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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 Illness, 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.TheReachInstitute.org).   

  

http://www.thereachinstitute.org/


© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 5 

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)  
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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: 

• A title page, which lists the contents of the section  
• A “guide” which briefly describes the tools contained in the section  
• 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.  
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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. 
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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 II: 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 II:  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 II: Assessment for depression should include direct interviews with the 
patients and families and/or caregivers (grade of evidence: 2; strength of recommendation: 
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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 II: 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 III: 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 II: 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 III: 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). 
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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 I: 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 II: 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 III: 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). 
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Clinical Assessment Flowchart 

 
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.  



 

© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 16 

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

Clinical Management Flowchart 
 

 

 
 

aPsychoeducation, 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.  
cClinicians 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.  
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Pediatric Symptom Checklist (PSC)35, Y-PSC-35 

PSC-17, PSC-17-Y  
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Guide 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) 
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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. 
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https://www.ncbi.nlm.nih.gov/pubmed/21652073
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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.sdqinfo.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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Scoring the SDQ in 4 Simple Steps 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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! 

After you’ve calculated the score for a 
subscale, write that number down in the 
appropriate location. 

 

STEP 3 

Calculate the TOTAL 
DIFFICULTIES Score by adding 
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 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 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     

 Not at all A little 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 
LEARNING 

0 0 1 2 

Interfere with LEISURE ACTIVITIES 0 0 1 2 

 

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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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 
questions 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. 

 

   

https://www.massgeneral.org/psychiatry/services/psc_forms.aspx
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx
http://psc.partners.org/
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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. 

  

https://www.massgeneral.org/psychiatry/services/psc_forms.aspx
https://www.massgeneral.org/psychiatry/services/psc_forms.aspx
https://www.ncbi.nlm.nih.gov/pubmed/?term=gardner+campo+psc
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gardner%20W%5BAuthor%5D&cauthor=true&cauthor_uid=17450052
https://www.ncbi.nlm.nih.gov/pubmed/?term=Lucas%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17450052
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kolko%20DJ%5BAuthor%5D&cauthor=true&cauthor_uid=17450052
https://www.ncbi.nlm.nih.gov/pubmed/?term=Campo%20JV%5BAuthor%5D&cauthor=true&cauthor_uid=17450052
https://www.ncbi.nlm.nih.gov/pubmed/?term=gardner+campo+psc
https://www.ncbi.nlm.nih.gov/pubmed/?term=gardner+campo+psc
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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 Criteria 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)  

Clinician Assessment of Functioning 

Children’s Global Assessment Scale (C-GAS)   
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Guide 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-screening1#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. 

  

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
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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) 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.  

2) 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)   

3) 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.  

4) Insomnia or hypersomnia nearly every day  
5) Psychomotor agitation or retardation nearly every day (observable by others, not 

merely subjective feelings of restlessness or being slowed down)  
6) Fatigue or loss of energy nearly every day  
7) Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being sick)  
8) Diminished ability to think or concentrate, or indecisiveness, nearly every day 

(either by subjective account or as observed by others)  
9) 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.  
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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.  

** If psychotic features are present, code the “with psychotic features” specifier irrespective of episode severity. 
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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 
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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 
symptoms 

Closer to 5 * Closer to 9 
 

     

Severity of 
symptoms 

Distressing but 
manageable * 

Seriously 
distressing and 
unmanageable 

 

     
Degree of 
functional 
impairment 

Minor impairment * Symptoms 
markedly interfere 

 

 
 

* 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. 
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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.    
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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 illness, they should be 
given diagnosis of major depressive disorder. Otherwise, a diagnosis of other specified 
depressive disorder or unspecified depressive disorder is warranted.  
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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 
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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).  
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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 I 
diagnosis.  

Note: Criteria A-D constitute a manic episode.  At least one lifetime manic episode is required 
for the diagnosis of bipolar I 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.  
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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.g., 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 I disorder but are not required for the diagnosis of bipolar I disorder.   
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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  

Prevalence of 
depressive 
disorders 

1-2%; 
girls: boys = 1:1 

3-8%; 
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 
fewer rigorous studies have been conducted with pre-pubertal 
youth, more evidence exists for the treatment of post-pubertal 
depression. 

