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Outline of WorkshopOutline of Workshop

You can choose what we will focus onYou can choose what we will focus on

•• Recognising depression and why it mattersRecognising depression and why it matters
(Slides 4(Slides 4--28)28)

•• Detection issues, Care Pathways & Barriers to detection Detection issues, Care Pathways & Barriers to detection 
(Slides 29(Slides 29--33)33)

•• Intervention starts with listening: key conceptsIntervention starts with listening: key concepts
(Slide 34(Slide 34--36)36)
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Outline of Workshop IIOutline of Workshop II

•• Consent and confidentiality (Slide 37)Consent and confidentiality (Slide 37)

•• Formulation; putting the story together (Slides 38Formulation; putting the story together (Slides 38--41)41)

•• Risk and risk barometer (Slides 42Risk and risk barometer (Slides 42--49)49)

•• Interventions & Use of medication (Slides 50Interventions & Use of medication (Slides 50--60)60)

•• References (slides 61References (slides 61--65)65)
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Abuse and 
Traumatisation

Life Transitions
• Parental Separation
• Adverse life events,     

illness, loss,   
disappointment

• Bereavements

Early Childhood Attachment
0-4 yrs Sleeping problems 

Eating problems
Tantrums & Aggression
PDD & LDs

Mid Childhood Separation Anxiety
4-11 yrs Disruptive behaviour disorders 

Somatisation
Repetition problems

Adolescence Depression
Anxiety & OCD

11-18 yrs                       Somatisation & ME etc
Eating disorders
Psychosis
Substance misuse
Delinquency
Emerging personality disorders

Points of Change
• In self psychology
• Life cycle ‘crises’

Genes : Brain RelationshipsRelationships
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Core Elements of Depression

•Mood
•Motivation-Interest
•Energy
•Sleep
•Concentration and attention
•Distortion of Cognitions
•Self harm
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IdentificationIdentification

•• ““I felt as if no one could like me.  I began to I felt as if no one could like me.  I began to 
wonder just what was the point of anything.  At wonder just what was the point of anything.  At 
first I lost interest in everything.  I felt tired all first I lost interest in everything.  I felt tired all 
the time and didnthe time and didn’’t sleep properly.  I would t sleep properly.  I would 
wake up before the rest of the family and lie wake up before the rest of the family and lie 
there feeling there feeling grottygrotty and forgotten by the whole and forgotten by the whole 
world.  It felt as if everything was darkness and world.  It felt as if everything was darkness and 
full of nothing, stretching out to the horizon and full of nothing, stretching out to the horizon and 
filling every cornerfilling every corner””
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DiagnosisDiagnosis

•• You will miss depression in children and You will miss depression in children and 
adolescents if you do not interview them adolescents if you do not interview them 
directly yourselfdirectly yourself

•• Standardised self report questionnaires Standardised self report questionnaires 
such as the Mood and Feelings such as the Mood and Feelings 
Questionnaire help (Questionnaire help (AngoldAngold and Costello and Costello 
1987)1987)
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DiagnosisDiagnosis

Diagnosis depends on Diagnosis depends on symptomssymptoms meeting meeting 
thresholds thresholds 

•• Must be present more than half the timeMust be present more than half the time

•• Must be causing clinically significant impairmentMust be causing clinically significant impairment

•• Must have been present for at least 2 weeksMust have been present for at least 2 weeks
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Developmental Considerations Developmental Considerations 
in Assessment and Treatment in Assessment and Treatment 

•• DonDon’’t expect the same melancholic presentation t expect the same melancholic presentation 
as you do in adultsas you do in adults

•• If you do, the threshold you set is too high, and If you do, the threshold you set is too high, and 
you will miss casesyou will miss cases

•• Look for qualitative shifts across time in Look for qualitative shifts across time in 
symptomologysymptomology
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Developmental Considerations Developmental Considerations 
in Assessment and Treatment in Assessment and Treatment 

