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rocrsercensaaslts

Core Elements of Depression

SNElRas ine one couldlike'me. | began to
Mood E 1 ; 2
NMeTveiten-maiEsi IOEIFUSt what was| the point of anything. At
«Energy lirstaINest interest in everything. [ felt tired all
Sleep uhestime and didn’t sleep properly. I'would
~Concentration and attention Wake: Up before the rest of the family and lie
*Distortion of Cognitions = there feeling grotty and forgotten by the whole
=Gl world. It felt as if everything was darkness and

full of nething, stretching out to the horizon and

filling every corner”




Willfmiss: depression i children and
IESEENTS!iff you do not interview: them
eculy yourself

‘Standardised self report questionnaires
suchr as the Mood and Feelings
Questionnaire help (Angold and Costello
1987)

opmental Considerations. .
\ssessment and Treatment

t EXpECt the same melancholic presentation
eurdeiin adults

fﬁ.you do; the threshold you set is too high, and
youlwill-miss cases

® | ook for qualitative shifts across time in
symptomology

opmental Considerations. .
\ssessment and Treatment

iessEess and diagnose accurately

WWe need! to look “under” the presenting
preblems

VIlist be present more than half the time

- * Must be causing clinically significant impairment

* Must have been present for at least 2 weeks

elopmental Considerations. ..
liPAssessment and Treatment

SWAIEScents are much less likely to say “I
Calirconcentrate”, much more likely to say:
5ChEl s norgeod” or “I am getting told
off in class”

opmental Considerations. .
\ssessment and Treatment

dienrand adolescents rarely have the
glopmentall sophistication to say “its
Iy concentration doc”

e Jihat is our task, and that is what makes

assessments different, we must allow for
that and ask the appropriate questions




opmental Considerations. .
S5Essment and ireatment

pression and! irritability as impaired

99| lationships in the family
ss ot fiiendships and isolation
s Selfharm as an expression of

~» [Loss of concentration as school ~ hopelessness, negative self worth and
academic decline perhaps suicidal ideation

IDIGPROITIN school Work

i [CHERGE I PEET grioup tomore morbid preoccupied group
SAVitidraval Bfmore deviant group

5 nereased isolation from friends
= e pwered mood tone
- Increased isolation from family.

° Negativity Increased confrontation with family or friends or school

Changes in appetite and weight

- h‘ - - -
priession mediating LLOSSesks

Relationships

Depressed

jety and avoidant behaviour like school refusal
Morbid world outlook

Self harming ideas




§6Ss o Usuial get up and go, lethargy

iskeoli paralysing adaptive systems in the family
or school or peers with a diagnosis of depression

We want to enhance protective and help
orientated behavioural strategies

o h-ere 4= mild depression
- * Where 5/6 = moderate depression

* Where 7/8 = severe depression

SRVYireiondinamn low meed of adolescence

yrofigrowingl out of problems-implying no
Eeditoerlisten; or make changes

Mythrof all adolescents want to isolate
themselves from their families

s Myth of all families having major and repeated

conflicts with adolescents

WENVERTan activated  patient and Tamily’

Bt a passive and' de-skilled family waiting| for us
dontall'to them

BUT we must know what it is that needs doing

AND we must not encourage those parts of
current behaviour that contribute to the problem

22

BNt for the same 2 week period

elell represents a change from previous
iAction

= One symptom must be either Depressed

Mood OR Loss of Interest/pleasure
(anhedonia)




UNIDETIEssed mood or inritable'mooed

gelieased interest/pleasure

G Symptom must occur on most days 3
iand for the majority of the day = Eatigue or; loss of energy.

MRECUITENt thoughts of death, recurrent suicidal ideation, or < ood congruent delusions or hallucinations
Behaviours 2o example; guilt, hypochondriacal, nihilistic
Becreased concentration or ability to think, vacillation, indecision

Depressive Stupor
Psychomotor agitation or retardation — p - T, . :
J 9 = Not self caring, not drinking or eating or getting up

Insomnia or hypersomnia nearly every day

. Significant weight loss or gain, or failure to gain expected weight

2,

] B2 1S it is 2:1
PRRZILES Of diagnoesis/prevalence 14-16 yrs are 3- =
sSUoience approaching adult rates iahrComorbidity in 70-90%
= Inchildhood 8-11 yrs around 1 % ~ = Anxiety Disorders 60%

® |n; childhood boys rates = girls e Conduct Disorder 25%




The stepped care model

National Institute for
Health and Clinical Excellence

unresponsive
to treatment/recurrent
depression/psychotic

intervention
+/-fluoxetine

Focus Action Responsibility
Detection Risk profiling Tier 1
Recognition Detection in presenting children | All tiers
Mild depression Watchful waiting Tier 1
including dysthymia Non-directive supportive Tierlor2
therapy/group cognitive
behavioural therapy, guided self-
help
Moderate to severe Brief psychological intervention | Tier 2 or 3
depression +/—-fluoxetine
Depression Intensive psychological Tier3or4

depression
‘EEIIHHE 2 27[25]20] [s3
[Cintro | Context | Key priorities and recommendations implementation | Info |

Not Tier 4
but often are

Multidimengreﬁa'l-Representation of stepped care classification

High Suicide/Serious Self Harm

Risk

Tier 2

Depression

Low Suicide/Serious Self Harm

Risk

Two Dimensions: Depression Severity and Risk of Self Harm

Moderate-Severe
Depressive disorder 40%

__ Mostly Primary Care
<

Specialist Care
Mild Depressive
Disorder

perhaps 60% of cases|

Stepped Care ‘The Value
of of Classification
Depression
= Both Distress and
Impairment