 

Treatment  
 

   
   
 

CBT 
Good evidence for effectiveness 
in pre-pubertal children with 
depressive symptoms 

Good evidence for effectiveness 
in post-pubertal adolescents with 
depressive symptoms or mild 
depression 

 

  

 IPT No evidence in pre-pubertal 
youth 

Good evidence for effectiveness 
in mild to moderate depression  

 SSRIs  Some evidence for fluoxetine 

Good evidence for fluoxetine 
(TADS), some evidence for 
escitalopram, citalopram, and 
sertraline  

 

Prognosis May be at increased risk for 
bipolar disorder 

Increased risk for depression in 
adulthood  

Suicide May not understand lethality of 
means or permanence of death 

Tend to use more lethal methods 
than pre-pubertal youth  

Sources:  Textbook of Developmental and Behavioral Pediatrics, 2nd 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#fpm20001000p58-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.nlm.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  

  

https://www.aafp.org/fpm/2000/1000/p58.html#fpm20001000p58-bt2
https://www.psyrehab.ca/files/documents/Hogg_Foundation_for_MentalHealth.pdf
https://www.ncbi.nlm.nih.gov/pubmed/24074479
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 

 Bengali 

 Chinese 

 French 

 Haitian Creole 

 Hindi 

 Korean 

 Polish 

 Russian 

 Urdu 

 

We want to thank the Office of Population Health and the Office of Diversity and 
Inclusion, NYC Health + Hospitals, New York City, NY, for providing the PHQ-9 
translations.  

https://www.ncbi.nlm.nih.gov/pubmed/21041282
https://www.ncbi.nlm.nih.gov/pubmed/21041282
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 Columbia Depression Scale – Teen Version  
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Columbia Depression Scale (Ages 11 and over) 
 

Present State (last 4 weeks) 
 

TO BE COMPLETED BY TEEN 
 

If the answer to the question is “No,” circle the 0; if it is “Yes,” circle the 1.  
Please answer the following questions as honestly as possible. 

 
In the last four weeks … No Yes 

    

1. Have you often felt sad or depressed? 0 1 
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   

 little things would make you mad? 0 1 
4. Have you lost weight, more than just a few pounds? 0 1 
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 
7. Have you felt much hungrier than usual or eaten a lot more than usual? 0 1 
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   

 than you usually do? 0 1 
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 
16. Has it seemed like you couldn’t think as clearly or as fast as usual? 0 1 
17. Have you often had trouble keeping your mind on your [schoolwork/work]   

 or other things? 0 1 
18. Has it often been hard for you to make up your mind or to make decisions? 0 1 
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 
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 

 
 

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) 
 

YOUTH-COMPLETED FORM 
 

Add up “1”s (“yes”) on items 1 to 21.  
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 

12–15 Likely in 1/10 of teens 
16 and Above Highly Likely in 1/50 of teens 

   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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  
c) 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  
c) 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  
c) frequent thoughts, no plans or actions  
d) plans and/or actions that have hurt  
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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.” 



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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 PHQ 9 Modified for Teens (multiple languages) 

  



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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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: 

� 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 

questions 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 illness: 

� 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.  

� A total 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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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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 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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 PHQ-9: Modified for Teens (ages 11-17)_Arabic_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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PHQ-9: Modified for Teens (ages 11-17)_Bengali_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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PHQ-9: Modified for Teens (ages 11-17)_Simplified Chinese_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).  
© 2018 The REACH Institute. Guidelines for Adolescent Depression in Primary Care. Version 3 70 

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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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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प्रश्नावल� PHQ-9: �कशोर� के �लए संशो�धत (आयु 11-17) 

नाम: ________________                                                        �दनांक:____________________ 

�नद�श: �पछले दो सप्ताह� के दौरान �नम्न�ल�खत ल�ण� म� से प्रत्येक से आप �कतनी बार �च�ंतत हुए ह�?   प्रत्येक ल�ण के �लए उस 

उ�र के नीच ेबॉक्स म� “X” का �नशान लगाएं जो आपको महसूस होने के तर�के को सबसे अच्छ� तरह से व�णर्त करता है। 
 
 

(0)  

�बल्कुल 

नह�ं 

(1)  

कई �दन  

(2)  

आधे से 

ज्यादा �दन 

(3)  

लगभग 

रोजाना 

1. चीज़� को करने म� थोड़ी रु�च या खुशी �मलना? 0 1 2 3 

2. उदास, अवसादग्रस्त, �चड़�चड़ा, या �नराश महसूस करना? 0 1 2 3 

3. नींद आने, सोत ेरहने, या बहुत ज्यादा सोने म� क�ठनाई होना? 0 1 2 3 

4. थका हुआ, या बहुत कम ऊजार् होना महसूस करना?  0 1 2 3 

5. भूख कम लगना, वजन �गरना, या ज्यादा खाना? 0 1 2 3 

6. खुद के बारे म� बुरा महसूस करना - या यह महसूस करना �क आप 

एक असफल व्यिक्त ह�, या �क आपने खुद को या अपने प�रवार को 
नीचा �दखाया है? 