•• Adolescents are much less likely to say Adolescents are much less likely to say ““I I 
cant concentratecant concentrate””, much more likely to say , much more likely to say 
““school is no goodschool is no good”” or or ““I am getting told I am getting told 
off in classoff in class””
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Developmental Considerations Developmental Considerations 
in Assessment and Treatmentin Assessment and Treatment

•• To assess and diagnose accurately To assess and diagnose accurately 

•• We need to look We need to look ““underunder”” the presenting the presenting 
problemsproblems
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Developmental Considerations Developmental Considerations 
in Assessment and Treatmentin Assessment and Treatment

•• Children and adolescents rarely have the Children and adolescents rarely have the 
developmental sophistication to say developmental sophistication to say ““its its 
my concentration docmy concentration doc””

•• That is our task, and that is what makes That is our task, and that is what makes 
assessments different, we must allow for assessments different, we must allow for 
that and ask the appropriate questionsthat and ask the appropriate questions
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Developmental Considerations Developmental Considerations 
in Assessment and Treatmentin Assessment and Treatment

•• loss of interestloss of interest expressed as expressed as ““always always 
boredbored”” loss of energy and loss of energy and anhedoniaanhedonia, as , as 
loss of friendships and isolationloss of friendships and isolation

•• Loss of concentrationLoss of concentration as school as school 
academic declineacademic decline
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Developmental Considerations Developmental Considerations 
in Assessment and Treatmentin Assessment and Treatment

•• Depression and irritabilityDepression and irritability as impaired as impaired 
relationships in the familyrelationships in the family

•• Self harmSelf harm as an expression of as an expression of 
hopelessness, negative self worthhopelessness, negative self worth and and 
perhaps perhaps suicidal ideationsuicidal ideation
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IdentificationIdentification

The hallmarks of depression are The hallmarks of depression are 

•• WithdrawalWithdrawal

•• Lowered mood tone Lowered mood tone 

•• NegativityNegativity
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IdentificationIdentification

•• Drop off in school workDrop off in school work

•• Change in peer group to more morbid preoccupied group Change in peer group to more morbid preoccupied group 
or more deviant groupor more deviant group

•• Increased isolation from friendsIncreased isolation from friends

•• Increased isolation from familyIncreased isolation from family

•• Increased confrontation with family or friends or schoolIncreased confrontation with family or friends or school

•• Changes in appetite and weightChanges in appetite and weight
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Depression mediating Losses Depression mediating Losses 
of Relationshipsof Relationships

DepressedDepressed

RelatednessRelatedness
to to 

people/schoolpeople/school
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IdentificationIdentification

•• Sleep Sleep dysregulationdysregulation not just early morning wakingnot just early morning waking

•• Loss of confidence or self esteemLoss of confidence or self esteem

•• Anxiety and avoidant Anxiety and avoidant behaviourbehaviour like school refusallike school refusal

•• Morbid world outlookMorbid world outlook

•• Self harming ideasSelf harming ideas
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IdentificationIdentification

•• Self harming Self harming behavioursbehaviours

•• Loss of usual get up and go, lethargyLoss of usual get up and go, lethargy
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IdentificationIdentification

•• Myth of ordinary low mood of adolescenceMyth of ordinary low mood of adolescence

•• Myth of growing out of problemsMyth of growing out of problems--implying no implying no 
need to listen or make changesneed to listen or make changes

•• Myth of all adolescents want to isolate Myth of all adolescents want to isolate 
themselves from their familiesthemselves from their families

•• Myth of all families having major and repeated Myth of all families having major and repeated 
conflicts with adolescentsconflicts with adolescents
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IdentificationIdentification

•• Risk of Risk of pathologisingpathologising normality normality 

•• Risk of Risk of pathologisingpathologising normal grief and upsetnormal grief and upset

•• Risk of Risk of paralysingparalysing adaptive systems in the family adaptive systems in the family 
or school or peers with a diagnosis of depressionor school or peers with a diagnosis of depression

•• We want to enhance protective and help We want to enhance protective and help 
orientated orientated behaviouralbehavioural strategiesstrategies
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IdentificationIdentification

•• We want an activated patient and familyWe want an activated patient and family

