Over one-half of youth living
with depression will eventually attempt suicide, and at least seven percent
will ultimately die as a result.

Untreated depression is the single most significant risk

factor for suicide.

When Your Child Is Thinking or Talking about Suicide

Health care providers have found that when an adolescent talks about
suicidal thoughts, it often opens the door to communication that increases
the likelihood that special safety or protective measures can and will be
taken. Therefore, any treatment intervention that increases discussion of
hidden suicidal thoughts or impulses is helpful.

It is also important to remember that teens often prefer to talk with friends
about how they are feeling. You should take comments related to self-harm
or suicidal thoughts or behaviors seriously from your child or his or her
friends. Encourage your child to share his or her thoughts and feelings; you
should not ignore those that signal distress or early warning signs that your
child may be experiencing depression.

The Black Box Warning

A “black box warning” is a form of alert used by the FDA to warn the
public and health care providers that special care must be taken in certain
uses of a medication.

In 2004, the FDA required makers of all antidepressant medications to
have a cautionary label, or black box warning, placed on their product
labeling that warns about increased risks of suicidal thinking or behavior
in children and adolescents living with major depression. The greatest
risks associated with the use of antidepressant medications exist in the first
few months of treatment. The warning also states that youth using these



medications should be observed closely for a worsening of symptoms,
signs of suicidal thoughts or behavior or unusual changes in behavior.
Visit www.fda.gov to see the full warning label.

What Prompted the Black Box Warning?

During 2004, a FDA advisory committee reviewed data on the safety and
effectiveness of antidepressant medications. As part of this process, the
FDA analyzed data from 24 clinical trials involving more than 4,400 chil-
dren and adolescents who had been prescribed antidepressant medications
for the treatment of major depression, anxiety and obsessive-compulsive
disorder. This review showed that a small number of trial participants
given antidepressant medications experienced a heightened rate of suicidal
thinking or behavior. Most often, this occurred soon after an individual
started medication. It is important to note that there were no suicides in
any of the clinical trials.

Although no suicides occurred in the trials, 78 (or 1.7 percent) of the
4,400 trial participants receiving antidepressant medications experienced
suicidal thoughts or engaged in some form of suicidal behavior. Based
on this analysis, about two children out of 100 might be expected to
experience these symptoms when taking antidepressant medications.

Does the FDA Warning Mean Medications are Unsafe?

No. Researchers and clinicians have found that antidepressant medications,
often in combination with research-based therapy like Cognitive
Behavioral Therapy, are safe and effective for most adolescents. However,
all treatment decisions must be made on an individual basis and in close
consultation with a trained and qualified professional. Also, the FDA
warning is an important reminder about the critical need for close
monitoring and observation.

No individual should abruptly stop taking anti-
depressants. Parents contemplating changing
or terminating their child’s antidepressant

medication should always consult with their
child’s provider before taking such action.




If your child is currently taking antidepressant medication and doing well,
he or she should continue with that treatment. Still, you should talk with
your child about the possibility of rare and serious side effects, including
suicidal thoughts and behaviors. Also, you, your child and your child’s
health care provider should discuss a safety plan. This plan should indicate
whom your child will contact if thoughts of suicide or self-harm occur. It
is also always important to closely monitor your child when he or she is
taking medication.

Creating a Good Monitoring System oe

First, you should make sure that your child understands whom to talk with
about concerns related to treatment and understands the potential side
effects of medications. It is also important to make sure that your child
understands the possible impact of not taking medications once they are
prescribed.

Medication may promote “activation,” a phase in which an adolescent
may begin to improve from treatment and begin to feel more energy to act
on continued negative thoughts, leading to a heightened risk of self-harm.
This often happens in the first few weeks of treatment and is the reason
that health care providers and families must be particularly vigilant in
observing changes in a teen’s behavior and symptoms during this time
period.

The FDA recommends the following general guidelines for the close
monitoring of children and adolescents being treated with antidepressant
medications.

» During the first four weeks of treatment, a child or adolescent
should be seen by the health care provider prescribing the
medication at least once a week, with face-to-face contact
with the family.

* In weeks five through eight of treatment, a child or adolescent
should be seen every other week by the health care provider, with
face-to-face contact.

» A child or adolescent should then be seen again by the health care
provider at week 12, with face-to-face contact.

» A child or adolescent should be seen by the health care provider as
clinically indicated after 12 weeks of treatment.



The close monitoring should involve closely observing your child for a
worsening of symptoms, suicidal thinking or suicide attempts and unusual
changes in behavior, especially during the initial few months of
medication treatment. To assist with this monitoring, the FDA directed
manufacturers to develop medication guides for families that could help
improve monitoring. Medication guides are distributed at the pharmacy
with each prescription or refill of a medication.

Your child’s health care provider should give you the contact
information necessary to reach him or her 24 hours a day, seven days a
week, should your child exhibit serious or concerning side effects, like
agitation or akathisia. You should also understand when to take your
child to an emergency room for safety-related concerns.

A prescription for an antidepressant medication without close

monitoring and follow-up is not a good treatment plan.

Whenever possible, you should make the home environment open to
communicating about depression. Talk about what is working and what is
not, make suggestions for additional supports and take action to minimize
risk of self-injurious or harmful behaviors. You need to agree with your
child that there can be no secrets when it comes to safety. The key is to
keep the conversation going, because isolation is a risk factor for suicide.

Creating a Safety Plan i )

Depression causes negative thinking and teens with depression may think
about death. It is critical to develop a safety plan given the risk of suicide
in teens with depression. Talk with your child’s health care provider
about what should be included in the safety plan. The plan should be
specific and individualized to address the unique needs of your child.
Your child needs to have a full working understanding of the safety plan,
including who to call for help, what situations are most likely to cause a
risk of self-harm and protective elements or people that can be brought
into play during stressful times.




Talk with your child’s health care provider about the risks in your home
environment and how to reduce them. These risks can include guns, over-
the-counter prescription medications and sharp objects. Additionally,
ensuring the correct dosage of any prescribed medication is an important
aspect of a safety plan.

“Self medication” (using alcohol or street drugs to change how one
feels) is also a safety concern, as it increases the risk of suicide and
other self-harming behaviors. It is important to talk with your child
about getting support for sobriety if substance abuse is suspected.

Families sometimes must make extremely difficult decisions, including—
as a last resort—the decision to hospitalize their child against his or her
wishes. Taking this step may be the most painful thing that a parent or
caregiver ever does. Be sure to get good input about safety-related
concerns from a professional who is trusted and trained to treat adolescents
living with depression. Many people who experience suicidality look back
on it in the future with regret. Depression is a treatable condition and the
goal of a safety plan is to ensure the worst outcome does not happen during
a time of treatable vulnerability.

Research e

There has been great progress over the past five to 10 years in determining the
most effective treatment options for adolescents living with depression. There
have been a number of research studies, some of which are outlined in the
following pages, looking at treatment approaches for adolescent depression
that show promising results. Families are encouraged to learn more about
these studies and to seek interventions that have been found to be effective.
For more information, visit the National Institute of Mental Health (NIMH)
website at www.nimh.nih.gov.



Treatment for Adolescents with Depression Study
NIMH has funded multiple research studies examining effective
treatment interventions for adolescent depression. The Treatment for
Adolescents with Depression Study (TADS) assigned youth to one of
four groups and looked at the effectiveness of the treatment in each of the
groups over a 36-week trial.
1. Group one received Prozac only—an SSRI
antidepressant medication.
2. Group two received Prozac combined with Cognitive
Behavioral Therapy (CBT).
3. Group three received CBT only.
4. Group four received placebo treatment (a sugar pill).

The following are the research results after the initial 12 weeks of study:

e 71 percent of adolescents receiving Prozac combined with
CBT (group two) showed much or very much improvement.

e 60 percent of adolescents receiving Prozac only (group
one) showed improvement.

« 44 percent of adolescents receiving CBT treatment only (group
three) showed improvement, slightly more than those receiving a
sugar pill.

By the end of the 36-week research trial, the positive response rate for
combination treatment (Prozac and CBT) still remained the highest at 86
percent, while response rates to Prozac only and CBT only essentially
caught up at 81 percent each. The majority of adolescents (82 percent) who
reached a sustained positive response by week 12 of the research
study maintained this level of recovery through week 36 as outlined below.
e 89 percent of adolescents receiving combination Prozac and
CBT maintained improvement for the full 36 weeks.
e 74 percent of adolescents receiving Prozac alone maintained
their improvement.
» 97 percent of adolescents receiving CBT alone maintained
their improvement.

The high long-term success effect of CBT suggests that for adolescents
who initially respond well to CBT, this therapeutic intervention may have
a preventive effect that helps to sustain positive improvements and poten-
tially avoid relapse or recurrence of depression.




What Does TADS Tell Us?

The TADS study suggests that the combination of CBT and medication is
the safest and most effective treatment overall for adolescents living with
major depression. This finding is consistent with the studies that have been
done with adults living with depression that show that the best treatment
outcomes occur with combined psychotherapy and medication.

After the TADS trial ended, the adolescents who had been assigned to one
of the three treatment groups were assessed up to four times during the
following year to determine if improvements were sustained over time.
The treatment provided in the TADS research study was no longer offered,
but teens were encouraged to continue to seek treatment within their com-
munities.

By the end of the 36-week trial, 82 percent of all participants had improved
and 59 percent had reached full recovery. During the follow-up year, most
participants maintained their improvements and the recovery rate climbed
to 68 percent.

In addition, CBT was found to have a protective effect over the long-
term. However, about 30 percent of the teens who were in remission at
week 36 became depressed again during the following year, indicating
the need for continuous monitoring and further improvements in long-
term treatment of adolescents living with major depression.




A small, separate NIMH-funded pilot study found that adolescents living
with major depression who received CBT after responding to an anti-
depressant medication were significantly less likely to experience a relapse
or recurrence compared to teens who did not receive CBT. The
significance of this small study is that introducing CBT in follow-up
treatment after an adolescent has responded to an antidepressant
medication may prevent relapse. Currently, a larger study to further
evaluate the effectiveness of this treatment strategy is underway.

What Happened to Adolescents in the TADS Study

with Suicidal Thinking or Suicide Attempts?

Suicidal thinking decreased substantially in all active treatment groups.
However, during treatment, those taking Prozac alone had slightly higher
rates of suicidal thinking or behavior (15 percent) than those in combina-
tion treatment (8 percent) and those in CBT alone (6 percent), particularly
in the early stages of treatment. Suicidal thinking and suicide attempts
occurred between the first and 31st week of the trial, indicating that the
risk of suicide did not decrease after the first month of treatment.

