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ABSTRACT
OBJECTIVES. To develop clinical practice guidelines to assist primary care clinicians in
the management of adolescent depression. This first part of the guidelines addresses identification, assessment, and initial management of adolescent depression in primary care settings.
METHODS. By using a combination of evidence- and consensus-based methodologies,

guidelines were developed by an expert steering committee in 5 phases, as informed by (1) current scientific evidence (published and unpublished), (2) a series
of focus groups, (3) a formal survey, (4) an expert consensus workshop, and (5)
draft revision and iteration among members of the steering committee.
RESULTS. Guidelines were developed for youth aged 10 to 21 years and correspond to

initial phases of adolescent depression management in primary care, including
identification of at-risk youth, assessment and diagnosis, and initial management.
The strength of each recommendation and its evidence base are summarized. The
identification, assessment, and initial management section of the guidelines includes recommendations for (1) identification of depression in youth at high risk,
(2) systematic assessment procedures using reliable depression scales, patient and
caregiver interviews, and Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition criteria, (3) patient and family psychoeducation, (4) establishing relevant
links in the community, and (5) the establishment of a safety plan.
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CONCLUSIONS. 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. Additional research that addresses the
identification and initial management of depressed youth in primary care is
needed, including empirical testing of these guidelines.
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AJOR DEPRESSION IN adolescents is recognized as a

serious psychiatric illness with extensive acute
and chronic morbidity and mortality.1,2 Research shows
that only 50% of adolescents with depression are diagnosed before they reach adulthood.3 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.4,5 Even when diagnosed by PC physicians, only half
of these patients are treated appropriately.3 Furthermore, rates of completion of specialty mental health
referral for youth with a recognized emotional disorder
from general medical settings are quite low (J. V.
Campo, MD, written communication, 2006).
In view of the shortage of mental health clinicians
and barriers to children having access to mental health
professionals, the well-documented need for PC clinicians to learn how to manage this condition, the increasing evidence base available to guide clinical practice,
increased selective serotonin reuptake inhibitor–prescribing rates in pediatric PC,6,7 and new evidence that a
multifaceted approach with mental health consultation
may improve the management of depression in PC settings,8–11 guidelines may be a necessary first step in the
identification and management of depression in adolescents in PC. Unfortunately, no depression-management
guidelines have been developed for use in the PC setting
in the United States or Canada.
Although additional randomized, controlled, clinical
trial (RCT) information is urgently needed to guide PC
clinicians in optimal management approaches, such
studies often take years to complete, and many critical
PC adolescent depression-management questions have
not been, and will likely never be, addressed in completed or ongoing studies. To address this gap and meet
the needs of PC clinicians and families who are on the
“front lines” with few mental health resources available,
this report and its companion article12 constitute the
first-ever evidence- and expert consensus– derived
guidelines to guide PC clinicians’ management of adolescent depression. These guidelines are also accompanied by a toolkit (available at no cost for download at
www.glad-pc.org; see Appendix).
Over the last 3 years, the Center for the Advancement
of Children’s Mental Health at Columbia University and
the Sunnybrook Health Sciences Center at the University of Toronto joined forces with the New York Forum
for Child Health, New York District II and New York
Chapters 1 through 3 of the American Academy of Pediatrics and, more recently, the REACH Institute, along
with leading experts across the United States and Canada, to address the need for a synthesis of knowledge in
this area. The result of this initiative was the development of the Guidelines for the Management of Adolescent Depression in Primary Care (GLAD-PC). These
guidelines are based on available research and consensus
of experts in depression and in PC.
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In this article, we present the summary result of
literature reviews of the available data and the recommendations on the identification and assessment of depression in PC settings; in our accompanying report,12
we present the results of the reviews and recommendations on treatment (psychotherapy, psychopharmacology, and pediatric counseling) and ongoing management. Although very few studies have addressed
adolescent depression identification and management in
PC 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.
Major depressive disorder (MDD) is a specific diagnosis
described in the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV),13 which includes symptoms of low mood, anhedonia, and other neurovegetative
symptoms (ie, insomnia, decreased concentration, low energy, etc). Other types of depression exist, including dysthymia, subthreshold forms, or those that occur as part of
bipolar disorder or other mental illness. Although the evidence for the psychopharmacology recommendations in
the accompanying article12 focus exclusively on MDD, the
recommendations around identification, assessment, and
initial management can be applied to other forms of depression as well.
Our guidelines also distinguish between mild, moderate, and severe forms of MDD. The DSM-IV depression
criteria include 9 specific symptoms that have been
shown to cluster together, run in families, and have a
genetic basis,14–18 and a large body of evidence accumulated over time now supports the internal consistency of
depressive symptoms and the validity of the major depression construct, based on the validational criteria for
all psychiatric diagnoses.14 According to the DSM-IV,
severity of depressive disorders can be based on symptom count. This commonly used method to define depression severity has been used in large populationbased studies19 and may be particularly relevant in PC
settings in which less-severe clinical presentations of
depression may be more common. Thus, mild depression
may be characterized on the basis of lower scores in
standardized depression scales with shorter duration of
symptoms or meeting minimal criteria for depression.
Following the DSM-IV, mild depression might be defined as 5 to 6 symptoms that are mild in severity.
Furthermore, the patient might experience only mild
impairment in functioning.
In contrast, depression might be deemed to be severe
if a patient experiences all of the depressive symptoms
listed in the DSM-IV. Depression might also be considered severe if the patient experiences severe impairment
in functioning. Moderate depression falls between these
2 categories. In general, however, even if not all 9 DSMIV– defined symptoms of depression are present, for the
purposes of these guidelines, an adolescent who meets at
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least 5 criteria for the diagnosis of MDD should be considered to be in the severe category if he or she presents
with a specific suicide plan, clear intent, or recent attempt; psychotic symptoms; or severe impairment in
functioning (such as being unable to leave home).
These guidelines were developed for PC clinicians
who are in a position to identify and assist depressed
youth in their practice settings. Although the age range
of 10 to 21 years may encompass preteens, adolescents,
and young adults in specific instances, this age range was
chosen to include those who might be developmentally
“adolescent.” Research that supports adult depression
guidelines includes adults 18 years and older. Much of
the adolescent depression research focuses on children
18 years and younger. However, because adolescent
medicine clinicians and school health clinicians often see
patients until they are 21 years old, we have included
the older adolescents. However, a primary caregiver
faced with an adolescent between the ages of 18 and 21
can choose to use either adult or adolescent depression
guidelines on the basis of the developmental status of
the adolescent and their own comfort and familiarity
with each set of guidelines.