•• Not a passive and deNot a passive and de--skilled family waiting for us skilled family waiting for us 
to do it all to themto do it all to them

•• BUT we must know what it is that needs doingBUT we must know what it is that needs doing

•• AND we must not encourage those parts of AND we must not encourage those parts of 
current current behaviourbehaviour that contribute to the problemthat contribute to the problem
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DiagnosisDiagnosis

In ICD 10 it is In ICD 10 it is 

•• 4 or more symptoms 4 or more symptoms 

•• Where 4 = mild depressionWhere 4 = mild depression

•• Where 5/6 = moderate depressionWhere 5/6 = moderate depression

•• Where 7/8 = severe depressionWhere 7/8 = severe depression
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DiagnosisDiagnosis

•• Present for the same 2 week periodPresent for the same 2 week period

•• Each represents a change from previous Each represents a change from previous 
functionfunction

•• One symptom must be either Depressed One symptom must be either Depressed 
Mood OR Loss of Interest/pleasure Mood OR Loss of Interest/pleasure 
((anhedoniaanhedonia))
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DiagnosisDiagnosis

•• Not clearly due to a medical condition,Not clearly due to a medical condition,

•• Each symptom must occur on most days Each symptom must occur on most days 
and for the majority of the dayand for the majority of the day
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DiagnosisDiagnosis

1.1. Depressed mood or irritable moodDepressed mood or irritable mood

2.2. Decreased interest/pleasureDecreased interest/pleasure

3.3. Fatigue or loss of energyFatigue or loss of energy

2727

DiagnosisDiagnosis

4.4. Loss of confidence or self esteemLoss of confidence or self esteem

5.5. Feeling worthless, or excessive guiltFeeling worthless, or excessive guilt

6.6. Recurrent thoughts of death, recurrent suicidal ideation, or Recurrent thoughts of death, recurrent suicidal ideation, or 
behavioursbehaviours

7.7. Decreased concentration or ability to think, vacillation, indeciDecreased concentration or ability to think, vacillation, indecisionsion

8.8. Psychomotor agitation or retardationPsychomotor agitation or retardation

9.9. Insomnia or Insomnia or hypersomniahypersomnia nearly every daynearly every day

10.10. Significant weight loss or gain, or failure to gain expected weiSignificant weight loss or gain, or failure to gain expected weightght
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DiagnosisDiagnosis

Psychotic subtypePsychotic subtype (usually very severe cases)(usually very severe cases)

Mood congruent delusions or hallucinationsMood congruent delusions or hallucinations
For example; guilt, For example; guilt, hypochondriacalhypochondriacal, nihilistic, nihilistic

Depressive StuporDepressive Stupor
Not self caring, not drinking or eating or getting upNot self caring, not drinking or eating or getting up
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EpidemiologyEpidemiology

•• Depression is much more common in Depression is much more common in 
adolescents than childrenadolescents than children

•• Rates of diagnosis/prevalence 14Rates of diagnosis/prevalence 14--16 yrs are 316 yrs are 3--
5% hence approaching adult rates5% hence approaching adult rates

•• In childhood  8In childhood  8--11 yrs around 1 %11 yrs around 1 %

•• In childhood boys rates = girls In childhood boys rates = girls 
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EpidemiologyEpidemiology

•• In early adolescence 12 yrs + girlIn early adolescence 12 yrs + girl’’s rates exceed s rates exceed 
boys boys 

•• by 14 yrs it is 2:1by 14 yrs it is 2:1

High High ComorbidityComorbidity in 70in 70--90%90%

•• Anxiety Disorders 60%Anxiety Disorders 60%

•• Conduct Disorder 25%Conduct Disorder 25%
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DetectionDetection

•• At best 15% of cases are detected!At best 15% of cases are detected!

