
Depression 



Depressive Symptoms?
Unexplained Somatic Complaints?

Safety screen: Neglect/Abuse?

Medical condition (i.e. anemia, thyroid problem?)

Thoughts of hurting oneself? 

     --if yes, are there plans and means available?

Think about comobidity: Anxiety, ODD, Conduct Disorder, ADHD, 

Dysthymia, Substance abuse

Diagnosis: 

DSM-IV TR Diagnostic Criteria

Rating Scale: SMFQ or PHQ-9  (or others for a fee)

Label as “Depression, NOS” if significant symptoms 

but not clear if Major Depression

Referral

Mild Problem
(noticeable, but basically functioning OK)

Moderate/Severe Problem
(significant impairment in one setting, or at least 

moderate impairment in multiple settings

Educate patient and family

     Support increased peer interactions

     Behavior activation, exercise

     Encourage good sleep hygiene

     Reduce stressors, if possible 

     Remove any guns from home

     Offer parent/child further reading resources

NO

Can problem be 

managed in primary 

care?

Individual psychotherapy referral

   ●CBT and IPT are preferred, where available

   ●Psychoeducation, coping skills, and problem

       solving focus are all helpful in therapy

Educate patient and family (as per mild problem on left)

Consider family therapy referral

Consider starting SSRI, especially if severe 

●Fluoxetine first line

●Citalopram/Sertraline second line

●Third line agents are other SSRIs, buproprion, mirtazepine

●Wait four weeks between dose increases to see changes

●Check for side effects every 1-2 weeks in first month of use 

(by phone or in person)

●Stop SSRI if get agitation, anxiety or suicidal thoughts

●Consult MH specialist if monotherapy is not helping

Monitor progress with repeat use of rating scale

Follow up appointment in 2-4 weeks to check if 

situation is getting worse

Repeating rating scale helps comparison

Those not improving on their own may become 

referral candidates for counseling
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Reproduced with permission from developer, may be reproduced for use with one’s own patients.  

Self Report Version - SMFQ 



Parent Report Version - SMFQ 

Reproduced with permission from developer, may be reproduced for use with one’s own patients.  



Scoring the SMFQ 
(Short Mood and Feelings Questionnaire) 

Note: the SMFQ has been validated for use in children age 6 years and up. 
 

 
The SMFQ should not be used to make a definitive diagnosis of depression.  It has usefulness as a 
screening tool for situations where depression is suspected, and as an aide toward following a child’s 
symptom severity and treatment response over time. 
 
 
Scoring: 
 
Assign a numerical value to each answer as follows: 
Not true = 0 
Sometimes = 1 
True = 2 
 
Add up the assigned values for all 13 questions.  Record the total score. 
 
A total score on the child version of the SMFQ of 8 or more is considered significant. 
 
 

(Sensitivity of 60% and specificity of 85% for major depression at a cut off score of 8 or higher.  
Source is Angold A, Costello EJ, Messer SC.  “Development of a short questionnaire for use in 
epidemiological studies of depression in children and adolescents.”  International Journal of 
Methods in Psychiatric Research (1995), 5:237-249) 

 
 
Sensitivity/specificity statistics of the parent version is not reported in the literature.  If your patient 
does not complete the child version of SMFQ, repeated administration of the parent version over time 
should still be useful for symptom tracking. 



Version formatted by Macarthur Foundation.  Copyright © Pfizer, Inc., 1999.  Developed by R Spitzer and J Williams et al.  
with an educational grant from Pfizer.  May be reproduced for clinical use. 



Scoring the PHQ-9 
(Patient Health Questionnaire) 

Note: this scale has not been evaluated for use with pre-pubertal children.   
A number of studies have used this scale for adolescent patients. 
 
The PHQ-9 should not be used to make a definitive diagnosis of depression.  It has usefulness as a 
screening tool for situations where depression is suspected, and as an aide toward following a child’s 
symptom severity and treatment response over time. 
 
 
!ƴȅ ǇƻǎƛǘƛǾŜ ǊŜǎǇƻƴǎŜ ǘƻ ǉǳŜǎǘƛƻƴ ф ǎƘƻǳƭŘ ōŜ ŦƻƭƭƻǿŜŘ ǳǇ ǿƛǘƘ ǉǳŜǎǘƛƻƴǎ ŀōƻǳǘ ǘƘŜ ŎƘƛƭŘΩǎ ŎǳǊǊŜƴǘ 
safety.  Any immediate plans for suicide require an emergent response. 
 
Question 10 should be noted as at least “somewhat difficult” to be consistent with a diagnosis of 
depression.  A depression diagnosis requires a functional impairment to be present. 
 