Participants who showed serious suicidal thinking and severe depressive
symptoms prior to the study were more likely to have suicidal thinking or
suicide attempts during treatment. In addition, adolescents who experienced
suicidal thinking or a suicide attempt tended to do so in the context of
difficult interpersonal problems, such as conflicts with family members.




Treatment of SSRI-resistant Depression
in Adolescents Study
NIMH funded a multi-site research trial to investigate treatment options
for adolescents living with difficult-to-treat depression who had not
responded to a previous two-month course of treatment with a selective
serotonin reuptake inhibitor (SSRI) antidepressant medication. The
Treatment of SSRI-resistant Depression in Adolescents (TORDIA) study
looked at treatment outcomes for adolescents receiving one of four
treatment interventions.
1. Group one switched from the SSRIs they were taking to a
different SSRI medication (Paxil', Celexa or Prozac).
2. Group two switched to a different SSRI medication
combined with CBT.
3. Group three switched to Effexor—a serotonin and norepinephrine
reuptake inhibitor (SNRI) antidepressant medication.
4. Group four switched to Effexor medication combined with CBT.

After 12 weeks, about 55 percent of adolescents who switched to a different
antidepressant medication and added CBT responded positively, while 41
percent of those who switched to a different medication alone responded
positively. Adolescents with co-occurring conditions also responded
positively to medication combined with CBT treatment, suggesting that
CBT is effective with those who have complex diagnoses.

After 24 weeks, nearly 40 percent of adolescents participating in the
TORDIA study recovered, regardless of which treatment they had been
assigned. However, those who achieved recovery were more likely to
have responded to treatment early—during the first 12 weeks.

Although none of the antidepressant medications seemed to be superior
over the others, Effexor was associated with more adverse effects, such
as skin infections and cardiovascular side effects. Thus, switching to a
different SSRI rather than Effexor should be considered first.

i Although the FDA does not recommend the use of Paxil for children and adolescents,
it was included in this NIMH-funded study for youth that were not responding to other
antidepressant medications.



*Adolescents who had severe depression at the beginning of the study,
higher levels of suicidal thinking, a sense of hopelessness, anxiety, family
conflict or were prone to self-harming behavior, were less likely to
respond to treatment. This emphasizes the importance of early treatment in
adolescents before the depression becomes more serious and chronic.

What Does TORDIA Tell Us?

The TORDIA study shows that adolescents living with treatment-resistant
depression are more likely to get better when they switch from antidepres-
sant medication alone to combination therapy (antidepressant medication
and CBT). These results are similar to those found in the TADS study. It
also shows that adolescents living with treatment-resistant depression

can get better by trying several different treatment strategies. In light of
this, adolescents living with major depression and their families need to
be persistent and not give up in seeking alternative treatment options.
Recovery is possible.

The study also underscores the importance of early treatment when it
comes to addressing adolescents living with treatment-resistant depression.
The study suggests that clinical guidelines recommending that adolescents
stay with treatment for at least eight to 12 weeks before trying another
treatment approach may need to be revisited. More research is needed

to clarify the optimal time to change a treatment strategy for

adolescents living with treatment-resistant depression.

What Happened to Adolescents with Suicidal Thinking or

Suicide Attempts?

The study found that adolescents who had higher levels of suicidal thinking,
higher levels of parent-child conflict and who used drugs or alcohol at the
beginning of the trial were more likely to experience serious suicidal thinking
or suicide attempts during treatment and less likely to respond to

treatment. They were also less likely to complete treatment. Moreover, most
serious suicidal thinking or suicide attempts happened early in the trial.

No statistically significant difference in suicidal thinking, suicide attempts or
non-suicidal self-injury were found among the four treatment groups.
Additionally, although CBT was found to have a protective effect over the
long-term among adolescents living with depression in the TADS study, it




did not appear to reduce suicidal thinking or recent suicide attempts in the
TORDIA study.

Treatment of Adolescent Suicide Attemptors Study

NIMH funded a multi-site pilot study, Treatment of Adolescent Suicide
Attemptors, to identify factors that may predict and help prevent suicide
reattempts among adolescents. The study used a new psychotherapy
intervention, Cognitive Behavioral Therapy for Suicide Prevention
(CBT-SP), to address the need for a specific psychotherapy designed to
prevent or reduce the risk of suicide attempts in adolescents.

CBT-SP consisted of a 12-week acute treatment phase focused on safety
planning, understanding the circumstances and vulnerabilities that lead to
suicidal behavior and building life skills to prevent suicide reattempts.
The study also included a maintenance continuation phase.

In the six-month study, 124 adolescents who had recently attempted
suicide were either randomly assigned to or given the option of choosing
one of three intervention groups:

1. antidepressant medication only;

2. CBT-SP only; and

3. antidepressant and CBT-SP.

Most teens chose the intervention they wanted to be placed in and most
chose combined antidepressant medication and CBT-SP.

During the six-month treatment period, 24 of the 124 adolescents
experienced a new onset or worsening of suicidal thinking or a suicide
attempt—a rate lower than what previous studies showed among suicidal
individuals, suggesting that this treatment approach may be a promising
intervention. In addition, more than 70 percent of the adolescents—a
population that is typically difficult to keep in treatment—completed the
acute phase of the therapy.

The study found that most of the suicidal thinking or suicide attempts
occurred within four weeks of the beginning of the study, before the
teens received adequate treatment. This suggests that more intense
therapy should be provided to suicidal adolescents early in treatment.



The study also revealed characteristics that could predict recurrent suicidal
thinking or suicide attempts, including:
* high levels of self-reported suicidal thinking and depression;
 ahistory of abuse;
« two or more previous suicide attempts; and
» astrong sense of hopelessness.

In addition, a high degree of family conflict predicted suicidal thinking or
suicide attempts, while family support and cohesion acted as a protective
factor against suicidal thinking and suicide reattempts. These results echo
those found in the TADS and TORDIA studies.

Advocating for Your Child o0

You are your child’s strongest advocate. You have a right to any and all
information available about the nature of your child’s depression, the
proposed treatment options and the risks and benefits of treatment. Do
your best to ensure that your child receives a comprehensive evaluation
and an accurate diagnosis. You should have no qualms about seeking a
second opinion if you have questions or concerns. Ask a lot of questions
about any proposed diagnosis or treatment. Help your child learn, in an
age-appropriate way, about depression so that he or she can be an active
partner in treatment.

Depression can sometimes affect a child’s school attendance or
performance. If this is the case for your child, it may be necessary for you
to work with your child’s teachers to advocate for school-based services
and supports for your child. This will help ensure he or she succeeds
academically, socially and functionally within the school environment. To
access resources on advocating for your child in school, visit NAMI’s
Child and Adolescent Action Center website at www.nami.org/caac (click
on “Schools and Education”).




NAMI and other family advocacy organizations stand ready to help
families with a loved one living with depression and other mental health
conditions. Together, we can make a positive difference in the lives of our
loved ones and friends. To learn more about NAMI and to connect with a
NAMI state organization or local affiliate, visit www.nami.org.

Resources for Families o0

For more information on depression and referral services, contact
NAMI’s HelpLine at 1 (800) 950-NAMI (6264), Monday through
Friday, 10 a.m.-6 p.m. Eastern Time.

NAMI has developed a complete resource list for families at
www.nami.org/ CAAC/resources.

For Spanish language resources on child and adolescent mental health
conditions and treatment options, visit NAMI’s Spanish language website
at www.nami.org/espanol.



http://www.nami.org/espanol

Family Support Action Plan
What Parents Can Do to Help Their Teens

Family support is a vital component in your adolescent’s recovery from depression. It makes you a more
engaged participant in your child’s health care and helps rebuild your adolescent’s confidence and sense of
accomplishment. However, it can also be extremely difficult—after all, when your adolescent is depressed,
he/she probably doesn’t feel like accomplishing anything at all!

To help with family support, set goals to help you focus on your teen’s recovery and recognize your child’s
progress. Find things that have helped your adolescent in the past—identify goals that are simple and
realistic and match your teen’s’s natural “style” and personality. Work on only one goal at a time.

Adherence to Treatment Plan. Following through on health advice can be difficult when your adolescent
is down. Your child’s success will depend on the severity of his/her symptoms, the presence of other health
conditions, and your adolescent’s comfort level in accepting your support. However, your teen’s’s chances
for recovery are excellent if you understand how you and your family naturally prefer to deal with your
child’'s health problems. Knowing what barriers are present will help you develop realistic health goals.
Example goals: Remember to give your adolescent his/her medications. Participate in counseling. Help
your teen keep appointments.

MY GOAL:

Relationships. It may be tempting for your child to avoid contact with people when he/she is depressed, or
to “shut out” concerned family and friends. Yet fulfilling relationships will be a significant part of your
adolescent’s recovery and long-term mental health. Understanding your child’s natural relational style for
asking for and accepting help should guide the design of your family support plan.

Example goals: Encourage your adolescent to talk with a friend every day. Attend scheduled social
functions. Schedule times to talk and “just be” with your child.

MY GOAL:

Nutrition and Exercise. Often, people who are depressed don't eat a balanced diet or get enough
physical exercise—which can make them feel worse. Help your child set goals to ensure good nutrition and
regular exercise.

Example goals: Encourage your child to drink plenty of water. Eat fruits and vegetables. Avoid alcohol.
Take a walk once a day. Go for a bike ride.

MY GOAL:

Spirituality and Pleasurable Activities. If spirituality has been an important part of your child/adolescent’s
life in the past, you should help to include it in your child/adolescent’s current routine as well. Also, even
though he/she may not feel as motivated or get the same amount of pleasure as he/she used to, help
him/her commit to a fun activity each day.

Example goals: Recall a happy event. Do a hobby. Listen to music. Attend community or cultural events.
Meditate. Worship. Do fun family activities. Take your child to a fun place he/she wants to go.

MY GOAL:

(Adapted by GLAD-PC with permission from Intermountain Healthcare)
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How Can You Help with Sleep Problems

All of us need enough sleep to function well durning the day. Having just one night of poor sleep can
make 1t more difficult to pay attention to our school or work, make us sleepy throughout the dav, cause
us to make poor decisions, and leave us feeling irritable, grouchy, slowed
down or restless. When many nights of little sleep add up. getting through
the day can become a losing bartle!

Sleep problems frequently occur as a part of depression. In fact, sleeping
problems. etther sleeping too much or having difficulty sleeping enough. are one of the symptoms of
major depression. Although some sleep problems may require medication to get better. there are
things YOU can do to help improve vour sleep. By improving vour sleep hygiene (your sleep habits),
vou can get rid of any habits that are making it harder for yvou to get a good night’s rest.

1. Keep a regular sleep schedule. Try to go to bed and wake up at the same
time every day. It can take vour body several days to weeks to adjust to a new
sleep schedule, so staying up late on weekends and sleeping in really leaves
vour body confused.