3232

Mild Depressive 
Disorder 
perhaps 60% of cases

Moderate-Severe
Depressive disorder 40% 

Mostly Primary Care

Specialist Care

3333
Intro Context Key priorities and recommendations Implementation

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27

Info

28 29 30 31 32 33 34

The stepped care model

Tier 3 or 4Intensive psychological 
intervention
+/– fluoxetine

Depression 
unresponsive
to treatment/recurrent
depression/psychotic
depression

Tier 2 or 3Brief psychological intervention
+/– fluoxetine

Moderate to severe
depression

Tier 1
Tier 1 or 2

Watchful waiting
Non-directive supportive 
therapy/group cognitive 
behavioural therapy, guided self-
help

Mild depression
including dysthymia

All tiersDetection in presenting childrenRecognition

Tier 1Risk profilingDetection

ResponsibilityActionFocus

12
3434

Stepped Care
of 

Depression

Severity Complexity Persistence Risk
Self Harm

Co-morbidityMild-Mod
-Severe

•Previously
or

•Failing to 
respond

NICE 
Guideline

2005

The Value 
of Classification

Both Distress and 
Impairment

3535

High Suicide/Serious Self Harm 
Risk

Low Suicide/Serious Self Harm
Risk

Mild

Depression

Mod Severe

Depression

Tier 2

Tier 3

Tier 1

Tier 2

Tier 2

Tier 3

Tier 4

Tier 3

Not Tier 4
but often are

Multidimensional Representation of stepped care classification

Two Dimensions:  Depression Severity and Risk of Self Harm 3636

Key Concepts In Key Concepts In DepressionDepression, Suicide & , Suicide & 
Deliberate SelfDeliberate Self--harmharm

•• Good case formulation is keyGood case formulation is key

•• Repeated risk and mental state assessment can be Repeated risk and mental state assessment can be 
detrimentaldetrimental

•• Stepped care model to fit risk/severity and complexity to Stepped care model to fit risk/severity and complexity to 
provisionprovision

•• To assess and manage we MUST speak to the young To assess and manage we MUST speak to the young 
person personallyperson personally

•• We can make a difference by skilful listening and We can make a difference by skilful listening and 
engagementengagement
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Intervention Starts With the Intervention Starts With the 
Assessment Process & Types of Assessment Process & Types of 
CommunicationCommunication

•• Look, listen, really listen, what is it really Look, listen, really listen, what is it really 
like in their shoes, check you have like in their shoes, check you have 
understoodunderstood

•• Problem solve carefully, donProblem solve carefully, don’’t expect all t expect all 
solutions to be accepted, offer themsolutions to be accepted, offer them

3838

Intervention Starts With the Intervention Starts With the 
Assessment  & CommunicationAssessment  & Communication

•• Use your inherent capacity to elicit the Use your inherent capacity to elicit the 
patients own patients own ““placeboplacebo”” responses, you responses, you 
can really matter to a young person if you can really matter to a young person if you 
care tocare to

•• Be honest and open , donBe honest and open , don’’t over promise t over promise 
but donbut don’’t miss real opportunities eithert miss real opportunities either
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The Importance of Consent & The Importance of Consent & 
ConfidentialityConfidentiality

•• Be honest about what you can realistically Be honest about what you can realistically 
deliver in both time and expertisedeliver in both time and expertise

•• Be clear about confidentiality boundaries Be clear about confidentiality boundaries 
and safety issues:for example, risk of self and safety issues:for example, risk of self 
harm, reports of child maltreatment etcharm, reports of child maltreatment etc
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A formulation covers the following areas: a summary of 
presentation; a statement regarding diagnosis and 
differential diagnosis; a statement regarding risk; a 
statement of possible aetiology and of evidence of 
resilience and protective factors; a strategic decision 
about 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

Formulation

4141 4242

‘‘FormulationFormulation’’ GridGrid
to inform intervention strategyto inform intervention strategy

Parental access Parental access 
disputesdisputes

Sense of guilt, Sense of guilt, 
impaired problem impaired problem 
solvingsolving

Temperamental Temperamental 
stylestyle

Perpetuating Perpetuating 
FactorsFactors

Good relationship Good relationship 
with at least 1 with at least 1 
parentparent