 
 
Add up the total number from items 1-9 
 
Estimated depression severity: 
 
0-4  None 
 
5-9  Minimal symptoms 
 
10-14  Possible dysthymia, or mild Major Depression 
 
15-19  Consistent with Major Depression 
 
≥ 20   Consistent with severe Major Depression 
 
 
 
 
 
 
 
 
 
 
 
*As recommended by Macarthur Foundation and Pfizer, Inc. 



Depression Medications 

Starting doses in children less than 13 may need to be lowered using liquid forms 
Successful medication trials should continue for 6 to 12 months 

 
 * Recommend decrease maximum dosage by around 1/3 for pre-pubertal children 

** Recommend using the lower dose increase increments for younger children. 

Drug Name 
Dosage 
Form 

Usual starting 
dose for  

adolescent 

Increase 
increment 
(after ~4 
weeks) 

RCT evidence 
in kids 

FDA 
depression 

approved for 
children? 

Editorial  
Comments 

Fluoxetine 
(Prozac) 

10, 20, 40 
mg 
20mg/5ml 

10 mg/day 
  
(60 max)* 

10-20mg** Yes 
Yes 
(over age 8) 

Long ½ life, no 
side effect from a 
missed dose 

Fluoxetine considered first line due to stronger evidence base in children  

Citalopram 
(Celexa) 

10, 20, 40 
mg 
10mg/5ml 

10 mg/day 
  
(60 max)* 

10-20mg** Yes No 
Few drug 
interactions 

Sertraline 
(Zoloft) 

25, 50, 
100mg 
20mg/ml 

25 mg/day 
  
(200 max)* 

25-50mg** Yes No 
May be prone to 
side effects when 
stopping 

Escitalopram 
(Lexapro) 

5, 10, 20mg 
5mg/5ml 

5 mg/day 
  
(20 max)* 

5-10mg** 

Yes 
  
(for 
adolescents) 

Yes 
No generic form.  
Active isomer of 
citalopram 

Citalopram (escitalopram) and Sertraline considered second line per the evidence base in children  

Buproprion 
(Wellbutrin) 

75, 100 mg 
  
100,150,20
0 mg SR 
forms 

75 mg/day 
(later dose 
this BID) 
  
(400mg max)* 

75-100mg** No No 

Can have more 
agitation risk.  
Also has use for 
ADHD treatment. 

Mirtazepine 
(Remeron) 

15, 30, 45 
mg 

15 mg/day 
  
(45 max)* 

15mg** No No 
Sedating, 
increases 
appetite 

Venlafaxine 
(Effexor) 

25, 37.5, 
50, 75, 
100mg 
  
 37.5,75,15
0 mg ER 
forms 

37.5 mg/day 
  
  
 (225 max)* 

37.5 to 75mg ** 

No 
  
(May have 
higher SI risk 
than others 
for children) 

No 

Only 
recommended 
for older 
adolescents. 
  
Withdrawal 
symptoms can be 
severe. 

Others above considered third line treatments per the evidence base in children  



Depression Resources 
Information for Families 

Books families may find helpful: 
 
The Childhood Depression Sourcebook (1998), by Jeffery Miller 
 
The Depressed Child: Overcoming Teen Depression (2001), by Mariam Kaufman 
 
The Explosive Child (2001), by Ross Greene 
 
 
Books children may find helpful: 
 
Taking Depression to School (2002), by Kathy Khalsa (for young children) 
 
Where’s Your Smile, Crocodile? (2001), by Clair Freedman (for young children) 
 
Feeling Good: The New Mood Therapy (1999), by David Burns (for adolescents) 
 
 
Crisis Hotlines: 
 
National Crisis Hotline 
1-800-784-2433 
 
 
Websites families may find helpful: 
 
Guide to depression medications from multiple professional organizations 
www.parentsmedguide.org  
 
National Institute of Mental Health 
www.nimh.nih.gov  
 
American Academy of Child and Adolescent Psychiatry 
www.aacap.org  
 
Medication project - CMAP patient and family information 
www.dfps.state.tx.us/documents/about/pdf/TxFosterCareParameters-December2010.pdf  
 
Excellent consumer guide to childhood depression from NAMI 
www.nami.org/Content/ContentGroups/CAAC/Family_Guide_final.pdf  

http://www.parentsmedguide.org/
http://www.nimh.nih.gov/
http://www.aacap.org/
http://www.dfps.state.tx.us/documents/about/pdf/TxFosterCareParameters-December2010.pdf
http://www.nami.org/Content/ContentGroups/CAAC/Family_Guide_final.pdf