0 1 2 3 

7. चीज़� जैसे स्कूल के काम, पढ़ने, या ट�वी देखने म� ध्यान केिन्द्रत 

करने म� क�ठनाई होना? 

0 1 2 3 

8. इतने धीरे से चलना या बोलना �क दसूरे लोग� का ध्यान जा सके? 

या इसके �वपर�त - इतना व्याकुल या बेचैन होना �क आप आसपास 

सामान्य से ज्यादा चल-�फर रहे थे? 

0 1 2 3 

9. ऐसे �वचार �क मर जात ेतो बेहतर होता, या �कसी तर�के से खुद को 
चोट पहंुचाना? 

0 1 2 3 

य�द आपको इस फॉमर् क� �कन्ह�ं समस्याओं का अनुभव हो रहा है, तो इन समस्याओं ने आपके �लए अपना काम करना, घर पर 
चीज़� क� देखभाल करना या अन्य लोग� के साथ �मलना-जुलना �कतना  क�ठन  बना �दया है? 

   [  ] �बलकुल क�ठन नह�ं      [  ] थोड़ा बहुत क�ठन     [  ] बहुत क�ठन      [  ] अत्य�धक क�ठन 

�पछले वषर् म� क्या आपने अ�धकांश �दन� म� अवसादग्रस्त या दखुी महसूस �कया है, भले ह� आपको कभी-कभी ठ�क महसूस हुआ 

था?      [  ] हाँ      [  ] नह� 

क्या �पछले मह�ने म� ऐसा भी समय रहा है जब आपको अपना जीवन खत्म करने के बारे म� गंभीर �वचार आए ह�? 

[  ] हाँ      [  ] नह�ं 

क्या आपने अपने पूरे जीवन म� कभी-भी, खुद को मारने क� को�शश क� है या आत्महत्या का प्रयास �कया है? 

 [  ] हाँ     [  ] नह�ं 
 

य�द आपको ऐसे �वचार आए ह� �क मर जात ेतो बेहतर होता, या �कसी तर�के से खुद को चोट पहंुचायी, तो कृपया इस बारे म� 
अपने स्वास्थ्य सेवा �च�कत्सक से चचार् कर� , �कसी अस्पताल के आपात क� म� जाएं या 911 पर कॉल कर�। 
केवल कायार्लय उपयोग /OFFICE USE ONLY:   

 SCORE:  _________    Screener Name: ________________________   Date:  ________                        
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PHQ-9: Modified for Teens (ages 11-17)_Korean_Feb2018 

죽는 게 낫다고 생각했거나 어떤 식으로든 자해할 생각을 한 적이 있으면, 의료 담당자와 이에 대해 

상의하고, 병원 응급실로 가거나 911로 전화하십시오.  

공무란 /OFFICE USE ONLY:  

 SCORE:  _________    Screener Name: ________________________   Date:  ________                                       

 

설문지 PHQ-9: 청소년(만 11~17세)용으로 수정 

이름: ________________                                                        날짜:____________________ 

지침: 지난 2주 동안 얼마나 자주 각각의 다음 증상들로 인해 어려움을 경험했습니까? 각 증상에 

대해 귀하가 느낀 바를 가장 잘 설명하는 답변 아래에 있는 상자에 “X” 표시를 하십시오.  

