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November 12, 2007 — The American Academy of Pediatrics has issued guidelines for primary care (PC) clinicians to assist them in diagnosis and management of depression in adolescents. The Guidelines for Adolescent Depression in Primary Care (GLAD-PC) are published in the November issue of Pediatrics as 2 articles, the first dealing with diagnosis and early management and the second with treatment.

"Although very few studies have addressed adolescent depression identification and management in PC [primary care] settings, many PC clinicians are already attempting to change their clinical practices; thus, a great need exists to develop and disseminate methods and tools for assisting PC clinicians in managing adolescent depression," write Rachel A. Zuckerbrot, MD, from the Columbia University/New York State Psychiatric Institute in New York, NY, and the GLAD-PC Steering Group, and colleagues. "In primary care (PC), as many as 2 in 3 depressed youth are not identified by their PC clinicians and do not receive any kind of care. Even when diagnosed by PC physicians, only half of these patients are treated appropriately."

Major depression in adolescents is known to be a serious psychiatric disease resulting in significant acute and chronic morbidity and mortality. According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), major depressive disorder (MDD) includes symptoms of low mood, anhedonia, and other neurovegetative symptoms such as insomnia, decreased concentration, and low energy.

Recommendations concerning identification, evaluation, and initial management of MDD can also be applied to other forms of adolescent depression, including dysthymia, subthreshold forms, or those that occur as part of bipolar disorder or other mental illness.

An expert steering committee used a combination of evidence- and consensus-based methodologies to develop these guidelines in 5 phases: (1) review of current, published, and unpublished scientific evidence; (2) participation in a series of focus groups; (3) a formal survey; (4) an expert consensus workshop; and (5) draft revision by members of the steering committee.

Guidelines for initial phases of treatment of adolescent depression in PC were developed for youth aged 10 to 21 years. These include recommendations for identifying youth at risk for depression, for evaluation and diagnosis, and for initial management, with an accompanying summary of the evidence base and strength of each recommendation.

Specific recommendations deal with (1) identifying depression in high-risk youth; (2) systematic evaluation protocols making use of reliable depression scales, patient and caregiver interviews, and DSM-IV criteria; (3) psychological education of the patient and family; (4) establishing referrals to appropriate support systems and resources in the community; and (5) developing and implementing a safety plan.

"This part of the guidelines is intended to assist primary care clinicians in the identification and initial management of depressed adolescents in an era of great clinical need and a shortage of mental health specialists but cannot replace clinical judgment; these guidelines are not meant to be the sole source of guidance for adolescent depression management," the guidelines authors write. "Although not all the steps involved in identifying, diagnosing, and initially managing the care for adolescent depression in PC have been (or even can be) subject to rigorous RCTs [randomized controlled trials], there is sound reason to believe that existing tools and management protocols for adolescent depression can be applied in the PC setting.... Additional research that addresses the identification and initial management of depressed youth in primary care is needed, including empirical testing of these guidelines."

The second part of the guidelines deals with treatment and ongoing management of adolescent depression in the PC setting.

"Because of barriers to adolescents receiving specialty mental health services, only a small percentage of depressed adolescents are treated by mental health professionals," write Amy H. Cheung, MD, from the University of Toronto in Ontario, Canada, and colleagues from the GLAD-PC Steering Group. "As a result, PC settings have become the de facto mental health clinics for this population, although most PC clinicians feel inadequately trained, supported, or reimbursed for the management of this disorder. Although MDD management guidelines have been developed for specialty care settings (eg, see the American Academy of Child and Adolescent Psychiatry [AACAP] practice parameters) or for related problems such as suicidal ideation or attempts, it is clear that significant practice and clinician differences exist between the primary and specialty care settings that do not allow a simple transfer of guidelines from one setting to another."