2. Watch what vou eat and drink near bedtime. Food or drinks with caffeine
(e.g. sodas, tea. chocolate) can keep vou up. Avoid eating big meals or being
hungry before bedtime. Some people find milk or milk drinks (2 g Owvaltine) to
be helpful in falling asleep. Milk contains tryptophan. which causes sleepiness.

3.

Eliminate bad habits. Drinking alcohol and smoking cigarettes both prevent you from getiing a
good might’s sleep.

4 Make sure your bedroom 1s set up for sleep. Try to make sure the temperature
of the room 1s comfortable_ there are few noises, and the room is dark.

5. Exercise regularly. Getting vigorous exercise during the afternoon (but 4-6
hours before bedtime) has been found to result 1n better sleep.

\‘ | f | p 6. Get outside and see the sun. Sunlight helps the body control
L F g its biological clock. This clock lets us know when to feel sleepy and when to be
- == alert.
- ‘

\.
’f | i ‘\ 7. Use vour bed only for rest or sleep. Don’t watch TV or do homework 1n bed.

8. If vou don’t fall asleep within 10 or 15 minutes. get out of bed. Do a quiet, dull activity until you
are feeling sleepy and trv again.

9. Find a relaxing actrvity to do before bed. A warm bath, quiet
music, and/or talking with a friend can all help you make the
change from daytime to nighttime. Find what works best for
you.

Feviewad 09-30-03 Texas Depariment of Mental Health and Mental Retardation
PAC-DEP
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Depression and the Family

Having a family member with depression affects the whole family. Each family member is likely to react in his or

her own way, and the response may, in turn, affect other family members_ It is important to recognize the ways in

which the illness affects your family and to take steps to reduce any negative impact. The depressed child or

adolescent will find an easier path to recovery from the illness if the family can continue o be a strong, well-

functioning unit.

Possible Ways the Family May React

¥ The family may begin to change family routines or rules. Family members may choose not to participate in
activities that take them away from the home or stop trying to do things that may cause disruption or stress
(such as requiring chores).

¥ Families may begin to avoid contacts with fnends or social gathenngs. Additionally, friends may begin to avoid

members of the family. This can result in the family becoming isolated from others, with little to no support in a

time when they need it most.

Everyone may be walking on eggshells to avoid upseting the depressed person.

Family members may be imtable or angry, resulting in more family disagreements or stress.

Family members may act out to get attention they feel they are not receiving.

Parents may be stricter or more harsh with non-depressed children

There may be more arguments or disagreements between family members, especially around how to handle

the depressed person. Having a depressed child can put enormous stress on relationships.

Family members may blame themselves for the difficulties the depressed child is having. This self-blame can

be intensified by messages from others that their parenting skills may be the cause of the child's problems.

Individuals may feel frustrated and helpless and unable to change things for the depressed individual.

Family members may feel resentful of the depressed person for the disruption that their illness has caused.

Resentment may lead to even more problems in dealing with the depressed individual,

¥ Individuals may feel ashamed of the child's depression. Brothers or sisters may not want to have friends over
or worry that others will find out. Parents may worry that outsiders will judge them.

¥» Other family members may begin to show signs of stress, even depression,

¥ VYV YY

Y

Most families will have one or even most of these expenences. But changing your family's life to center around
your child's depression is not helpful for the family. The following are some suggestions to help lessen the impact
that depression has on your family

Dealing with Depression in the Family

¥ Take care of yourself and encourage other family members o do so also. You will be better able to help your

child if you are healthy and well rested. Recognize when you need a break and arrange to take one, or better

yet arrange some time off before you need it

Take time to go places and enjoy yourselves as a family, even if the depressed person does not participate.

Encourage all family members to continue with regular activities. Try fo take time to spend with each family

member, not allowing the depressed child to monopolize all of the family's attention.

Give yourself and your family permission to enjoy an activity, even if the depressed person does not.

MNo one is able to remain patient and cheerful all the time. If you have a bad day, go easy on yourself.

Remind yourself and your family that depression is a medical illness. No one in your family, including the

depressed child, is to blame.

Because depression affects the whole family, the family can benefit from treatment. Include family members in

the treatment that your child is recerving. Family therapy may be helpful, and families can also benefit from

education about the illness and its treatment and working wath the child's counselor or psychiatrist to address

specific problems in the family.

¥ Family members need to recognize depression in themselves and get help! Depression tends to run in
families. Be a good role model and seek help for any mental health problems that you or other family members
might experience.

# Consider joining a support group. Family members can find relief and good ideas by talking with others who
have had similar expenences. Even brothers and sisters of the depressed person can benefit from a group
with whom to share their feelings.

YYY YWYy

v

Fevrewed (9-30-03 Texz= Deparmment of Menral Hezlth and Mantal Fetardation
P-DEP
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Chapter IX.
Billing

Guide to the “Billing” Section

American Academy of Pediatrics Standardized

Screening/Testing Coding Fact Sheet for Primary Care Pediatricians:

Developmental/Behavioral/Emotional

American Academy of Pediatrics Depression Coding Fact Sheet
for Primary Care Clinicians
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Guide to the “Billing” Section

In this section, you will find the American Academy of Pediatrics coding fact sheets on
screening as well as on depression:

American Academy of Pediatrics Standardized Screening/Testing Coding Fact
Sheet for Primary Care Pediatricians: Developmental/Behavioral/Emotional

American Academy of Pediatrics Depression Coding Fact Sheet for Primary Care
Clinicians

These sheets can also be acessed on the AAP website at:

https://www.aap.org/en-us/professional-resources/practice-transformation/getting-paid/Coding-
at-the-AAP/Pages/Coding-Fact-Sheets.aspx

One of the primary complaints among pediatricians is that they spend more time with patients
with emotional issues and cannot get reimbursed.We have included the CPT codes suggested
by the AAP. However, some third-party payors may still give you problems for mental health
reimbursement. We suggest you call the payors if you are refused payment and discuss the
coding and the denial. You may want to keep these codes in mind when you negotiate your
new contracts. Call the AAP or your local primary care organization for advocacy help.

NEW FOR 2018: Integrated care codes. Please call your third-party payors to discuss their
use.

Psychiatric Collaborative Care Management Codes: 99492 — 99494, effective January
2018

General Behavior Health Integration Code: 99484, effective January 2018
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Standardized Screening/Testing Coding Fact Sheet for
Primary Care Pediatricians: Developmental/Behavioral/Emotional

l. CODING
Developmental screening and assessment are often complemented by the use of standardized
instruments, which vary in length. This coding fact sheet provides guidance on how pediatricians can

appropriately report standardized developmental screening and testing services.

A. How To Report Developmental Screening/Testing

96110 Developmental screening (eg, developmental milestone survey, speech and language delay screen),
with scoring and documentation, per standardized instrument

The use of standardized developmental screening instruments {eg, PEDS, Ages and Stages, M-CHAT) is
reported using Current Procedural Terminology(CPT") code 96110 (Developmental screening). Code 96110
is reported when performed in the context of preventive medicine services. This code also may be
reported when screening is performed with other evaluation and management (E/M) services such as
acute illness or follow-up office visits.

In 2012, the 96110 code descriptor was revised to differentiate it from the “testing” that is referenced
under code 96111. Screening asks a child’s observer to provide his/her observations of the child’s skills,
which are then recorded on a standardized and validated screening instrument. Screening is subjective
and only reports the assessment of the patient’s skills through observation by the informal observer. On
the other hand, testing measures what the patient is actually able to do on a standardized psychometric
instrument at that time. Screening does not imply a diagnosis; only the means by which information is
collected on the patient.

Because clinical staff typically performs the 96110 service, the Medicare Resource-Based Relative Value
Scale (RBRVS) relative values reflect only the practice expense (clinical staff time, medical supplies,
medical equipment) and professional liability insurance -- there is no physician work value published on
the Medicare physician fee schedule for this code.

On the less common occasion where a physician performs this service, it may still be reported with code
96110 but the time and effort to perform the screening itself should not count toward the key
components (history, physical exam, and medical decision making) or time when selecting an E/M code for
a significant, separately identifiable service performed during the same patient encounter. When a
screening test is performed along with any E/M service (eg, preventive medicine or office outpatient),

both the 96110 and the and E/M service should be reported and modifier 25 (significant, separately
identifiable evaluation and management service by the same physician on the same day of the procedure
or other service) should be appended to the E/M code to show the E/M service was distinct and necessary
at the same visit or modifier 59 (distinct procedural service) should be appended to the developmental

Current Procedural Terminology© 2016 American Medical Association. All Rights Reserved.
MNote: Health Risk Assessments are not coded here and have their own fact sheet

Reprinted with permission from the American Academy of Pediatrics
© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 167



01/01/2017
screening code, showing the developmental screening services were separate and necessary at the same
visit.

Additionally in 2012, code 96110 was revised to clarify that the instrument used must be standardized and
that the code may be reported more than once on a single date of service. The code descriptor states “per
standardized instrument.” Therefore, if you are performing multiple standardized screens on a patient (eg,
an M-CHAT and ASQ), you will report 96110 with 2 units {or on separate line items). Modifier 59 may be
required to indicate that the services are distinct.

In 2015, the descriptor for code 96110 was revised to remove reference to “with interpretation and
report” and replace it with “scoring and documentation” since this more accurately reflects the work
performed. A notation was also added which refers the physician to code 96127 for emotional/behavioral
assessment. This code will be discussed below.

96111 Developmental testing {includes assessment of motor, language, social, adaptive and/or cognitive
functioning by standardized developmental instruments) with interpretation and report

Developmental testing using standardized instruments {eg, Bayley Scales of Infant Development,
Woodcock-Johnson Tests of Cognitive Abilities (Third Edition) and Clinical Evaluation of Language
Fundamentals (Fourth Edition) are reported using CPT code 96111. This service may be reported
independently or in conjunction with another code describing a distinct patient encounter provided on the
same day as the testing (eg, an evaluation and management code for outpatient consultation). A physician
or other trained professional typically performs this testing service. Therefore, there are physician work
RVUs published on the Medicare physician fee schedule (Resource-Based Relative Value Scale or RBRVS)
for this code.

When 96111 is reported in conjunction with an E/M service, the time and effort to perform the
developmental testing itself should not count toward the key components (history, physical exam, and
medical decision making) or time for selecting the accompanying E/M code. Just as discussed for 96110, if
the E/M code is reported with 96111, modifier 25 (significant, separately identifiable evaluation and
management service by the same physician on the same day of the procedure or other service) should be
appended to the E/M code or modifier 59 (distinct procedural service) should be appended to the
developmental testing code, showing that the developmental testing services were separate and
necessary at the same visit.

