


Depressive Symptoms?
Unexplained Somatic Complaints?

v

Safety screen: Neglect/Abuse?
Medical condition (i.e. anemia, thyroid problem?)
Thoughts of hurting oneself?
--if yes, are there plans and means available?

v

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

Can problem be
managed in primary
care?

YES NO—p»| Referral

Judgment Call

| ]
Mild Problem Moderate/Severe Problem

(significant impairment in one setting, or at least
moderate impairment in multiple settings

!

Individual psychotherapy referral
oCBT and IPT are preferred, where available
ePsychoeducation, 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

(noticeable, but basically functioning OK)

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

Consider starting SSRI, especially if severe

¢ eFluoxetine first line
e Citalopram/Sertraline second line
Follow up appointment in 2-4 weeks to check if oThird line agents are other SSRIs, buproprion, mirtazepine
situation is getting worse e Wait four weeks between dose increases to see changes
oCheck for side effects every 1-2 weeks in first month of use
Repeating rating scale helps comparison (by phone or in person)

oStop SSRI if get agitation, anxiety or suicidal thoughts

Those not improving on their own may become eConsult MH specialist if monotherapy is not helping
referral candidates for counseling

Monitor progress with repeat use of rating scale

Primary References:
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Self Report Version - SMFQ
SHORT MOOD AND FEELINGS QUESTIONNAIRE

This form is about how you might have been feeling or acting recently.

For each question, please check how much you have felt or acted this way
in the past two weeks.

If a sentence was true about you most of the time, check TRUE.
If it was only sometimes true, check SOMETIMES.
If a sentence was not true about you, check NOT TRUE.

TRUE 3SOME NOT

TIMES TRUE

1. | felt miserable orunhappy . ..................... L1 1 L
2. | didn'tenjoy anything atall . .................... L1 LJ L
3. Ifelt sotired | just sat around and did nothing ....... ] L) L
4, Iwasveryrestless .............ovuinnnennnrnnas 1 L1 [
5. Ifelt Iwasnogoodanymore .................... 1 L) L]
B.  1CHEd@IOl ..ottt L1 L1 L
7. | found it hard to think properly or concentrate . .. .... B e
8. lhatedmyself ............. ... ... ... it 1 L L
9. I Wasabad Person ... .......uueeeuneiannnienn, 1 L [
10, Ifeltlonely ........vuirinninriiiinnnnaay 1 L1 L
11. | thought nobody really loved me ... .............. 1 L] L
12. | thought | could never be as good as other kids . ..... L1 L] L
13. IdideverythingWrong . ..........oovuivnnennn. e

Copyright Adrian Angold & Elizabeth J. Costello, 1987; Developmental Epidemiology Program; Duke University

Reproduced with permission from developer, may be reproduce



Parent Report Version - SMFQ

SHORT MOOD AND FEELINGS QUESTIONNAIRE

This form is about how your child may have been feeling or acting recently.

For each question, please check how much she or he has felt or acted this way
in the past two weeks.

If a sentence was true about your child most of the time, check TRUE.

If it was only sometimes true, check SOMETIMES.

If a sentence was not true about your child, check NOT TRUE.

10.

11.

12.

13.

TRUE SOME NOT
TIMES TRUE
S/he felt miserable orunhappy ............0vvvuns L1 [ [
S/he didn't enjoy anythingatall .................. Lt L1 L
$/he felt so tired that s/he just sat around and did nothing. L L1 | ]
Sthhewasveryrestless . .. .........vvvrvrnnnennns Ll 1 ]
S/he felt slhe wasnogoodanymore . .. ............ I I
Sthhecriedalot...........ccovtrrrriiiainaanaa L1 L1 L
S/he found it hard to think properly or concentrate . . .. 1 O
S/he hated him/herself ... ........... ... c.covonn ) 1
S/he felt s/he was abad Person .. ... ........oov... L ] [
Shhefeltlonely ..........ccoiiirneernnrnneran, I I e
S/he thought nobody really loved him/her .......... L4 L1 L
S/he thought s/he could never be as good as other kids . I I
S/he felt s/he did everythingwrong . .. ............. 1 1
Copyright Adrian Angold & Elizabeth J. Costello, 1987; Developmental Epidemiology Program; Duke University
Reproduced with permission from developer, may be

reproduce



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 i 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, Costell o EJ, Messer SC. “ L
epidemiol ogi cal studi es of dletgrmatosakJoumalofi n chi | dr
Methods in Psychiatric Resea(d®95), 5:237249)

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.



PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

NAME: DATE:

Over the last 2 weeks, how often have you been

bothered by any of the fellowing problems?

{use """ to indicate your answer) 5 3 @@\@?
r;%

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep,
or sleeping too much

4, Feeling tired or having little energy

5. Poor appetite or overeating

6. Feeling bad about yourself—or that
you are a failure or have let yourself
or your family down

7. Trouble concentrating on things, such as reading the
newspaper or watching television

8. Moving or speaking so slowly that other people could
have noticed. Or the opposite—being so fidgety
or restless that you have been moving around a lot
more than usual

9. Thoughts that you would be better off dead,
or of hurting yourself in some way

add columns:

(Healthcare professional: For interpretation of TOTAL,  TOTAL:
plaasa rafer to accompanying scoring card).

10. If you checked off any problems, how
difficult have these problems made it for
you to do your work, take care of things at
home, or get along with other people?

Hot difficult at all

Somewhat difficult

Very difficult

Extremely difflcult

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 withgubertal children.
A number of studies have used this scale for adolescent patients.

The PHE should not be used to make a definitive diagnosis of depression. It has usefulness as a

screening tool for situations where depression i ¢
symptom severity and treatment response over time.

lye LRaAldAdS NBalLkRyasS G2 ljdSadizy ¢ akKz2dZd R 0SS F2f
safety. Any immediate plans for suicide require an emergent response.

Question 10 should be noted as at | east “somewhat
depression. A depression diagnosis requires a functional impairment to be present.

Add up the total number from items-9

Estimated depression severity:

0-4 None

59 Minimal symptoms

10-14 Possible dysthymia, or mild Major Depression
1519 Consistent with Major Depression

> 2 @Consistent with severe Major Depression

*As recommended by Macarthur Foundation and Pfizer, Inc.



Depression Medications

: Increase FDA
Usual starting . . .
Dosage increment RCT evidence depression
Drug Name dose for o
Form (after ~4 in kids approved for
adolescent :
weeks) children?
Fluoxetine ran, 20,40 10 mg/day 10-20ma* Yes Yes
(Prozac) J g (over age 8)

20mg/5ml (60 max)*
Fluoxetine considered first line due to stronger evidence base in children

10, 20, 40 | 10 mg/day

C(Ict:aelfep;:)m mg 10-20mg** Yes No
10mg/5ml (60 max)*
i 25, 50, 25 mg/day
Sertraline .
(Zoloft) 100mg 2550mg Yes No

20mg/ml (200 max)*

5 mg/da ves
Escitalopram 5, 10, 20mc gcay 5-10mg** Yes
(Lexapro) 5mg/5ml 9 (for

*
(20 max) adolescents)

Editorial
Comments

Long % life, no
side effect from &
missed dose

Few drug
interactions

May be prone to
side effects wher

stopping

No generic form.
Active isomer of
citalopram

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

75, 100 mg 75 mg/day

BUDroDrioN (later dose
PIOPMION ~160,150,20 this BID) 75100mg**  No No
(Wellbutrin)
0 mg SR
forms (400mg max)*
. . 15 mg/day
el v g Mo N
9 (45 max)*
25, 37.5
L L NO
50, 75, 37.5 mg/day
. 100mg
Venlafaxine 37 5 t0 75ma ** (May have NoO
(Effexor) 3757515 ' g higher Sl risk
0 m ’ER; (225 max)* than others
formgs for children)

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

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

Sedating,
increases
appetite

Only
recommended
for older
adolescents.

Withdrawal
symptoms can be
severe.

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



Depression Resources
Information for Families

Books families may find helpful:

The Childhood Depression Sourceb¢b®98), by Jeffery Miller

The Depressed Child: Overcoming Teen Depre$2@fil), by Mariam Kaufman

The Explosive Chi(@001), by Ross Greene

Books children may find helpful:

Taking Depression to Sch@@aD02), by Kathy Khalsa (for young children)

Where’'s Your &O00l)lbgClair Ereedroaa @or yloung children)

Feeling Good: The New Mood Thergp999), 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.parentsmedqguide.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/ TxFosterCareParameteecember2010.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