Specific recommendations for the management and treatment of adolescent depression in the PC setting, each with a summary of supporting evidence and strength of recommendation, include (1) actively monitoring mildly depressed youth, (2) a detailed protocol for cases of moderate to severe depression to administer specific evidence-based pharmacologic and psychotherapeutic approaches, (3) vigilant monitoring for adverse events, (4) consulting and coordinating care with mental health specialists, (5) ongoing follow-up to monitor and track outcomes, and (6) specific strategies to implement when there is partial or no improvement after an initial therapy is started.

Limitations of these guidelines include failure to address certain controversial areas regarding the management of adolescent depression in the PC setting, such as universal screening, using a second antidepressant when patients' conditions fail to respond to an initial antidepressant, and treating subthreshold symptoms. Many of the recommendations were made despite the absence of evidence or the availability only of lower levels of evidence.

"The recommendations regarding treatment and ongoing management highlight the need for PC professionals to become familiar with the use of empirically tested treatments for adolescent depression including both antidepressants and psychotherapy," the guidelines authors conclude. "However, in many of these clinical scenarios, PCPs [primary care providers] need to ensure that there is systematic and regular follow-up and adequate mental health support if needed. The need for systematic followup, whether by the PCP or by a mental health provider, is especially important in light of the recent FDA [Food and Drug Administration] warnings regarding the emergence of adverse events with antidepressant treatment."

Financial support of the GLAD-PC project was provided by the Center for Substance Abuse Treatment (Substance Abuse and Mental Health Services Administration), the Josiah Macy, Jr. Foundation, the New York State Office of Mental Health, the Lowenstein Foundation, the Center for the Advancement of Children's Mental Health (Columbia University), Sunnybrook Health Sciences Centre (University of Toronto), the American Academy of Pediatrics (District II, New York chapters 1, 2, and 3), the New York Council on Child and Adolescent Psychiatry, the Children's Health Forum (New York Academy of Medicine), the Kellogg Foundation, and the Civic Research Institute, Inc.

Two of the guidelines authors have disclosed various financial relationships with Eli Lilly, McNeil, Janssen-Ortho, Shire-Richwood, and UCB Pharma. The other guidelines authors have disclosed no relevant financial relationships.

The Canadian Paediatric Society, the Society for Adolescent Medicine, the Canadian Association for Adolescent Health, the National Association for Pediatric Nurse Practitioners, the Society for Developmental and Behavioral Pediatrics, the AACAP, the Canadian Academy of Child Psychiatry, the Canadian Psychiatric Association, the College of Family Medicine of Canada, the National Alliance on Mental Illness, the Mental Health Association of New York City, the National Mental Health Association (now known as Mental Health America), the Depression and Bipolar Support Alliance, and the Federation of Families for Children's Mental Health have endorsed these guidelines. Endorsements from the American Academy of Pediatrics and the Canadian Psychological Association are pending. The American Academy of Family Physicians, the American Medical Association, and the American Psychological Association have been involved in the development of the guidelines but do not endorse external guidelines.
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Learning Objectives for This Educational Activity

Upon completion of this activity, participants will be able to:

1. Describe guidelines for primary care clinicians in the identification, assessment, and initial management of depression in children and adolescents. 

2. Describe guidelines for primary care clinicians in the treatment and ongoing management of depression in children and adolescents.

Clinical Context

The diagnosis of depression is made in only half of adolescents with depression before adulthood, as reported by Kessler and colleagues in June 15, 2001, issue of Biological Psychiatry. According to Burns and colleagues in the Fall 1995 issue of Health Affairs (Millwood) and Leaf and colleagues in the July 1996 issue of the Journal of the American Academy of Child and Adolescent Psychiatry, PC clinicians do not identify up to 2 of 3 children with depression.