Pleasure in Pleasure in 
achievements at achievements at 
schoolschool

Good Good 
coordinationcoordination--good good 
at sportat sport

Protective Protective 
FactorsFactors

Parental Parental 
separationseparation

Self too Self too 
responsibleresponsible

Sudden physical Sudden physical 
illnessillness

Precipitating Precipitating 
FactorsFactors

Parental marital Parental marital 
problemsproblems

Negative view of Negative view of 
selfself

Genetic family Genetic family 
HistoryHistory

Predisposing Predisposing 
FactorsFactors

Social DomainSocial DomainPsychological Psychological 
DomainDomain

Physical DomainPhysical DomainExamplesExamples
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Systems theory & depression: an Systems theory & depression: an 
example of interacting factorsexample of interacting factors

Protective Factors
Precipitating& 
Perpetuating Factors

Predisposing Factors
“Vulnerability”

More risk Less risk

Not 
Depressed

Depressed

4444

Worry Barometers

Acute life threatNot at all Extremely

0 105

Development threat

0 105

0 105
Safety threat

4545

VignettesVignettes

•• A 13 year old boy screams he will kill himself in the middle of A 13 year old boy screams he will kill himself in the middle of 
an argument at home, there is a family history of maternal an argument at home, there is a family history of maternal 
depression and personality problemsdepression and personality problems

•• A 15 year old girl says she wants to kill herself, and has been A 15 year old girl says she wants to kill herself, and has been 
self cutting for 1 year intermittentlyself cutting for 1 year intermittently

•• A 15 year old boy says he wants to kill himself, he has become 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 asmore distant, has peers, but not the same type of friendships as
before and may be using drugsbefore and may be using drugs

4646

Worry Barometers

Acute life threat
Not at all Extremely

0 10
5

Development threat

0 105

0 105

Safety threat
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Risk of Suicide or deathRisk of Suicide or death

Things that increase my ‘Life Threat Barometer’

• Increasing Isolation 
• Increasing Severity of Depression, Psychosis, Eating disorder
• Rejection by family
• Entrapment
• Hopelessness
• Substance misuse
• Maleness
• Age
• Existential crisis 
• Particularly with insight into severe mental disorder
• Recent loss crisis
• Disengagement

4848

Things that decrease my ‘Life Threat Barometer’

• A continued wish to change something 
• Even if expressed in anger and conflict
• Engagement
• Hope
• The opposites of the previous
• Protective factors
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Other Key Pointers to Problems in Other Key Pointers to Problems in 
Adolescent DevelopmentAdolescent Development

Look forLook for……..
•• Change in sociabilityChange in sociability
•• No sociabilityNo sociability
•• Dropping off in school performanceDropping off in school performance
•• Isolation in home or elsewhereIsolation in home or elsewhere
•• Remember to reset your barometer to Remember to reset your barometer to 

‘‘adolescentsadolescents’’
•• We look for change across timeWe look for change across time--longitudinallylongitudinally--

within the adolescentwithin the adolescent--not just absolute not just absolute 
comparisons with comparisons with ‘‘external normsexternal norms’’
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Assessing Suicidal ideationAssessing Suicidal ideation

•• Content analysis: when, why, how often, what Content analysis: when, why, how often, what 
makes it better/worsemakes it better/worse

•• Context analysis: effects of environment on Context analysis: effects of environment on 
patient: effects of patient on environmentpatient: effects of patient on environment

•• Associated diagnosis: can amplify riskAssociated diagnosis: can amplify risk

•• Demographic and meansDemographic and means
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Assessing Suicidal ideationAssessing Suicidal ideation

•• Information gathering and Clinical processInformation gathering and Clinical process

•• Process can change presentationProcess can change presentation
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Targets for Treatment derived Targets for Treatment derived 
from the Formulationfrom the Formulation

•• This includes direct treatment of the This includes direct treatment of the 
depression depression psychologicallypsychologically and if and if 
necessary necessary psychopsycho--pharmacogicallypharmacogically

•• But also includes But also includes directdirect attention to factors attention to factors 
in the environment such as in the environment such as family, peers family, peers 
or schoolor school
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Systems Theory And DepressionSystems Theory And Depression

Protective Factors
Precipitating& 
Perpetuating Factors

Predisposing Factors
“Vulnerability”