Risk

Persistence Self Harm

Severity Complexity

*Previously
Mild-Mod Co-morbidity or
-Severe *Failing to
respond

)eated risk and' mental state assessment can be
imental

Stepped. care model to fit risk/severity and complexity to
provision

s T0 assess and manage we MUST speak to the young
person personally

* We can make a difference by skilful listening and
engagement




tervention Starts\With the

" s Problem solve carefully, don’t expect all
solutions to be accepted, offer them

.
portance of Consentié,
FEiidentiality '

2 --honest aboeut' what you can realistically
IVerin both time and expertise

- =’Be clear about confidentiality boundaries
and safety issues:for example, risk of self
harm, reports of child maltreatment etc

68 E McCaubey et al.
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figura
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COGNITIONS

FAMILY AND
ENT,

Figuire 1.1, Factors affecting vulnerability to

-

ELENES own “placebo” responses, you
prreally: matter to a young person if you
re to

* Be honest and open , don’t over promise
but don’t miss real opportunities either

ation covers the following areas: a summary of

ation; a statement regarding diagnosis and

jal diagnosis; a statement regarding risk; a

nt of possible aetiology and of evidence of
_e_s ence and protective factors; a strategic decision
rabout where and when to intervene based on a dialogue
between the clinician, the patient and their parents or
carers. It is crucial to understand what has helped as
well as what makes things worse

=el) pl'~='= Priyelczli Bz RSyshivlogcal Sogiel
Domain
2 i Genetlc family: Negative view of | Parental marital
History: self problems

Temperamental nse of guilt,
style impaired problem
Iving
Protective Pleasure in
Factors inati achievements at
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Worry Barometers

Acute life thr-éat

Precipitating& ; 5

Protective Factors Perpetuating Factors :
ﬁ E = Development threat

5

More risk Lessrisk

Predisposing Factors
“Vulnerability” Safety threat
5

Worry Barometers

Acute life threat
Extremely

2 d 5

clg

| 10

A d5yearold girl says she wantsto kill herself, and has been L Development threat
= sdfffcutting for 1 year intermittently =

5

e A-15 year old boy says he wants to kill himself, he has become
more distant, has peers, but not the same type of friendships as Safety threat
before and may be using drugs 5

Things that increase my ‘Life Threat Barometer’

Risk of Sticideer death

Increasing Isolation A continued wish to change something
Increasing Severity of Depression, Psychosis, Eating disorder, Even if expressed in anger and conflict
Rejection by family E t

Entrapment mgr=g(=mIE
Hopelessness - |* Hope

Substance misuse e The opposites of the previous
Maleness = Protective factors

Age

Existential crisis

Particularly with insight into severe mental disorder
Recent loss crisis

Disengagement




Key Pointers to Problemsiin
doelescent Development

SINg Suicidal ideation

LEoolcfor....
SECHEIGENRISOCIEINIIL > Coniispit anlalysisn Whlgnl, Wiy, mow oftem), Wit
No socklglity

o

[ 2 Drggdire) oif ifl seflodl geriorizlcs == ) )

| e [solation in home or elsewhere = Cogjia izl difscis of Savironiit o)
o

MEKESHINELIEI/IOISE

Remember to reset your barometer to PEUENENEITECSIOPELENHRORERVIONITENT:

LI OIESCETILSY

W logic for cnlsle)s slefass danle=laglefitticlinzlly-
WiLiINIE GGl ESCERISNGIAUEHESEIUE
COINPAIISERS WithrextermelNoms! e Demographic aRONTEERS

- Assoeleiielo] olizie)plosiss wein) el ollify 1S

SSI0I Suicidal ideatien

> nifarnnzidon ceiserine) cnlel Clinliczl orfocess

_ gEpression psychologically and' if
SEBIOCESSICAN change presentatlon e ecessary psycho_pharmacogica”y

s But also includes direct attention to factors
in the environment such as family, peers
or school

S Theoeny. And-Depression

I —

Precipitating&

Protective Factors Perpetuati n% Factors

Lessat Risk

Predisposing Factors
“Vulnerability”




Social Domain

eImine timetablerfor opportunities to
Impreve self esteem and confidence in

Broblems with home life: as in all cases where == .
possible inform parents of your concerns as per = = Encourage reasonable and constructive

policies: consider the value of a safe space to activity, physical and mental

talk BUT don't promise undeliverables:
“rescuing” & being the “good parent” etc

entat Jierl

SSHiitheryoungster can’t do it or repeatedly.
engages in the same negative patterns

THEN! refer/seek specialised advice - = Always where possible seek to helpfully engage
a parent in tandem with your efforts and keep

them infermed of what you are doing




Consider Consider Consider

medi

weeks0-4

if no
impr

Severity of

depression ——

Level of risk

MEDICATION
?

Consider medication
in weeks 2-4if no
improvement

cation in medication in

weeks 0-2

medication in
weeks6-8if no

improvement
ovement
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Fluoxetine
for weeks 1-

Follow up after 1-2 [ After 1-3
3: 10mg/day weeks weeks

or 20mg 20mg/day

every other (therapeutic
day 0 response
&“’

Consider 4-weekly appointmentsfor 2-3
increasing dosein months, increasing gapsto 4-8
stepsto maximum weeksif progressisgood

of 40mg/day-
Sop medication

Casereview — after 6 months.

stop fluoxetine, Taper off in

start second decreasing doses
||n§ over 2-4 weeksand
Bﬂlld@f_m“ monitor for 6 weeks
—-mrtrdlne or after sopping
citalopram medication

Good response
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