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Depression in adolescents

Introduction

The purpose of this guide is to help families and clinicians work together to help teens who are sad or irritable. These are common feelings, but when they last for more than a short time and interfere with the teen and family’s activities they bear evaluation.  

Presenting concerns

Teens usually are evaluated because they disclose feeling sad or having suicidal thoughts. Depression can also present with loss of interest in school and other activities, withdrawal from friends and family, or with simultaneous problems (risky or oppositional behavior, substance use). Teens may first complain of physical symptoms such as headaches, abdominal pain, trouble sleeping, and fatigue. Irritability is often a prominent symptom of depression in teens.

Which of these concerns or signs seems most common among teens that you care for?

______________________________________________________________________

When to look for depression

Several factors increase the risk of depression, and their presence should alert the practitioner and family to the possibility of this diagnosis.  These include prior or recent trauma or bereavement, family breakdown, and adolescents with shy personalities who have peer relationship problems.  Problems may worsen or come to light when the teen suffers a major life setback such as the breakup of a relationship.

What sorts of situations or events might be triggers for low mood among the teens you care for?

________________________________________________________________________
Diagnostic features to explore

Depression in adolescents is diagnosed using the same criteria as in adults.

· Low or sad mood is present most days. 

· Loss of interest or pleasure is present most days.

As well as several of the following associated symptoms:

· Hopelessness 

· Poor concentration 

· Poor or excessive sleep for developmental stage 

· Weight loss (or failure to gain weight normally) or excessive weight gain 

· Suicidal thoughts or acts 

· Low self-esteem 

· Loss of energy 

· Agitation or slowing of movement or speech.

To qualify for a diagnosis of depressive disorder, these symptoms should lead to significant suffering or impairment and should persist for at least two weeks.  But individuals who don’t meet these criteria, however, can have similar levels of impairment as those who do.  
Gauging severity and the need for referral or extra help

Concern for suicidal ideas and behavior can make depression an anxiety-provoking diagnosis to entertain.  One of the first tasks is to judge the severity of the teen’s problems:

1. Are there others in the family (present or past generations) who have had depression, bipolar disorder, or who have attempted suicide? These are delicate questions, and teens and parents may need opportunities to answer confidentially, since this is information that is not always shared among family members.  Positive responses – especially a family history of suicide – increases concern.  

Think here about how (and who) you would ask to find out this information:

____________________________________________________________ 

2. If the teen is willing and able to read, you can ask them to complete a questionnaire like the PHQ-9 or CES-D).  

3. The severity of suicidal thoughts can be assessed with several questions (Bright Futures, page 276):
“Have you ever felt bad enough that you wished you were dead?”

“Have you had any thoughts about wanting to kill yourself?”

“Have you ever tried to hurt or kill yourself?”

“Do you have a plan?”

“Do you have a way to carry out your plan?”

Depression in the context of having made a prior attempt, having plans (especially with means available), or a friend or acquaintance who has suicided requires urgent attention.  Substance and conduct problems or abuse are also thought to create increased risk. Immediately, you can reassure the teen that these feelings will go away and that they are a wanted and respected person.  Try to find the teen a comfortable place and stay with them.

Think about what might be an action plan here in your setting:

____________________________________________________________

4. Psychosis: depression can be complicated by problems with thinking that go beyond feeling hopeless.  These problems include delusions (strongly held and usually odd, false beliefs about others, one’s body, one’s self), paranoia (strongly felt and unjustified concerns that others are following or intend harm), or hallucinations (seeing or hearing things that others don’t hear or see).  Individuals often don’t volunteer that they are having these sorts of thoughts; asking is important if the person’s interactions seem unusual.  Psychotic symptoms are reasons for urgent specialist evaluation.  In the context of HIV, a medical evaluation is warranted.

If a teen is very agitated and appears to have severe delusions or hallucinations and poses a danger to him or herself or others, they may often be calmed temporarily by keeping the environment quiet, calming but not intrusive talk, and reassurance that whatever they are fearful of will be controlled.

In an emergency, treatment with lorazepam (1 or 2 mg orally or intramuscularly) or haloperidol (2-5 mg orally or intramuscularly) may be used while other help is sought.

5. Bipolar disorder: individuals with bipolar disorder have markedly varying low and high mood. The hallmark symptoms are sustained periods of time (days to weeks) marked by increased energy and decreased sleep and appetite.  The increased energy can be marked by irritability or overly positive feelings or a combination of both. It is often accompanied by reckless or impulsive acts (spending money, increased sexual activity).  In later stages there can be psychotic symptoms as well.  Suspicions of bipolar disorder are also grounds for urgent specialist evaluation, as the elevated mood can also be associated with self-injurious behavior.
6. Substance abuse: low mood and especially suicidal thoughts in the context of serious substance problems is reason for extra care.  When possible, ask teens about use of alcohol, pills that they may have purchased or received from others, and marijuana. 
Other possible explanations and complications

Some medications used by adolescents, eg, contraceptives, interferon, and corticosteroids, can be associated with depression.   Malnutrition, hypo or hyperthyroidism, lupus, B-vitamin deficiencies, and anemia can also be causes of mood changes and low energy.  Efaverenz can cause sleep disturbance, vivid dreams, and feelings of ill-ease and disconnectedness from reality.

Depression is often accompanied by anxieties and worry, especially among people with chronic medical problems.  Some experts thing that co-occurring anxiety and depression is really its own illness (but treat it the same as depression alone).

Depression and ADD: treat the more severe disorder first, but only treat depression first if it is unequivocally worse than the ADD (for example, depressed most days, change in sleep and appetite).

If there are a lot of conduct problems as well: consider mental health evaluation, since bipolar disorder is a stronger consideration.