 
 

(0)  

전혀 

없음 

(1)  

며칠 

동안  

(2)  

반나절 

이상 

(3)  

거의 

매일 

1. 무엇인가를 하는 데에 관심이나 흥미가 거의 없었다 0 1 2 3 

2. 기분이 저조하거나, 우울하거나, 불안하거나, 

절망적이라고 느꼈다 
0 1 2 3 

3. 잠들기, 수면 유지 또는 수면 과다 등의 어려움이 

있었다 
0 1 2 3 

4. 피곤함을 느끼거나 기운이 별로 없었다  0 1 2 3 

5. 식욕 부진, 체중 감소 또는 과식을 겪었다 0 1 2 3 

6. 자기 자신을 비관하거나 실패자라고 느끼거나 자기 

자신이나 가족을 실망시켰다고 느꼈다 
0 1 2 3 

7. 학교 공부, 독서 또는 TV 시청과 같은 일에 

집중하기 어려웠다 
0 1 2 3 

8. 다른 사람들이 알아챌 정도로 행동이나 말이 

느려졌다  
또는 반대로, 평소보다 많이 움직이면서 안절부절 

못하거나 불안했다 

0 1 2 3 

9. 죽는 게 낫다고 생각하거나 어떤 식으로든 자해할 

생각을 했다 
0 1 2 3 

이 형태의 어려움을 경험하고 있다면, 이 문제들이 귀하의 일, 집안일, 또는 다른 사람과의 관계를 

얼마나 어렵게 만들었습니까?  

   [  ] 전혀 어렵지 않다      [  ] 어느 정도 어렵다      [  ] 아주 어렵다      [  ] 대단히 어렵다 

지난 해에 때때로 괜찮다고 느끼면서도 거의 매일 우울하거나 슬프다고 느꼈습니까?  

[  ] 예       [  ] 아니오  

지난 달에 자살에 대해 심각하게 생각해본 적이 있습니까?           [  ] 예       [  ] 아니오 

일생 동안 한 번이라도 자살 시도를 한적이 있습니까?            [  ] 예      [  ] 아니오 
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PHQ-9: Modified for Teens (ages 11-17)_Urdu_Feb201 



Borrowed and adapted with permission from the Columbia Treatment Guidelines (2002). Depressive Disorders (Version 2). 
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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.  
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Columbia Depression Scale (Ages 11 and over) 
 

Present State (last 4 weeks) 
 

TO BE COMPLETED BY PARENT OF FEMALE CHILD 
 

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 

    

1. Has she often seemed sad or depressed? 0 1 
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   

 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 
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 
11. Has she often seemed restless … like she just had to keep   

 walking around? 0 1 
12. Has she seemed to have less energy than she usually does? 0 1 
13. Has doing even little things seemed to make her feel really tired? 0 1 
14. Has she often blamed herself for bad things that happened? 0 1 
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 
16. Has it seemed like she couldn’t think as clearly or as fast as usual? 0 1 
17. Has she often seemed to have trouble keeping her mind on   

 her [schoolwork/work] or other things? 0 1 
18. Has it often seemed hard for her to make up her mind or to   

 make decisions? 0 1 
19. Has she said she often thought about death or about people who   

 had died or about being dead herself? 0 1 
20. Has she talked seriously about killing herself? 0 1 
21. Has she EVER, in her WHOLE LIFE, tried to kill herself or   

 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. 
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Columbia Depression Scale (Ages 11 and over) 
 

Present State (last 4 weeks) 
 

TO BE COMPLETED BY PARENT OF MALE CHILD 
 

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 son (male child) as honestly as possible. 

 
In the last four weeks … No Yes 

    

1. Has he often seemed sad or depressed? 0 1 
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   

 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 
7. Has it seemed like he felt much hungrier than usual or ate a lot more   

 than usual? 0 1 
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 
12. Has he seemed to have less energy than he usually does? 0 1 
13. Has doing even little things seemed to make him feel really tired? 0 1 
14. Has he often blamed himself for bad things that happened? 0 1 
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 
16. Has it seemed like he couldn’t think as clearly or as fast as usual? 0 1 
17. Has he often seemed to have trouble keeping his mind on   

 his [schoolwork/work] or other things? 0 1 
18. Has it often seemed hard for him to make up his mind or to   

 make decisions? 0 1 
19. Has he said he often thought about death or about people who   

 had died or about being dead himself? 0 1 
20. Has he talked seriously about killing himself? 0 1 
21. Has he EVER, in his WHOLE LIFE, tried to kill himself or   

 made a suicide attempt? 0 1 
22. Has he tried to kill himself in the last four weeks? 0 1 
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Columbia Depression Scale (Ages 11 and over) 
 

Present State (last 4 weeks) 
 

PARENT-COMPLETED FORM 
 

Add up “1”s (“yes”) on items 1 to 21.  
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 

10–12 Likely in 1/10 of teens 
13 and Above Highly Likely in 1/50 of teens 
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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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Chapter IV. 
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,  
• setting realistic goals and generating solutions, and  
• 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. 