To aid PC clinicians, an expert collaborative from North America established GLAD-PC using the following process: focus groups with clinicians, patients, and families; systematic literature reviews of English-language studies; surveys of clinical and research experts; expert consensus workshop; and core group of writers with input from steering committee and experts. The 2 articles on GLAD-PC address the identification, assessment, initial management, treatment, and ongoing treatment of depression in children aged 10 to 21 years. For patients aged 18 to 21 years, guidelines for either adults or for adolescents can be used. Recommendations were made only if there was more than 90% agreement among experts. A toolkit with more details related to diagnosis and treatment can be assessed at the GLAD-PC Web site: http://www.glad-pc.org.

Study Highlights

· Identify risk factors for patients with depression and monitor for development of depressive disorder:

· Risk factors include personal or family history of depression, bipolar disorder, suicide-related behavior, substance abuse, other psychiatric illness, or significant psychosocial stressors. 

· Systematic monitoring should occur at least annually. 

· Brief symptom checklists or validated depression scales are recommended in addition to direct interviews.

· Assess for depression in adolescents at high risk or who present with emotional problems. 

· Base assessment on diagnostic criteria in DSM-IV or International Classification of Diseases, 10th Revision. 

· Use standardized depression tools for assessment:

· Common presenting symptoms of MDD are insomnia, weight loss, drop in academic performance, and family conflict.

· Assess by interviews with patient and caregivers and evaluation of functioning in school, home, and peer domains:

· Family involvement is crucial. 

· Comorbidities include substance abuse, anxiety disorder, attention-deficit hyperactivity, bipolar disorder, abuse, and trauma.

· Initial management includes educating and counseling patient and caregivers on depression and management options. Discuss confidentiality limits. 

· Develop treatment plan, including specific goals in key domains, with patients and caregivers. 

· Establish links with mental health resources, possibly including patients and families who have dealt with depression. 

· Management must include a safety plan, especially during initial treatment: restrict access to lethal means, contact third party, and establish emergency communication method. 

· For treatment of mild depression, consider active support and monitoring (6 - 8 weeks of weekly or biweekly visits), but offer antidepressant or psychotherapy for persistent symptoms. 

· For moderate or severe depression or complicating factors, consider consultation with a mental health specialist:

· Antidepressant or psychotherapy or crisis intervention is also recommended.

· Roles and responsibilities of PC clinician and mental health professional should be agreed on and also approved by patient and caregivers. 

· Use scientifically tested treatments, including cognitive behavioral therapy, interpersonal psychotherapy, and antidepressant treatment, when appropriate, to achieve treatment goals. 

· Patients should be monitored for adverse events during antidepressant treatment:

· FDA recommends weekly face-to-face visits in the first 4 weeks, although current evidence is lacking.

· Ongoing management includes systematic tracking of goals and outcomes (functioning in home, school, and peer setting domains and resolution of symptoms):

· Patients should be seen within 1 week of starting treatment. 

· Assess depressive symptoms, suicide risk, adverse treatment effects, treatment adherence, and stressors at each visit. 

· Medication and monthly monitoring are recommended 6 to 12 months after depressive symptoms resolve. 

· Monitor for up to 2 years if recurrent depressive episode. 

· Highest relapse risk is in first 8 to 12 weeks after medication discontinuation.

· If no improvement after 6 to 8 weeks of treatment, reassess diagnosis and initial treatment and consider mental health consultation. 

· If all diagnostic and therapeutic approaches result in only partial improvement, consider mental health consultation. 

· PC clinicians should support patients referred to mental health to ensure adequate management and consider sharing care with mental health professionals.

Pearls for Practice

· PC clinicians should identify and monitor patients with risk factors for depression; assess for depressive symptoms using standardized depression tools, interviews with patients and families, and information from different domains; educate patients and families on management options; develop treatment plan and set goals; establish links with community mental health resources; and establish a safety plan. 

· PC clinicians should consider support and monitoring before treatment of mild depression; consultation with a mental health specialist on patients with moderate or severe depression or complications; customized treatment with psychotherapy or antidepressant treatment, or both; tracking of treatment goals and outcomes; and reassessment and consultation with a mental health specialist if no improvement or partial improvement after 8 weeks of treatment.
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