In 2005, the CPT code descriptor of 96111 was revised to reflect the deletion of the test examples as well
as the "per hour" designation. Thus, effective January 1, 2005, physicians reported the service without
regard to time. The typical testing session, including the time to perform the interpretation and report,
was found in the American Academy of Pediatrics (AAP) survey used to value the service to be slightly over
an hour.

B. When To Report Developmental Screening/Testing

96110

The frequency of reporting 96110 {Developmental screening) depends on the clinical situation. The AAP
Bright Futures “Recommendations for Preventive Pediatric Health Care” schedule recommends
Current Procedural Terminology© 2016 American Medical Association. All Rights Reserved.

Note: Health Risk Assessments are not coded here and have their own fact sheet

Reprinted with permission from the American Academy of Pediatrics
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developmental/behavioral surveillance at each preventive medicine visit, and the AAP “Developmental
Surveillance and Screening of Infants and Young Children” policy statement recommends that physicians
use validated/standardized developmental screening instruments to improve detection of problems at the
earliest possible age to allow further developmental assessment and appropriate early intervention
services.

Thus, the use of screening instruments seems to enhance the task of developmental assessment typically
done in the preventive medicine setting. The exact frequency of testing therefore depends on the clinical
setting and the provider’s judgment as to when it is medically necessary. When physicians ask questions
about development as part of the general informal developmental survey or history (eg, surveillance) or
complete checklists, this is not formal "screening" as such, and is not separately reportable. Examples of
validated/standardized screening instruments along with clinical vignettes are provided below.

96111

Longer, more comprehensive developmental assessments of patients suspected of having problems are
typically reported using CPT code 96111 (Developmental testing). These tests are typically performed by
physicians, psychologists or other trained professionals and require upwards of an hour of time. They also
are accompanied by an interpretation and formal report, which may be completed at a time other than
when the patient is present.

Like code 96110, the frequency of reporting code 96111 is dependent on the needs of the patient and the
judgment of the physician. When developmental surveillance or screening suggests an abnormality in a
particular area of development, more extensive formal objective testing is needed to evaluate the
concern. In contrast to adults, the limited ability of children to maintain focused selective attention and
testing speed may mean that several sessions are needed to properly evaluate the problem. Code 96111 is
reported only once per date of service. There must be an accompanying report describing and interpreting
all testing,.

Additionally, subsequent periodic formal testing may be needed to monitor the progress of a child whose
skills initially may have not been “significantly low,” but who was clearly at risk for maintaining

appropriate acquisition of new skills.

Il. CLINICAL VIGNETTES

96110 Vignette # 1

At a follow-up visit for bilateral otitis media, the pediatrician notes the patient missed her 12 month well-
child visit. He requests and the child’s father completes the Ages and Stages Questionnaire (ASQ.) The
father endorses no concerns in any developmental domain. The pediatrician reviews the father’s
completed ASQ and asks him if his daughter is using single words to convey her wants and is using words
to label common objects. The father assures him that she is doing this and, in fact, other non-family adults
have commented on her clear articulation. No concerns at all are reported and this is consistent with what
the pediatrician has observed in the office visits. He tells the father they will continue to monitor for any
evidence the child is not acquiring skills at an expected rate. All this is noted in a few sentences in the
chart note.

Current Procedural Terminology®© 2016 American Medical Association. All Rights Reserved.
Note: Health Risk Assessments are not coded here and have their own fact sheet
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CPT ICD-10-CM

99392-25*% Preventive medicine service Z00.129 Encounter for routine child health examination w/o
established patient, age 1-4 abnormal findings

96110 Developmental screening Z00.129

*NOTE: Some pavyers may require alternate reporting wherein the modifier 59 is appended to the developmental screening
code, however according to CPT guidelines, that is not appropriate and actually no modifier is required.

96110 Vignette #2

At a 24-month well child check, the mother describes her toddler as "wild,” completes the PEDS {Parent
Evaluation of Developmental Status), and responds positively to the question “Do you have concerns
about your child’s language skills?” The nurse scores the PEDS and places the answer sheet on the front of
the chart with a red arrow sticker next to it. When the pediatrician examines the child, he is alerted to ask
the mother about her observations of the child’s language ability. He then confirms the delay in language,
and makes a referral to a local speech pathologist.

CPT ICD-10-CM
99392-25* Preventive medicine service established Z200.121 Encounter for routine child health examination w/
patient, age 1-4 abnormal findings
96110 Developmental screening Z00.121
F80.1 Expressive language disorder

*NOTE: Some pavers may require alternate reporting wherein the modifier 59 is appended to the developmental screening
code, however according to CPT guidelines, that is not appropriate and actually no modifier is required.

If the pediatrician spent significant extra time evaluating the language problem, then an E/M service
office/outpatient code from the 99201-99215 series may be reported using a modifier 25, linked to the
appropriate ICD-10-CM code(s) as appropriate (eg, F80.1, £xpressive language disorder; F80.2, Mixed
receptive-expressive language disorder; F80.89, Other developmental disorders of speech or language).

96110 Vignette #3

At a five-year health maintenance visit, a father discusses his daughter’s difficulty “getting along with
other little girls.” “Doctor, she wants friends, but she doesn’t know how to make — much less keep — a
friend.” Further questioning indicates the little girl is already reading and writing postcards to relatives,
but has not learned how to ride her small bicycle, is awkward when she runs and she avoids the climbing
apparatus at the playground. Her father wondered if her weaker gross motor skills affected her ability to
play successfully with other children. She seems very happy to sit and look at books about butterflies —
her all consuming interest! The child’s physical exam consistently fell in the range of ‘normal for age’ in
previously health maintenance visits. The pediatrician asks her nurse to administer the Australian Scale for
Asperger’s Syndrome and the father’s responses yield 16/24 items with an abnormal score being >3. The
pediatrician reviews the form, writes a brief summary, and discusses her observations with the father. A
referral is made to a local physical therapist who has a playground activities group and to a local
psychologist who has expertise in diagnosing autism spectrum disorders.

Current Procedural Terminology®© 2016 American Medical Association. All Rights Reserved.
Note: Health Risk Assessments are not coded here and have their own fact sheet
Reprinted with permission from the American Academy of Pediatrics
© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 170



o1/01/2017

CPT ICD-10-CM
99393-25* Preventive medicine service Z00.121 Encounter for routine child health examination w/
established patient, age 5-11 abnormal findings
96110 Developmental screening Z00.121
F382 Specific developmental disorder of motor function
F98.9 Unspecified behavioral and emotional disorders
with onset usually occurring in childhood and adolescence

*NQOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the developmental screening
code, however according to CPT guidelines, that is not appropriate and actually no modifier is required.

96111 Vignette #1

An eight-year-old boy with impulsive, overly active behavior and previously assessed "average"
intelligence is referred for evaluation of attention deficit disorder. He has by prior history reading and
written expression skills at first grade level, and received speech and language therapy during his
attendance at Head Start when he was four years old.

Behavior and emotional regulation rating scales completed by the parent and teacher were reviewed at an
earlier evaluation and management service appointment. History, physical and neurological examination
were also completed at that visit.

On this visit, standardized testing was administered to confirm auditory and visual attention, short term
and working memory as well as verbal and visual organization. Testing was administered for standard
scores as well as structured observations of behavior. These scores and observations were integrated into
a formal report to be used to individualize his education and treatment plan. Testing and the report took
approximately 75 minutes. The family schedules a follow up visit to discuss this report and the final
diagnosis and treatment plan with the physician.

CPT ICD-10-CM

96111 Developmental testing F90.- Attention deficit disorder

Ath digit 0 = inattentive type
1 = hyperactive type

96111 Vignette #2

A5 4/12 year old boy just beginning kindergarten was seen for developmental testing. At a previous visit,
his mother’s responses on the Pediatric Evaluation of Developmental Status (PEDS) suggested expressive
language delays. After greeting the parent and child and explaining to the child that he and the doctor
would do some ‘non-school’ activities to see how he ‘used words to tell others about (his) good ideas’, the
child and the examiner spent fifty minutes together completing the tasks on the Peabody Picture
Vocabulary Test-Fourth Edition, and the Clinical Evaluation of Language Fundamentals-Fifth Edition. The
examiner scored the two tests in five minutes and there was a significant discrepancy detected between
the Receptive Language Composite and the Expressive Composite on the CELF- 5. Both test scores were
abnormal, however, indicating a mixed receptive—expressive language disorder.

Current Procedural Terminology© 2016 American Medical Association. All Rights Reserved.
Note: Health Risk Assessments are not coded here and have their own fact sheet

Reprinted with permission from the American Academy of Pediatrics
© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 171



01/01/2017

CPT ICD-10-CM

96111 Developmental testing F80.2 Mixed receptive-language disorder expressive language
disorder

96111 Vignette #3:

A 9 year old girl, being treated for ADHD and receiving language therapy to improve her weak receptive
and expressive language skills, comes in for a medication visit. Her mother and teacher both feel the
current dosage of her stimulant medication is effective and neither perceives a need for any changes. Your
services meet the “limited” level of complexity for the visit. However, while asking about her school
performance, the child’s mother volunteers, “l know she has been seeing the speech pathologist once a
week for 7 months now, but | can’t see any signs her vocabulary is increasing.” You administer and score
the Peabody Picture Vocabulary Test [Fourth Edition]. The performance standard score had increased by
one standard deviation from her initial performance eight months ago. You show her mother the
improvement and document the test administration, results and interpretation in the medical record.

CPT ICD-10-CM
99213-25* Office service, established patient, F90.1 Attention-deficit hyperactivity disorder
15 minutes “typical time” F80.2 Mixed receptive-expressive language disorder
96111 Developmental testing F90.1
F30.2

1. DOCUMENTATION GUIDELINES

Each administered developmental screening instrument is accompanied by scoring and documentation
(eg, a score or designation as normal or abnormal). This is often included in the test itself, but these
elements may alternatively be documented in the progress report of the visit. Physicians are encouraged
to document any interventions based on abnormal findings generated by the tests.

Following are examples of appropriate documentation for some testing tools:
96110

PEDS (Parents’ Evaluation of Developmental Status)

This questionnaire is designed to identify any parent/primary caretaker’s concerns about a birth through
eight-year child’s developmental attainment and behavioral/mental health concerns. There are eight
specific domain queries and one asking, “please list any concerns about your child’s learning, development
and behavior” and a final “please list any other concerns.” The parent answers are scored into the risk
categories of high, moderate, or low. The report form is included with the questionnaire.