 

 

https://www.integration.samhsa.gov/clinical-practice/macarthur_depression_toolkit.pdf
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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. 
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Table 1. Cognitive Behavioral Therapy and Interpersonal Therapy 

Therapy Key Components Manuals/Websites 

 

 

CBT 

Thoughts influence behaviors and feelings, and vice 

versa.  Treatment targets patient’s thoughts and 

behaviors to improve his/her mood. 

Essential elements of CBT include increasing 

pleasurable activities (behavioral activation), 

reducing negative thoughts (cognitive 

restructuring), and improving assertiveness and 

problem-solving skills to reduce feelings of 

hopelessness 

Treating Depressed Children: 
Therapist Manual for "Taking 
Action" 
Kevin Stark, Ph.D., and Philip 
C.Kendall, Ph.D., 1996 53pp. 

Adolescent Coping with 
Depression Course 
Gregory Clarke, Ph.D., Peter 
Lewinsohn, PhD, Hyman Hops, 
Ph.D. 1990 
https://research.kpchr.org/Resear
ch/Research-Areas/Mental-
Health/Youth-Depression-
Programs#Downloads 

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

IPT 

Interpersonal problems may cause or exacerbate 

depression and that depression, in turn, may 

exacerbate interpersonal problems.  Treatment 

targets patient’s interpersonal problems to improve 

both interpersonal functioning and his/her mood. 

Essential elements of interpersonal therapy include 

identifying an interpersonal problem area, improving 

interpersonal problem-solving skills, and modifying 

communication patterns 

Interpersonal Psychotherapy for 
Depressed Adolescents, 2nd ed. 
Laura Mufson, Kristen Pollack 
Dorta, Donna Moreau, and Myrna 
M. Weissman. New York, Guilford 
Press 2011 (paperback), 315 pp  

CBT=Cognitive Behavioral Therapy   

IPT=Interpersonal Therapy   
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http://mghcme.org/page/cognitive_behavioral_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. 
© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 89 

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  
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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 psychiatrist/APRN may be indicated.  

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

Choice of an SSRI can be based on: 

FDA approval for adolescents*  

Success of prior medication trials*  

SSRI half-life*  

Interactions with other medications  

Side effect profiles of the different medications 

Family history of successful medication 
treatment  

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. 

*Due to its FDA approval, multiple 
successful medication trials, and 
long half-life (which minimizes 
adverse effects of poor 
compliance), if there are no 
contraindications, fluoxetine is 
recommended as the first-choice 
SSRI, but other SSRIs (see Table 
2)  may be considered “first-line” as 
well, especially escitalopram, which 
is also FDA-approved for 
adolescents. 
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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. 
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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)  
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Table 2. SSRI Dosing and Adverse Effects 

 Medication Starting 
Dose* Increments Effective 

Dose 
Maximum 
Dosage 

Not to Be 
Used 
With 

Common 
Adverse 
Effects 

RCT 
Evidence 
for 
Efficacy 

First 
Line Fluoxetine 10 mg 

po qd 10-20 mg 20 mg 60 mg MAOIs*** 

Headaches, 
GI upset, 
insomnia, 
agitation, 
anxiety 

Y** 

Second 
Line 

Escitalopram 
(first-line: 
12 and 
older) 

5 mg po 
qd 5 mg 10-20 mg 20 mg MAOIs*** 

Headaches, 
GI upset, 
insomnia 

Y** 

Citaloprama 10 mg 
po qd 10 mg 20 mg 40 mg MAOIs*** 

Headaches, 
GI upset, 
insomnia 

Y 

Sertraline 25 mg 
po qd 12.5-25 mg 100 mg 200 mg MAOIs*** Headaches, 

GI upset Y 

 

*Younger adolescents should be started on lower doses 

**FDA approved  

***MAOI, monoamine oxidase inhibitor  
aClinicians should consider an EKG given the warning of cardiac side effects 
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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 

Medication 
 

Tapering Increments 
 

Time between each 
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 
 

5 mg 
 

1-2 weeks 
 

Note: May start second medication but need to inform patients/families about possible adverse 
events such as serotonin syndrome 
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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 q3 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. 
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Depression Monitoring Flow Sheet    
 
 Patient Name:  Collateral Contacts:   

 