Depressive symptoms can be a part of normal bereavement, but in that case they most often largely resolve (or functioning is reaching normal levels) within two months.

Think about what are signs of normal and abnormal bereavement in the communities that you care for:

___________________________________________________________

Depression is common in the context of trauma (physical or sexual assault, family violence, warfare or refugee status), especially when it has not been disclosed or if the teen has disclosed but has not been believed or supported. Specific treatment for trauma is helpful and may come along with, before, or after treatment for depression depending on the severity of the teen’s problems and their willingness to get care.

What resources do you have for helping teens who have been victims of trauma?

_______________________________________________________________
General management and advice to teens and family:

· Who on the team is the best person to communicate with the teen and family?
 

· “Psychoeducation:”  Many teens and families will need helping believing that depression is a form of illness and not something that is caused by something they have done or a sign of weakness.  This can be especially difficult when the family is not familiar with the concept of depression or feels that the teen’s behavior has been offensive.

· Though it may be hidden and not discussed, there is often a family history of the condition.  If this can be tactfully revealed, talking about it can reduce stigma and increase empathy and a willingness to seek care.  


· Depression is very common and not the result of lack of coping ability or personal strength.   

· Treatment works, though it can take several weeks for improvement, and the affected individual is often the last person to recognize that it has taken place.


· In the setting of HIV, it can sometimes be helpful to say that the symptoms can often be associated with the illness – this may be easier for some to understand.

· Consider the environment:

· Try to reduce stresses and increase support for the teen.  This may involve reasonable and short term changes in demands and responsibilities for the teen and possibly for others in the family.


· Weapons, toxins, toxic medications, and alcohol should be removed from the home, destroyed, or secured regardless of whether there is any concern about suicidality.
· Cognitive/coping skills: 

· Many negative thoughts can be empathetically challenged and looked at from another perspective.  Helpful metaphors include, “Little steps uphill, big steps downhill,” “Long journeys start with a single step.” 

Are there sayings you use that might be helpful or comforting? 

__________________________________________________________


· Caring for oneself can be prescribed and honestly presented as known to be therapeutic: getting enough rest, eating well, and getting regular exercise.


· Relaxation techniques and visualization (practicing relaxing cued by a pleasant memory or imagining being in a pleasant place) can be helpful for sleep and for anxiety-provoking situations. 
 

· Ask the teen what they already do to feel better or relax and, if appropriate, prescribe more of that.  Encourage a focus on strengths rather than weaknesses.  Encourage doing more of what the teen is good at.

· Problem solving skills: 

· What small, achievable act would help the teen feel that they were on the way to overcoming their problems. 


· It can also be helpful to sit down and list out difficulties, prioritize them, and get support for concentrating efforts on one issue at a time.

· Behavioral rehearsal and social skills: 

· Reactions to particular situations or people often seem to trigger or maintain low mood.  If these can be identified, means of avoidance or alternative responses can be developed and practiced.  

Medication versus psychological treatment

· There are pros and cons to both forms of treatment.  There is some evidence that a combination of medication and psychotherapy works faster, although in the long term they probably produce equivalent results.  People with strongly distorted views of their reality (short of psychosis) likely need joint medication and cognitive treatment (versus medication alone).


· Psychological treatment (the best proven for teens are cognitive-behavioral therapy and interpersonal therapy) should be delivered by a therapist with specific training when possible.  Brief treatments work well, but need boosters (see below).


· The “SSRI” family of antidepressants are most frequently prescribed and the only with strong evidence for effectiveness in adolescence (fluoxetine in particular, with doses starting at 10mg a day is the one that is FDA-labeled for use in adolescent depression; also reasonable evidence for sertraline and citalopram). Side effects tend to occur in the few weeks following initiation of treatment and with increases or decreases in dose:

· New or increased irritability or mental or physical agitation.

· Tremor

· Diarrhea

· Sleep and appetite disturbance


· What about the “Black Box” warnings?  The weight of evidence suggests that SSRI treatment does much more good than harm.  Studies finding increases in suicidal thoughts did not find increases in suicidal acts.  Paroxetine (Paxil) should probably be avoided because it seemed most associated with agitation and aggression 


· If seem to be not responding to fluoxetine (ideally wait up to 12 weeks of really taking it to see response (with increases at 4-week intervals if promising but not full response – longer than in adults), try one of the other “first line” SSRI’s – no need to cross-taper off fluoxetine since the half life is so long.

· Regardless of the form of treatment, there is evidence that treatment needs to be continued for several months past apparent recovery to reduce the risk of relapse.  For medication, ideally want 6-12 months following recovery with tapering to last over 2-3 months when you do discontinue. The next 6-8 months monitor closely for relapse.


· After a third confirmed episode of depression, up to 90% will relapse again off treatment – consider maintenance treatment.
Ongoing evaluation and referral

The adolescent and the family should have telephone numbers to call in the event of a sudden increase in distress:

· Suicide or depression hot line

· Baltimore Crisis Response if in Baltimore City; 410-737-4800
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PHQ- 9

	Over the last 2 weeks, how often have you been bothered by any of the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every
 day

	1
	Little interest or pleasure in doing things
	0
	1
	2
	3

	2
	Feeling down, depressed, or hopeless
	0
	1
	2
	3

	3
	Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4
	Feeling tired or having little energy
	0
	1
	2
	3

	5
	Poor appetite or overeating
	0
	1
	2
	3

	6
	Feeling bad about yourself — or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7
	Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	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
	0
	1
	2
	3

	9
	Thoughts that you would be better off dead or of hurting yourself in some way
	0
	1
	2
	3

	
	
	PHQ9 total score
	


Usual scoring: 10-14 = moderate depression; 15-19 = moderately severe depression; 20 or greater = severe depression.
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