ASQ (AGES AND STAGES Questionnaire)

Current Procedural Terminology®© 2016 American Medical Association. All Rights Reserved.
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This parent report instrument, covering ages 1 month through 60 months, includes objective information
as the adult notes whether the child performs the skill identified. There are six questions in each of five
domains: Communication, Gross Motor, Fine Motor, Problem Solving and Personal-Social. All questions
are scored on a point system, with summary scores indicating the need for further evaluation. The ASQ
also has a non-specific comprehensive section where general concerns are addressed. No score is provided
for these answers, but the instrument developers note any “Yes” responses should prompt a referral.

96111

In general, the documentation of developmental testing includes the scoring, interpretation, and the
development of the report. This typically includes all or some of the following: identifying data, time and
location of testing, the reason for the type of testing being done, and the titles of all instruments offered
to/completed by the child; presence (if any) of additional persons during testing, child’s level of
cooperation and observations of child’s behavior during the testing session. Any assistive technology,
prosthetics or modifications made to accommodate the child’s particular developmental or physical needs
should be described, and specific notations should be made if any items offered resulted in a change in the
child’s level of attention, willingness to participate, apparent ease of task accomplishment. The item
results should be scored and the test protocol and any/all scoring sheets should he included in the medical
chart (computer scanning may be needed for electronic medical records). A brief interpretation should be
recorded and notation should be made for further evaluation or treatment of the patient or family. A
legible signature should also appear.

How to Report Emotional/Behavioral Assessment

96127 Brief emotional/behavioral assessment (eg, depression inventory, attention-deficit/hyperactivity
disorder [ADHD] scale), with scoring and documentation, per standardized instrument

This code (96127} was introduced in 2015 to allow for the appropriate reporting of standardized emotional
and/or behavioral assessments.

Because clinical staff typically performs the 96110 service, the Medicare Resource-Based Relative Value
Scale (RBRVS) relative values reflect only the practice expense (clinical staff time, medical supplies,
medical equipment) and professional liability insurance -- there is no physician work value published on
the Medicare physician fee schedule for this code.

On the less common occasion where a physician performs this service, it may still be reported with code
96127 but the time and effort to perform the screening itself should not count toward the key
components [history, physical exam, and medical decision making) or time when selecting an E/M code for
a significant, separately identifiable service performed during the same patient encounter. When an
assessment is performed along with any E/M service (eg, preventive medicine or office outpatient), both
the 96127 and the and E/M service should be reported and modifier 25 (significant, separately identifiable
evaluation and management service by the same physician on the same day of the procedure or other
service) should be appended to the E/M code to show the E/M service was distinct and necessary at the

Curvent Procedural Terminology© 2016 American Medical Association. All Rights Reserved.
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same visit or modifier 59 (distinct procedural service) should be appended to the developmental screening
code, showing that developmental screening services were separate and necessary at the same visit.

When to Report Emotional/Behavioral Assessment

The frequency of reporting 96127 {(emotional/behavioral assessment) is dependent on the clinical
situation. The AAP Bright Futures “Recommendations for Preventive Pediatric Health Care” schedule
recommends developmental/behavioral surveillance at each preventive medicine visit, and a formal
assessment (eg, PHQ:2) for depression is recommended at every annual visit beginning at age 11 with a
validated/standardized assessment instrument to improve detection of depression at the earliest possible
age to allow for appropriate intervention services.

Thus, the use of assessment instruments as a screening mechanism seems to enhance the task of
identifying those who may be suffering from an emotional or behavioral disorder. The exact frequency of
testing therefore depends on the clinical setting and the provider’s judgment as to when it is medically
necessary. When physicians ask questions about a patients emotional or behavioral health as part of the
general informal history (eg, surveillance), this is not a formal "screen" as such, and is not separately
reportable. Examples of validated/standardized screening instruments along with clinical vignettes are
provided below.

Developmental Screening Vs Behavioral Emotional Assessment

At first glance, it may be difficult to discern if a standardized instrument falls under a developmental
screen (96110) or an emotional/behavioral assessment (96127). Developmental screening really takes a
look at a patient’s overall development and will include questions on motor skills, language skills, cognitive
function, as well as may include questions on social, emotional and behavioral issues. However, the
emotional and behavioral questions are being asked as part of an overall developmental inventory. An
emotional or behavioral assessment instrument will look specifically at behavior and emotional health
related to key symptoms of those conditions classified as behavioral or emotional conditions, such as
ADHD, depression or anxiety.

96127 Vignette # 1

A 12 year old girl presents with her dad for her annual preventive medicine service. Patient’s history and
interview do not show any concerns of depression, however following Bright Futures guidelines, the
patient is given a PHQ-2. The patient answers the questions and the screen is normal.

CPT ICD-10-CM
99394-25* Preventive medicine service established
patient, age 1-4

96127 Behavioral/Emotional Assessment

Z00.121 Encounter for routine child
health examination

Current Procedural Terminology© 2016 American Medical Association. All Rights Reserved.
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96127 Vignette #2

A seven year old boy with previously diagnosed ADHD is being seen for a health maintenance visit. At the
end of the visit his mother asks if she can discuss her son’s medication. She hands you 2 Vanderbilt ADHD
rating scales completed two weeks ago by his classroom teacher and tutor. You give these to your medical
assistant to score while you obtain more interim history from Bobby’s mother. After reviewing the scored
teacher Vanderbilt form and discussing the results with Bobby’s mother, you both decide to increase his
stimulant medication. A follow-up appointment is scheduled for four weeks.

CPT ICD-10-CM
99392-25* Preventive medicine service established Z00.121 Encounter for routine child health
patient, age 1-4 examination w/ abnormal findings
99213-25 Office service, established patient, 15 minutes
“typical time” F90.2 Attention-deficit hyperactivity disorder,
96127 Behavioral/Emotional Assessment combined type
96127-59

*NOTE: Some payers may require alternate reporting wherein the modifier 59 is appended to the developmental screening
code. Some payers may also require the 96127 to be reported in 2 units on one line item.

The Affordable Care Act and Standardized Screening

There is much confusion as to whether codes 96110 and 96127 fall under the no cost-sharing provision in
the Affordable Care Act {ACA). The answer is - it depends. Only those services performed as part of
routine screening services as either recommended under the United States Preventive Medicine Services
Task Force (Recommendation A or B) or under the AAP’s Periodicity Schedule are covered as part of the
ACA no cost sharing. However, when 96110 or 96127 is performed and reported as part of a diagnostic
service (ie, a problem is suspected) or when the screen is done outside of the routine recommendations
(ie, more than the recommendations stipulate), the codes may fall under a cost sharing arrangement. Of

course any plan that is not required to follow ACA provisions will have their own rules on this. One way to
ensure that the developmental or behavioral/emotional screen service is covered under ACA provisions
(as appropriate) is to link the service to either the “well baby/child” ICD code or the “screening for” code.
Note that in order to report the “screening for” ICD code the patient has to be asymptomatic.

Current Procedural Terminology@© 2016 American Medical Association. All Rights Reserved.
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IV. SAMPLE ASSESSMENT/TESTING TOOLS

[NOTE: These are provided as examples only; the AAP implies no endorsement or restriction of code use to

these instruments. If you choose to use an instrument not listed below, be sure they are

validated/standardized.]

Instrument Abbreviation CPT Code
Ages and Stages Questionnaire-Third Edition ASQ 96110
Ages and States Questionnaire: Social-Emotional ASQ:SE 96127
Australian Scale for Asperger’'s Syndrome ASAS 96127
Battelle Developmental Inventory Screening Tool BDI-ST 96110
Bayley Infant Neuro-developmental Screen BINS 96110
Beck Youth Inventories - Second Edition BYI-II 96127
Beck Anxiety Inventory BAI 96127
Beck Depression Inventory BDI 96127
Beery-Buktenica Developmental Test of Visual-Motor Integration-6™ Ed BEERY-VMI 26111
Behavior Assessment Scale for Children-Second Edition BASC-2 96127
Behavioral Rating Inventory of Executive Function BRIEF 96127
Brigance Screens-l| 26110
Child Behavior Checklist CBCL 96127
Children’s Depression Inventory CDI 26127
Child Development Inventory (CDI) CDI 96110
Clinical Evaluation of Language Fundamentals-Fifth Edition CELF-5 26111
Clinical Evaluation of Language Fundamentals-Preschool Version-2 96111
Columbia DISC Depression Scale 96127
Comprehensive Test of Nonverbal Intelligence Second Edition CTONI-2 9111
Connor's Rating Scale 96127
Developmental Test of Visual Perception-Third Edition DTVP-3 9%111
Hamilton Anxiety Scale 96127
Hamilton Rating Scale for Depression HRSD 96127
Infant Development Inventory 96110
Kaufman Brief Intelligence Test-Second Edition KBIT-2 96111
Modified Checklist for Autism in Toddlers M-CHAT 96110
Multidimensional Anxiety Scale for Children MASC 96127
Patient Health Questionnaire PHQ-2 or PHQ-9 96127
Parents’ Evaluation of Developmental Status (Developmental Milestones) | PEDS / PEDS-DM 96110
Peabody Picture Vocabulary Test-Fourth Edition PPVT™-4 26111
Pediatric Symptom Checklist PSC / PSC-Y 26127
Screen for Child Anxiety Related Disorders SCARED 96127
Test of Auditory-Perceptual Skills-Third Edition TAPS-3 26111
Test of Language Competence-Expanded Edition 9111
Test of Nonverbal Intelligence-Fourth Edition 96111
Test of Problem Solving 3: Elementary Version TOPS 3: Elementary | 96111
Test of Word Knowledge 96111
Vanderbilt Rating Scales 96127
Woodcock-Johnson® Test of Cognitive Abilities-Third Edition 9%111
Kaufman Brief Intelligence Test-Second Edition KBIT-2 96111
Current Procedural Terminology© 2016 American Medical Association. All Rights Reserved.
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Depression Coding Fact Sheet for Primary Care Clinicians

[AlCurrent Procedural Terminology (CPT®) (Procedure) Codes

Initial assessment usually involves a lot of time determining the differential diagnosis, a diagnostic plan, and
potential treatment options. Therefore, most pediatricians will report either an office or outpatient evaluation
and management {(E/M) code using time as the key factor? or a consultation code for the initial assessment.

[B]Physician Evaluation and Management Services
99201 Office or other outpatient visit, new=< patient; self limited or minor problem, 10 min.

99202 low to moderate severity problem, 20 min.

992073 moderate severity problem, 30 min.

99204 moderate to high severity problem, 45 min.

99205 high severity problem, 60 min.

99211 Office or other cutpatient visit, established patient; minimal problem, 5 min.
99212 self limited or minor problem, 10 min.

99213 low to moderate severity problem, 15 min.

99214 moderate severilty problem, 25 min.

99215 moderate to high severity problem, 40 min.

99241 Office or other outpatient consultation, new or established patient; self-limited or minor problem, 15

min.