 Date of Initial Initial Target Initial Baseline score Baseline Initial 
 

 Assessment Symptoms Assessment on Assessment Suicidality Action 
 

 (Week 0; depression as  Tool Used Tool (None, Passive, (i.e., Education, 
 

 working diagnosis)    Active) Medication, 
 

       Consultation) 
 

        
 

  
Date 

 
Mode (s) of Assessment 

Change in 
Action  

  
Assessing Target  

 

Week (write n/a if pt. interview Tool / Score (i.e., Education,  

 Symptoms /  

 not assessed in Clinician (i.e., Face-to-face, (i.e., CGAS, PHQ- Medication,  

  

Side Effects  

  given week)  telephone) 9) 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 treatment. 
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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.1 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.3 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   
3 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 

  

https://www.cdc.gov/healthyyouth/data/yrbs/pdf/2015/ss6506_updated.pdf
https://www.cdc.gov/nchs/nvss/deaths.htm
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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.  

2. 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.  

3. 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  

4. 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.  

5. 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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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 I), 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 IIa and IIb). Form IIb 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 IIa, 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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Forms to Facilitate the Referral Process 

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: __________________________________________________________---------- 

Is on these medications:_____________________________________________________________________----------- 

And has these significant health problems: _______________________________________________________---------- 

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:_________________________________________________________________________________________ 

I am I am NOT willing to help manage mental health medications. 

***I would like to hear back from you at your earliest convenience. I have attached Forms IIa and IIb to facilitate this 
feedback. 

___________________________  ______________________________  _____________________  ________---------- 

(Provider Signature)                    (Printed Name and Title)                 (Phone)                       (Fax) 

Address:_______________________________________________________________________________________ 
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FORM IIa: 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. I hereby permit the use or disclosure of the above information to the person identified above. I 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. I 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 I have authorized to use and/or disclose my child’s protected 
health information have already taken action because of my earlier authorization.  

5. I do not have to sign this authorization and that my refusal to sign will not affect my child’s ability to obtain treatment.  
6. I have a right 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: I 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: I 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: I certify that I 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: I 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 IIb: Report from MHP to PCP  
(Information to be provided by mental health provider) 
 
Dear Colleague, 
 
I 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, I recommend  
Lab tests for the following: _____ CBC _____ Thyroid studies _____ Chem panel _____EKG 
 
Other treatment recommendations: 
_______________________________________________________________________________________ 
_______________________________________________________________________________________ 
 
___I would ___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 

Guide 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.  
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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 GI 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.  
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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 I do if I think the treatment I 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.  
 

Q: Why do I need to keep taking antidepressant medications after I feel better?  
A: 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 illness 
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.  

  



© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 112 

Checklist of Educational Materials for Adolescents 
Category Handout Date Provided 

 

 

Depression 

Information 
Childhood Depression 

  

  

   

Medication 

Antidepressant Medication and YOU (12-21)   

   

Information 

Antidepressant Medication and YOU (10-12) 

  

   

    

Psychological Patient Handout on Psychological Counseling   

Counseling    

 Self-Care Success   

    

 Monitoring Sheet for Depression   

    

Self- 

Depression Medication and Side Effects   

   

Management 

Mental Health and Drugs and Alcohol 

  

   

    

 How Can You Help with Sleep Problems   

    

 Suicide: What Should I 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 Materials 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?  



© 2018 The REACH Institute Guidelines for Adolescent Depression in Primary Care. Version 3 115 

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.  

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

o 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 I Know: This sheet teaches teens about suicide warning signs 
and how to ask for help.  
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Childhood Depression 
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OLDER TEEN 

Antidepressant Medication and YOU (12-21) 
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YOUNGER TEEN 

Antidepressant Medication and YOU (10-12) 
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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  
 Physically      Pleasant     Balanced  
 Active      Activities     Meals  
              

Each week during the next month I    Even though I may not feel    Even if I don’t feel like it, I will  
will spend at least ____ days doing    motivated I 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  
With People 

Who Can 
Support You  

During the next month I will 
spend at least ___ days for at 
least __ minutes at a time with:  
_________ doing:_____________  
_________ doing______________  
_________ doing:_____________  

(Who?) (What?) 
(e.g. talking, eating, playing) 

 
 

Spend Time  
Relaxing 

 
Each week I will spend at least  
____ days relaxing for ___ 
minutes by participating in the 
following activities: _________ 
__________________________  
__________________________  
(e.g. reading, writing in a 
journal, deep breathing, 
muscle relaxation) 

 
 

Small Goals  
& 

Simple Steps  
The problem is:________________  
____________________________  
My goal is:___________________  
____________________________  
Step 1:______________________  
____________________________  
Step 2:_______________________  
____________________________  
Step 3:_______________________ 

 
 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 
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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 illness, 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 

 

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
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How Can You Help with Sleep Problems 
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Suicide: What Should I Know? 
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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.  