More at 
Risk

Less at Risk

Not 
Depressed

Depressed

5454

Physical Domain
•Medication

•Diet
•Weight and fitness

•Exercise
•Sport ?competitive Psychological Domain

•Effects of Cannabis
•Effects of alcohol

•Depression
•Achievement 
•Recognition
•Validation

•Listening and Problem
•Solving

•Distraction
•Formal Therapy
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•School
Peers

Lessons
Subject Choice

Teachers
•Social Services
Child Protection
Child In Need

Parental support
Youth support

•Voluntary Sector
Youth group

Voluntary work

Social Domain
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Family Situation
•Parental ill health

•Physical or mental illness
•EG Young Carers projects

•Parental couple issues
•Relate, parent couple counselling, 

•Divorce mediation services
•Job related stresses

•Sibling issues
•Extended family support or adult friendships

•Citizens advice
•Parent Training
•Family therapy

Social Domain
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Treatment at Tier 1Treatment at Tier 1

•• With peers: consider bullying policies, consider With peers: consider bullying policies, consider 
conciliation/problem solving, changing conciliation/problem solving, changing 
sets/classes, sets/classes, 

•• Problems with home life: as in all cases where Problems with home life: as in all cases where 
possible inform parents of your concerns as per possible inform parents of your concerns as per 
policies: consider the value of a safe space to policies: consider the value of a safe space to 
talk BUT dontalk BUT don’’t promise t promise undeliverablesundeliverables: : 
““rescuingrescuing”” & being the & being the ““good parentgood parent”” etcetc
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Treatment at Tier 1Treatment at Tier 1

•• Examine timetable for opportunities to Examine timetable for opportunities to 
improve self esteem and confidence in improve self esteem and confidence in 
partnership with child and familypartnership with child and family

•• Encourage reasonable and constructive Encourage reasonable and constructive 
activity, physical and mental activity, physical and mental 
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Treatment at Tier 1Treatment at Tier 1

•• Discourage inactivity, BUT do not become Discourage inactivity, BUT do not become 
punitivepunitive

•• If the youngster canIf the youngster can’’t do it or repeatedly t do it or repeatedly 
engages in the same negative patterns engages in the same negative patterns 
THEN refer/seek THEN refer/seek specialisedspecialised adviceadvice
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Treatment at Tier 1Treatment at Tier 1

•• REMEMBERREMEMBER--try, but not for too long, perhaps 12 try, but not for too long, perhaps 12 
weeks at the most if they are mildly clinically weeks at the most if they are mildly clinically 
depressed and not at risk for other reasonsdepressed and not at risk for other reasons

•• Refer immediately if moderate or severe or at Refer immediately if moderate or severe or at 
risk of DSHrisk of DSH

•• Always where possible seek to helpfully engage Always where possible seek to helpfully engage 
a parent in tandem with your efforts and keep a parent in tandem with your efforts and keep 
them informed of what you are doingthem informed of what you are doing
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Level of 
risk Level of risk 

Consider 
medication in 
weeks 0-4  
if no 
improvement 

Consider 
medication in 
weeks 6-8 if no 
improvement 
 

Consider 
medication in 
weeks 0-2 

Consider medication 
in weeks 2-4 if no 
improvement 

moderate severe 

high low high low 

Severity of 
depression 

Medication Appropriate 

MEDICATION
?
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4-weekly appointments for 2-3 
months, increasing gaps to 4-8 
weeks if progress is good 

Consider 
increasing dose in 
steps to maximum 
of 40mg/day- 

Stop medication 
after 6 months. 
Taper off in 
decreasing doses 
over 2-4 weeks and 
monitor for 6 weeks 
after stopping 
medication 

Fluoxetine 
for weeks 1-
3: 10mg/day 
or 20mg 
every other 
day 

After 1-3 
weeks 
20mg/day 
(therapeutic 

Good response 
No response 

No response 
Good response 

Follow up after 1-2 
weeks 

Good response

Case review – 
stop fluoxetine, 
start second 
line 
antidepressant 
– sertraline or 
citalopram 

     Medication Appropriate 
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