99242 low severity problem, 30 min.

99243 moderate severity problem, 45 min.
99244 moderate to high severity problem, 60 min.
99245 moderate to high severity problem, 80 min.

NOTE: Use of these codes (99241-99245) requires the following:

1) Written or verbal request for consultation is doccumented in the patient chart.

2) Consultant’s opinion as well as any services ordered or performed are decumented in the patient chart.

3) Consultant’s opinion and any services that are performed are prepared in a written repoert, which is sent to the requesting physician or
other appropriate source (Wote: Patients/parents may not initiate a consultation).

For more information on consultation code changes for 2010 see www.aap.org/en-us/professional-resources/practice-
support/financing-and-payment/Documents/Private/ AAP_Position_Medicare Consultation_ Poliey.pdf Member log-in requires.

aTime may be used as the key or controlling factor when greater than 50% of the total physician face-to-face time is spent in counseling and/or
coordination of care

tA new patient is one who has not received any professional services face-to-face services rendered by physicians and other gualified health
eare professionals who may report evaluation and management services reported by a speeific CPT code(s) from the physician/qualified
health eare professiona! or another physician /qualified health care professional of the exact sarne specialty and subspecialty who belongs to
the same group practice, within the past three years.

Reporting E/M services using “Time”

¢  When counseling or coordination of care dominates {more than 50%) the physician/patient or family
encounter (face-to-face time in the office or other outpatient setting or floor /unit time in the hospital or
nursing facility), then time shall be considered the key or controlling factor to qualify for a particular
level of E/M services.

¢  Thisincludes time spent with parties who have assumed responsibility for the care of the patient or
decision making whether or not they are family members (eg, foster parents, person acting in loco
parentis, legal guardian). The extent of counseling and/or coordination of care must be documented in
the medical record.

¢  For coding purposes, face-to-face time for these services is defined as only that time that the physician
spends face-to-face with the patient and/or family. This includes the time in which the physician
performs such tasks as obtaining a history, performing an examination, and counseling the patient.

+ Designated add-on codes, report them separately in addition to the appropriate primary code for the service provided
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e  When codes are ranked in sequential typical times (such as for the office-based E/M services or
consultation codes) and the actual time is between 2 typical times, the code with the typical time closest
to the actual time is used.

¢  Prolonged services can only be added to codes with listed typical times such as the ones listed above. In
order to report prolonged services the reporting provider must spend a minimum of 30 minutes beyond
the typical time listed in the code level being reported. When reporting cutpatient prolonged services
only count face-to-face time with the reporting provider. When reporting inpatient or observation
prolonged services you can count face-to-face time, as well as unit/floor time spent on the patient’s care.
However, if the reporting provider is reporting their service based on time (ie, counseling/coordinating
care dominate) and not key components, then prolonged services cannot be reported unless the provider
reaches 30 minutes beyond the listed typical time in the highest code in the set (eg, 99205, 99226,
99223). It is important that time is clearly noted in the patient’s chart.

+99354 Prolonged physician services in office or other outpatient setting, with direct patient contact; first
hour (use in conjunction with time-based codes 09201—99215, 00241—90245, 90301—909350,

90837)
+99355 each additional 30 min. (use in conjunction with 99354)

» Used when a physician provides prolonged services beyond the usual service (ie, beyond the typical time).

» Time spent does not have to be continuous.

» Prolonged service of less than 15 minutes beyond the first hour or less than 15 minutes beyond the final 30 minutes is not reported
separately.

e For clinical staff prolonged services, see 99 415-9Q416.

[B]Physician Non—Face-to-Face Services

09339  Care Plan Oversight—Individual physician supervision of a patient (patient not present) in home,
domiciliary or rest home (e.g., assisted living facility) requiring complex and multidisciplinary care
modalities involving regular physician development and/or revision of care plans, review of
subsequent reports of patient status, review of related laboratory and other studies, communication
(including telephone calls) for purposes of assessment or care decisions with health care
professional(s), family member(s), surrogate decision maker(s) (e.g., legal guardian) and/or key
caregiver(s) involved in patient’s care, integration of new information into the medical treatment
plan and/or adjustment of medical therapy, within a calendar month; 15-29 minutes

99340 30 minutes or more

09358  Prolonged physician services without direct patient contact; first hour
NOTE: This code is no longer an “add-on” service and can be reported alone.
+99359 each additional 30 min. (use in conjunction with 99358)

90367  Medical team conference by physician with interdisciplinary team of healthcare professionals,
patient and /or family not present, 30 minutes or more

99441  Telephone evaluation and management to an established patient, parent or guardian not originating
from a related E/M service within the previous 7 days nor leading to an E/M service or procedure
within the next 24 hours or soonest available appointment; 5-10 minutes of medical discussion

99442 11-20 minutes of medical discussion

99443 21-30 minutes of medical discussion

99444  Online evaluation and management service provided by a physician or other qualified healthcare
professional to an established patient, guardian or health care provider not originating from a
related E/M service provided within the previous 7 days, using the internet or similar electronic
communications network

[B]Psychiatric Diagnostic or Evaluative Interview Procedures

+ Designated add-on codes, report them separately in addition to the appropriate primary code for the service provided
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90791 Psychiatric diagnostic interview examination evaluation

90792  Psychiatric diagnostic evaluation with medical services

[B]Psychotherapy

90832  Psychotherapy, 30 min with patient and/or family;

+90833 with medical evaluation and management (Use in conjunction with 99201-99255, 99304—
99337, 99341-99350)

90834  Psychotherapy, 45 min with patient and/or family;

+90836 with medical evaluation and management services (Use in conjunction with 99201-99255,
99304-99337, 99341-99350)

90837  Psychotherapy, 60 min with patient and/or family;

+90838 with medical evaluation and management services (Use in conjunction with 99201-99255,
99304-99337, 99341-99350)

+90785 Interactive complexity (Use in conjunction with codes for diagnostic psychiatric evaluation [90791,

90792], psvchotherapy [00832, 90834, 908371, psvchotherapy when performed with an

evaluation and management service [00833, 90836, 90838, 99201—99255, 9930499337,

99341-99350], and group psychotherapy [90853])

s Refers to specific communication factors that complicate the delivery of a psychiatric procedure. Common
factors include more difficult communication with discordant or emotional family members and
engagement of young and verbally undeveloped or impaired patients. Typical encounters include

o Patients who have other individuals legally responsible for their care
o Patients who request others to be present or involved in their care such as translators,
interpreters, or additional family members
o Patients who require the involvement of other third parties such as child welfare agencies, schools,
or probation officers
90846  Family psvchotherapy (without patient present)
90847  Family psvchotherapy (conjoint psychotherapy) (with patient present)
90849  Multiple-family group psychotherapy
90853  Group psyvchotherapy (other than of a multiple family group)

¢ For interactive group psychotherapy, use code 90785 in conjunction with code 90853.

[B1Other Psychiatric Services/Procedures
+90863 Pharmacologic management, including prescription and review of medication, when performed with

psvchotherapy services (Use in conjunction with 90832, 90834, 90837)

¢ Tor pharmacologic management with psychotherapy services performed by a physician or other qualified
health care professional who may report E/M codes, use the appropriate E/M codes (99201—99255,
09281-99285, 99304-99337, 99341—99350) and the appropriate psychotherapy with E/M service
(90833, 90836,900838).

¢ Note that code 90862 was deleted.

90885

90887

90889

Psychiatric evaluation of hospital records, other psychiatric reports, and psychometric and/or
projective tests, and other accumulated data for medical diagnostic purposes

Interpretation or explanation of results of psychiatric, other medical exams, or other accumulated
data to family or other responsible persons, or advising them how to assist patient

Preparation of reports on patient’s psychiatric status, history, treatment, or progress (other than for
legal or consultative purposes) for other individuals, agencies, or insurance carriers

+ Designated add-on codes, report them separately in addition to the appropriate primary code for the service provided
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[B]Screening and Testing

96101 Psychological testing (includes psychodiagnostic assessment of emotionality, intellectual abilities,
personality and psychopathology, e.g., MMPI, Rorschach, WAIS), per hour of the psychologist’s or
physician’s time, both face-to-face time administering tests to the patient and time interpreting
these test results and preparing the report

96102  Psychological testing (includes psychodiagnostic assessment of emotionality, intellectual abilities,
personality and psychopathology, e.g., MMPI, Rorschach, WAIS), with qualified health care
professional interpretation and report, administered by technician, per hour of technician time,
face-to-face

96103  Psychological testing (includes psychodiagnostic assessment of emotionality, intellectual abilities,
personality and psychopathology, e.g., MMPI, Rorschach, WAIS), administered by a computer, with
qualified health care professional interpretation and report

96105  Assessment of aphasia (includes assessment of expressive and receptive speech and language
function, language comprehension, speech production ability, reading, spelling, writing, e.g., Boston
Diagnostic Aphasia Examination) with interpretation and report, per hour

96127 Brief emotional/behavioral assessment (eg, depression inventory, attention-deficit/hyperactivity
disorder [ADHD] scale), with scoring and documentation, per standardized instrument

[B]Nonphysician Provider (NPP) Services

Prolonged Clinical Staff Services with Physician or Other Qualified Health Care

Professional Supervision

Codes 99415, 99416 are used when a prolonged E/M service is provided in the office or outpatient setting that
involves prolonged clinical staff face-to-face time bevond the typical face-to-face time of the E/M service, as
stated in the code description.

+ 99415 Prolonged clinical staff service (the service beyond the typical service time) during an evaluation
and management service in the office or outpatient setting, direct patient contact with physician
supervision; first hour

+09416 each additional 30 minutes

Codes 99415-99416
Must always be reported in addition to an appropriate office/outpatient E/M service (ie, 99201-99215)
Require that the physician or qualified health care professional is present to provide direct supervision of the
clinical staft.

¢ Are used to report the total duration of face-to-face time spent by clinical staff on a given date providing
prolonged services, even if the time spent by the clinical staff on that date is not continuous.

¢ Are not reported for time spent performing separately reported services other than the E/M service is not
counted toward the prolonged services time.

¢ Requires a minimum of 45 minutes spent beyond the typical time of the E/M service code being reported. May
require that the clinical staff spend more time if the physician does not meet the time criteria of the E/M service
being reported

¢ May not be reported in addition to 99354 or 99355.