 

A FAMILY GUIDE 

NAMI’s A Family Guide 
 
 
 
 
 
 

What Families Need to Know 
about Adolescent Depression 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Prepared by: 
Kenneth Duckworth, M.D. 

NAMI medical director and child and adolescent psychiatrist 
 

Darcy Gruttadaro, J.D.  
director, NAMI Child and Adolescent Action Center 

 
Dana Markey  

program manager, NAMI Child and Adolescent Action Center 
 

December 2010  
 

2nd Edition 1   
  



 

Adolescent Depression 
 
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.1 
In adolescence, twice as many girls as boys are diagnosed with 
depression.2 The compounding issues of sexual identity and stigma often 
raise the risk of depression in gay, lesbian, bisexual and transgender 
(GLBT) youth.3 Children in military families also experience higher rates 
of depression than the general population with one in four of them 
experiencing symptoms of depression.4 
 
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.5 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.7 
 
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-IV), 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. 

5 



 

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.8 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 
 
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. 

 
1 



 

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.
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Treating Depression 
 
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. 
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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.9 
 
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 
 
It is estimated that about 3,000 youth die by suicide each year in our 
nation.10 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).11 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.12 GLBT youth are up to four times more likely to 
attempt suicide than their heterosexual peers.13 
 
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.14 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 
 
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 
 
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 
 
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:  

• 71 percent of adolescents receiving Prozac combined with 
CBT (group two) showed much or very much improvement.   

• 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.  

• 89 percent of adolescents receiving combination Prozac and 
CBT maintained improvement for the full 36 weeks.   

• 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 (Paxili, 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;   
• a history of abuse;   
• two or more previous suicide attempts; and   
• a strong 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 
 
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 
 
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
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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 
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Depression and the Family 
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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 

  

https://www.aap.org/en-us/professional-resources/practice-transformation/getting-paid/Coding-at-the-AAP/Pages/Coding-Fact-Sheets.aspx
https://www.aap.org/en-us/professional-resources/practice-transformation/getting-paid/Coding-at-the-AAP/Pages/Coding-Fact-Sheets.aspx
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American Academy of Pediatrics Standardized Screening/Testing Coding Fact Sheet for Primary Care Pediatricians: Developmental/Behavioral/Emotional 
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American Academy of Pediatrics Depression Coding Fact Sheet for Primary Care Clinicians 
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Guide 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. Make sure senior leaders and staff visibly support and promote the effort to improve chronic care  
2. Make improving chronic care a part of the organization’s vision, mission, goals, performance improvement, 

and business plans  
3. Make sure senior leaders actively support the improvement effort by removing barriers and providing 

necessary resources  
4. Assign day-to-day leadership for continued clinical improvement  
5. Integrate collaborative models into the quality improvement program  

Clinical Information Systems 
1. Establish a registry  
2. Develop processes for use of the registry, including designating personnel to enter data, assuring data 

integrity, and maintaining the registry  
3. Use the registry to generate reminders and care planning tools for individual patients  
4. Use the registry to provide feedback to care team and leaders  
5. Make sure providers have access to pertinent information at the time of the patient visit  

Delivery System Design 
1. Identify depressed patients during visits for other purposes  
2. Use the registry to proactively review care and plan visits  
3. Assign roles, duties, and tasks for planned visits to a multidisciplinary care team. Use cross training to 

expand staff capability.  
4. Use planned visits in individual and group settings  
5. Make designated staff responsible for follow-up by various methods, including parent advocates/outreach 

workers, telephone calls, and home visits  
6. Use parent advocates and community health programs for outreach  

Decision Support 
1. Develop tool/protocol to evaluate presence of clinically significant depression in youth and relevant 

comorbidities  
2. Know about and be capable in using and recommending evidence-based psychotherapies and medications  
3. Know how to determine whether a patient has responded to treatment  
4. Know when and to whom to refer for additional mental health specialty consultation  
5. 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 
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Key Measures for Improvement of Adolescent 
Depression Care Grid 
Measure Population Statistic Typical 

Levels 
Appropriate 
Goal 
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