99366  Medical team conference with interdisciplinary team of healthcare professionals, face-to-face with
patient and/or family, 30 minutes or more, participation by a nonphysician qualified healthcare
professional

99368  Medical team conference with interdisciplinary team of healthcare professionals, patient and/or
family not present, 30 minutes or more, participation by a nonphysician qualified healthcare
professional

96150  Health and behavior assessment performed by nonphysician provider (health-focused clinical

interviews, behavior observations) to identify psychological, behavioral, emotional, cognitive or

+ Designated add-on codes, report them separately in addition to the appropriate primary code for the service provided
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social factors important to management of physical health problems, 15 min., initial assessment
96151 re-assessment

96152 Health and behavior intervention performed by nonphysician provider to improve patient’s health
and well-being using cognitive, behavioral, social, and/or psychophysiological procedures designed
to ameliorate specific disease-related problems, individual, 15 min.

96153 group (2 or more patients)
96154 family (with the patient present)
96155 family (without the patient present)

[B]Non—Face-to-Face Services: NPP

Care management and transition care management are reported under the directing physician or other
qualified health care professional, however, the time requirement can be met by clinical staff working under
the direction of the reporting physician or other qualified health care professional.

Care Management Services:

Codes are selected based on the amount of time spent by clinical staff providing care coordination activities.

CPT clearly defines what is defined as care coordination activities. In order to report chronic care or complex

chronic care management codes, you must

1. provide 24/7 access to physicians or other qualified health care professionals or clinical staff;

2. use a standardized methodology to identify patients who require chronic complex care coordination services

3. have an internal care coordination process/function whereby a patient identified as meeting the
requirements for these services starts receiving them in a timely manner

4. use a form and format in the medical record that is standardized within the practice

5. be ableto engage and educate patients and caregivers as well as coordinate care among all service
professionals, as appropriate for each patient.

99490 Chronic care management services, at least 20 minutes of clinical staff time directed by a physician or
other qualified health care professional, per calendar month, with the following required elements:

¢ multiple (two or more) chronic conditions expected to last at least 12 months, or until the death of
the patient;

¢ chronic conditions place the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline;

¢ comprehensive care plan established, implemented, revised, or monitored.

Do not report 99490 for chronic care management services that do not take a minimum of 20 minutes in a
calendar month.

99487 Complex chronic care management services;
» multiple (two or more) chronie conditions expected to last at least 12 months, or until the death of
the patient;
e chronic conditions place the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline;
e establishment or substantial revision of a comprehensive care plan;
e moderate or high complexity medical decision making;
¢ 60 minutes of clinical staff time directed by a physician or other qualified health care
professional, per calendar month.
Do not report 99487 for chronic care management services that do not take a minimum of 60 minutes in a
calendar month.

+99489 each additional 30 minutes of clinical staff time directed by a physician or other qualified health
care professional, per calendar month

Complex chronic care management is reported by the physician or qualified health care professional who
provides or oversees the management and coordination of all of the medical, psychosocial, and daily living
needs of a patient with a chronic medical condition. Typical pediatric patients
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1. receive three or more therapeutic interventions (eg, medications, nutritional support, respiratory
therapy)

2. have two or more chronic continuous or episodic health conditions expected to last at least 12 months
(or until death of the patient) and places the patient at significant risk of death, acute exacerbation or
decompensation, or functional decline

3. commonly require the coordination of a number of specialties and services.

99495 Transitional care management (TCM) services with the following required elements:
¢ Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2
business days of discharge
o Medical decision-making of at least moderate complexity during the service period
¢ Face-to-face visit, within 14 calendar davs of discharge

99496 Transitional care management services with the following required elements:
¢ Communication (direct contact, telephone, electronic) with the patient and/or caregiver within 2
business days of discharge
¢ Medical decision-making of high complexity during the service period
¢ Face-to-face visit, within 7 calendar days of discharge

These services are for a patient whose medical and/or psychosocial problems require moderate or high
complexity medical decision-making during transitions in care from an inpatient hospital setting (including
acute hospital, rehabilitation hospital, long-term acute care hospital), partial hospital, observation status in a
hospital, or skilled nursing facility/nursing facility to the patient’s community setting (home, domiciliary, rest
home, or assisted living). TCM commences on the date of discharge and continues for the next 29 days and
requires a face-to-face visit, initial patient contact, and medication reconciliation within specified timeframes.
Any additional E/M services provided after the initial may be reported separately.

Refer to the CPT manual for complete details on reporting care management and TCM services.

98966  Telephone assessment and management service provided by a qualified nonphysician healthcare
professional to an established patient, parent or guardian not originating from a related assessment
and management service provided within the previous seven days nor leading to an assessment and
management service or procedure within the next 24 hours or soonest available appointment; 5-10
minutes of medical discussion

98967 11-20 minutes of medical discussion

98068 21-30 minutes of medical discussion

98969  Online assessment and management service provided by a qualified nonphysician healthcare
professional to an established patient or guardian not originating from a related assessment and
management service provided within the previous seven days nor using the internet or similar
electronic communications network

[B]Miscellaneous Services
99071 Educational supplies, such as books, tapes or pamphlets, provided by the physician for the patient’s
education at cost to the physician

[AlInternational Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM)

Codes

e Use as many diagnosis codes that apply to document the patient’s complexity and report the patient’s
symptoms and/or adverse environmental circumstances.

¢ Once a definitive diagnosis is established, report the appropriate definitive diagnosis code(s) as the primary
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code, plus any other symptoms that the patient is exhibiting as secondary diagnoses that are not part of the
usual disease course or are considered incidental.
¢ ICD-10-CM codes are only valid on or after October 1, 2015.

[B]Depressive Disorders
F3z.0 Major depressive disorder, single episode, mild

F3z2.1 Major depressive disorder, single episode, moderate

F3z2.2 Major depressive disorder, single episode, severe without psychotic features
F32.3 Major depressive disorder, single episode, severe with psychotic features
F3z2.4 Major depressive disorder, single episode, in partial remission

F3z2.5 Major depressive disorder, single episode, in full remission
F32.8 Other depressive episodes (eg, atypical depression, post-schizophrenic depression)

F3z2.9 Major depressive disorder, single episode, unspecified

F33.0 Major depressive disorder, recurrent, mild

F33.1 Major depressive disorder, recurrent, moderate

F33.2 Major depressive disorder, recurrent severe without psychotic features
F33.3 Major depressive disorder, recurrent, severe with psyechotic symptoms

FF33.40 Major depressive disorder, recurrent, in remission, unspecified
FF33.41  Major depressive disorder, recurrent, in partial remission
F33.42 Major depressive disorder, recurrent, in full remission

F33.8 Other recurrent depressive disorders

F33.9 Major depressive disorder, recurrent, unspecified

F34.41 Dysthymic disorder (depressive personality disorder, dysthymia neurotic depression)
F39 Mood (affective) disorder, unspecified

[B]Anxiety Disorders

F40.8 Phobic anxiety disorders, other (phobic anxiety disorder of childhood)
F4q0.9 Phobic anxiety disorder, unspecified

F41.1 Generalized anxiety disorder

F41.8 Anxiety depression (mild or not persistent)

F41.9 Anxiety disorder, unspecified

Fo3.0 Separation anxiety disorder of childhood

[B]Somatic Symptoms and Related Disorders

F44.4 Conversion disorder with motor symptom or deficit
F44.5 Conversion disorder with seizures or convulsions
F44.6 Conversion disorder with sensory symptom or deficit
Fa4.7 Conversion disorder with mixed symptom presentation

[B]Feeding and Eating Disorders/Elimination Disorders

F50.8 Eating disorders, other

F50.9 Eating disorder, unspecified

Fg98.0  Lnuresis not due to a substance or known physiological condition
F98.1 Encopresis not due to a substance or known physiological condition
Fg98.3 Pica (infancy or childhood)

[B]Obsessive-Compulsive and Related Disorders

F42 Obsessive-compulsive disorder

F63.3 Trichotillomania/hair plucking

F63.9 Impulse disorder, unspecified

F98.8 Other specified behavioral and emotional disorders with onset usually occurring in childhood and
adolescence (nail-biting, nose-picking, thumb-sucking)

[B]Trauma- and Stressor-Related Disorders

F43.20 Adjustment disorder, unspecified

F43.21  Adjustment disorder with depressed mood

F43.22 Adjustment disorder with anxiety

F43.23 Adjustment disorder with mixed anxiety and depressed mood
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F43.25 Adjustment disorder with mixed disturbance of emotions and conduct
F43.29 Adjustment disorder with other symptoms

Fa3.0 Acute stress reaction

F43.8 Other reactions to severe stress

F43.9 Reaction to severe stress, unspecified

[BINeurodevelopmental Disorders

F7o Mild intellectual disabilities

F71 Moderate intellectual disabilities
72 Severe intellectual disabilities

F73 Profound intellectual disabilities
F79 Unspecified intellectual disabilities

F80.89 Other developmental disorders of speech and language

F80.9  Developmental disorder of speech and language, unspecified

Fgo.o  Attention-deficit hyperactivity disorder, predominantly inattentive type
Fgo.1 Attention-deficit hyperactivity disorder, predominantly hyperactive type
Fg5.0 Transient tic disorder

Fo5.1 Chronic motor or voeal tic disorder

Fos.2 Tourette’s disorder

F95.9 Tic disorder, unspecified

[B]Other

Fo7.81 Postconcussional syndrome

Fo7.89 Personality and behavioral disorders due to known physiological condition, other
Fo7.9 Personality and behavioral disorder due to known physiological condition, unspecified
F45.41  Pain disorder exclusively related to psychological factors

F45.42 Pain disorder with related psychological factors (Code also associated acute or chronic pain G89.-)
I'48.8 Nonpsychotic mental disorders, other (neurasthenia)

F48.9 Nonpsychotic mental disorders, unspecified

F45.41  Pain disorder exclusively related to psychological factors

F51.01  Primaryinsomnia

F51.02  Adjustment insomnia

I'51.03 Paradoxical insomnia

F51.04 Psychophysiologic insomnia

F51.05 Insomnia due to other mental disorder (Code also associated mental disorder)

F51.09 Insomnia, other (not due to a substance or known physiological condition)

F93.8 Childhood emotional disorders, other

[BlSubstance-Related and Addictive Disorders:
If a provider documents multiple patterns of use, only one should be reported. Use the following hierarchy:
use—abuse—dependence (eg, if use and dependence are documented, only code for dependence).

When a minus symbol (-) is included in codes F10—F17, a last digit is required. Be sure to include the last digit
from the following list:

0 anxiety disorder

2 sleep disorder

8 other disorder

9 unspecified disorder

[ClAlcohol

F10.10  Alcohol abuse, uncomplicated

F10.14  Alcohol abuse with alecohol-induced mood disorder

F10.159 Alcohol abuse with alecohol-induced psvchotic disorder, unspecified
F10.18- Alcohol abuse with alcohol-induced

F10.19  Alcohol abuse with unspecified alcohol-induced disorder

F10.20 Alcohol dependence, uncomplicated

F10.21  Alcohol dependence, in remission

F10.24  Alcohol dependence with alcohol-induced mood disorder
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F10.259 Alcohol dependence with alcohol-induced psychotic disorder, unspecified

F10.28- Alcohol dependence with alcohol-induced

F10.29  Alcohol dependence with unspecified alcohol-induced disorder

F10.94  Alcohol use, unspecified with alcohol-induced mood disorder

F10.959 Alcohol use, unspecified with alcohol-induced psychotie disorder, unspecified

F10.98- Alcohol use, unspecified with alcohol-induced

F10.99 Alcchol use, unspecified with unspecified alcohol-induced disorder

[C]Cannabis

F12.10 Cannabis abuse, uncomplicated

F12.18- Cannabis abuse with cannabis-induced

F12.19  Cannabis abuse with unspecified cannabis-induced disorder

F12.20 Cannabis dependence, uncomplicated

Fi2.21  Cannabis dependence, in remission

F12.28- Cannabis dependence with cannabis-induced

Fi2.29 Cannabis dependence with unspecified cannabis-induced disorder

Fi2.g0 Cannabis use, unspecified, uncomplicated

F12.98- Cannabis use, unspecified with

F12.99 Cannabis use, unspecified with unspecified cannabis-induced disorder

[C]lSedatives

F13.10  Sedative, hypnotic or anxiolytic abuse, uncomplicated

F13.129 Sedative, hypnotic or anxiolytic abuse with intoxication, unspecified

F13.14  Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or anxiolytic-induced mood disorder

F13.18- Sedative, hypnotic or anxiolytic abuse with sedative, hypnotic or anxiolytic-induced

F13.21  Sedative, hypnotic or anxiolytic dependence, in remission

F13.90 Sedative, hypnotic, or anxiolytic use, unspecified, uncomplicated

F13.94  Sedative, hypnotic or anxiolytic use, unspecified with sedative, hypnotic or anxiolytic-induced mood
disorder

F13.98- Sedative, hypnotic or anxiolytic use, unspecified with sedative, hypnotic or anxiolytic-induced

F13.99 Sedative, hypnotic or anxiolytic use, unspecified with unspecified sedative, hypnotic or anxiolytic-

induced disorder

[C]Stimulants (eg, Caffeine, Amphetamines)

Fi5.10
Fi15.14

F15.18-
F15.19

Fi5.20
Fi5.21
Fi5.24

F15.28-
F15.29

F15.90
F15.94

F15.98-

F15.99

Other stimulant (amphetamine-related disorders or caffeine) abuse, uncomplicated

Other stimulant (amphetamine-related disorders or caffeine) abuse with stimulant-induced mood
disorder

Other stimulant (amphetamine-related disorders or caffeine) abuse with stimulant-induced
Other stimulant (amphetamine-related disorders or caffeine) abuse with unspecified stimulant-
induced disorder

Other stimulant (amphetamine-related disorders or caffeine) dependence, uncomplicated

Other stimulant (amphetamine-related disorders or caffeine) dependence, in remission

Other stimulant (amphetamine-related disorders or caffeine) dependence with stimulant-induced
mood disorder

Other stimulant (amphetamine-related disorders or caffeine) dependence with stimulant-induced
Other stimulant (amphetamine-related disorders or caffeine) dependence with unspecified
stimulant-induced disorder

Other stimulant (amphetamine-related disorders or caffeine) use, unspecified, uncomplicated
Other stimulant (amphetamine-related disorders or caffeine) use, unspecified with stimulant-
induced mood disorder

Other stimulant (amphetamine-related disorders or caffeine) use, unspecified with stimulant-
induced

Other stimulant (amphetamine-related disorders or caffeine) use, unspecified with unspecified
stimulant-induced disorder

[CINicotine (eg, Cigarettes)

F17.200
F17.201

Nicotine dependence, unspecified, uncomplicated
Nicotine dependence, unspecified, in remission
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F17.203 Nicotine dependence unspecified, with withdrawal
F17.20- Nicotine dependence, unspecified, with

F17.210 Nicotine dependence, cigarettes, uncomplicated
F17.211  Nicotine dependence, cigarettes, in remission
F17.213 Nicotine dependence, cigarettes, with withdrawal
F17.218- Nicotine dependence, cigarettes, with

Z72.0 Tobacco use

[B]Symptoms, Signs, and Ill-Defined Conditions
e Use these codes in absence of a definitive mental diagnosis or when the sign or symptom is not part of the
disease course or considered incidental.

G44.209 Tension-type headache, unspecified, not intractable
G47.9 Sleep disorder, unspecified

R10.84 Generalized abdominal pain

R45.81 Low self-esteem

R45.82 Worriles

R45.83 Excessive cryving of child, adolescent or adult
R45.84 Anhedonia

R45.851 Suicidal ideations

R45.86 Emotional lability

R45.87 Impulsiveness

R45.89 Other symptoms and signs involving emotional state
R53.81  Other malaise

R53.82 Chronic fatigue, unspecified

R53.83 Other fatigue

[B]Z Codes

Z codes represent reasons for encounters. Categories Zo0—Z9g are provided for occasions when circumstances
other than a disease, injury, or external cause classifiable to categories A00—Y 89 are recorded as 'diagnoses’ or
‘problems’. This can arise in 2 main ways.

(a) When a person who may or may not be sick encounters the health services for some specific purpose, such
as to receive limited care or service for a current condition, to donate an organ or tissue, to receive prophylactic
vaccination (immunization), or to discuss a problem is in itself not a disease or injury.

(b) When some circumstance or problem is present which influences the person’s health status but is not in
itself a current illness or injury.

Z13.89 Encounter for screening for other (eg, depression, anxiety) disorder
762.6 Inappropriate (excessive) parental pressure

762.810 Personal history of physical and sexual abuse in childhood
Z62.811 Personal history of psychological abuse in childhood

762.812 Personal history of neglect in childhood

Z62.819 Personal history of unspecified abuse in childhood

762.820 Parent-biological child conflict

Z62.821 Parent-adopted child conflict

Z62.822 Parent-foster child conflict

763.31  Absence of family member due to militarv deployment

Z63.32 Other absence of family member

763.4 Disappearance and death of family member

763.5 Disruption of family by separation and divorce

763.8 Other specified problems related to primary support group

765.3 Problems related to other legal circumstances

Z70.0 Tobacco use

Z81.0 Family history of intellectual disabilities (conditions classifiable to F70-F79)

Z81.1 Family history of alcohol abuse and dependence (conditions classifiable to F10.-)
Z81.2 Family history of tobacco abuse and dependence (conditions classifiable to F17.-)
781.3 Family historv of other psychoactive substance abuse and dependence (conditions classifiable to
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781.8
786.2

786.39
7286.59
786.69
7286.79
Z87.09
Z287.19
787.798
Z91.5

F11-F16, F18-F19)

Family history of other mental and behavioral disorders

Personal history of diseases of the blood and blood-forming organs and certain disorders involving
the immune mechanism

Personal history of other endocrine, nutritional and metabolic disease
Personal history of other mental and behavioral disorders

Personal history of other diseases of the nervous system and sense organs
Personal history of other diseases of the circulatory system

Personal history of other diseases of the respiratory system

Personal history of other diseases of the digestive system

Personal history of other (corrected) congenital malformations

Personal history of self-harm
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Chapter X.
Organizational Change

Guide to the “Organizational Change” Section
Adolescent Depression Change Concepts

Adolescent Depression Change Concepts Grid

Key Measures for Improvement of Adolescent Depression Care
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Gude to the “Organizational Change” Section

Embarking on a quality improvement program to improve your treatment of adolescent
depression will likely require organizational change in your practice setting. Following the
concepts behind the chronic care model may help you improve care for your depressed
adolescent patients. While you may not be ready to incorporate all of these change concepts
at once, making small goals now can help you make big changes.

Adolescent Depression Change Concepts

Adolescent Depression Change Concepts Grid
We have included a list of 6 Adolescent Depression Change concepts and a blank grid for you
to fill out the organizational change goals you plan to fulfill.

Key Measures for Improvement of Adolescent Depression Care
Any quality improvement involves measuring change. We have included a blank form for you
to put in your goals and how you plan to measure the attainment of these goals.
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Adolescent Depression Change Concepts

Organization of Healthcare

1.
2.

4,
5.

Make sure senior leaders and staff visibly support and promote the effort to improve chronic care

Make improving chronic care a part of the organization’s vision, mission, goals, performance improvement,
and business plans

Make sure senior leaders actively support the improvement effort by removing barriers and providing
necessary resources

Assign day-to-day leadership for continued clinical improvement

Integrate collaborative models into the quality improvement program

Clinical Information Systems

1.
2.

3.
4,
5.

Establish a registry

Develop processes for use of the registry, including designating personnel to enter data, assuring data
integrity, and maintaining the registry

Use the registry to generate reminders and care planning tools for individual patients

Use the registry to provide feedback to care team and leaders

Make sure providers have access to pertinent information at the time of the patient visit

Delivery System Design

1.
2.
3.

6.

Identify depressed patients during visits for other purposes

Use the registry to proactively review care and plan visits

Assign roles, duties, and tasks for planned visits to a multidisciplinary care team. Use cross training to
expand staff capability.

Use planned visits in individual and group settings

Make designated staff responsible for follow-up by various methods, including parent advocates/outreach
workers, telephone calls, and home visits

Use parent advocates and community health programs for outreach

Decision Support

1.

arwDd

Develop tool/protocol to evaluate presence of clinically significant depression in youth and relevant
comorbidities

Know about and be capable in using and recommending evidence-based psychotherapies and medications
Know how to determine whether a patient has responded to treatment

Know when and to whom to refer for additional mental health specialty consultation

Know how to engage patients and involve them in self-management and their role in treatment

Self-Management Support

1. Know about evidence-based psychosocial and medication treatments
2. Participate actively in treatment plan development and implementation
3. Set and document self-management goals collaboratively with patients and treatment staff
Community
1. Provide materials to teachers; encourage participation in other activities
2. Establish links to community resources for defrayed medication costs, educational accommodations, etc.
3. Encourage participation in community education classes, support groups, and other activities
4. Encourage linking to advocacy groups

Courtesy of Institute for Healthcare Improvement/Bureau of Primary Health Care Health Disparities Collaborative on Adolescent Depression
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Adolescent Depression Change Concepts Grid

Clinical Self-
Organization of | Information Delivery Decision Management
Health Care System System Design | Support Support Community

© 2018 The REACH Institute Guidelines for Adolescent Depression i Primary Care. Version 3 191



Key Measures for Improvement of Adolescent
Depression Care Grid

Typical ppropriate
Levels Goal

Measure Population Statistic

Data Gathering Plan

q

Data Gathering Plan

*

Data Gathering Plan
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