1. To understand the problems and obstacles faced by
PC clinicians regarding the management of adolescent depression, we first conducted focus groups with
PC clinicians and youth patients and their family
members to review issues pertinent to the PC management of depression.

reviews were drawn on to identify relevant articles
for potential inclusion. More than 1 systematic evidence-based review was available for the areas of
efficacy of psychotherapeutic interventions for youth
MDD and efficacy of pharmacologic treatments for
youth MDD. For all reviews, when appropriate, we
updated the review for any ensuing years transpired
since the latest review by using these same 5 methods. When systematic reviews were not available for
a given area, the GLAD-PC team conducted a systematic review by using Medline (from inception to
2004/2005) and the criteria described above. Reviews
were guided by members of the GLAD-PC Steering
Committee, which comprised leading experts in each
of these areas.
To address the first key area regarding the identification and assessment of adolescent depression in PC, a
systematic evidence review was conducted to identify
all available evidence about adolescent depression identification in PC, as well as information regarding current practices. This review has since been published.20 Because of limited information about depression assessment and screening measures in PC
specifically, we also reviewed adolescent-screening instruments/tools previously used in psychiatric or community populations. Beginning from 2 previous systematic evidence reviews,21,22 the GLAD-PC team performed
an additional systematic review from 1998 to 2004.
To address the second key area regarding the initial
management of adolescent depression in PC, a systematic evidence review was conducted to identify all available evidence about interventions for adolescent depression in PC and has since been published as well.23
Other evidence for the initial management of adolescent depression in PC came from systematic evidence
reviews that addressed the chronic illness model, systems of care, and safety planning for suicidal patients.

2. Systematic literature reviews were conducted in each
of 5 key areas in which recommendations were subsequently developed. Whenever possible, these reviews focused on identifying empirical evidence that
was developed within child/adolescent PC settings.
When PC studies were unavailable, research from
specialty mental health care was reviewed. In all 5
review instances, the GLAD-PC Steering Group first
determined the existence of all high-quality, previously published, systematic evidence-based reviews
that met the following criteria: (a) clear definition of
search terms from Medline, including words and
word roots; (b) explicit delineation of years searched;
(c) exclusion of non–English-language studies; (d)
physical review and reading of search-identified titles
and abstracts; and (e) selection, review, and reading
of possibly relevant articles before determination of
final inclusion. When more than 1 systematic evidence-based review was identified for a given area, all

3. On the basis of the questions and issues identified
during the focus groups and the literature reviews,
we developed a survey to answer questions regarding
critical issues in PC management of adolescent depression that have not been answered in the empirical literature. The survey questions were developed
and reviewed by clinical and research experts in the
area of mental health and PC. Using this survey,
research and clinical experts were surveyed on their
depression assessment and management recommendations. Depression clinical/research experts (N ⫽ 81)
from Canada and the United States were asked to
complete the 34-item study survey. Of these items, 3
questions dealt with the identification and diagnosis
of depression. Subjects were chosen by using 1 of 4
criteria: (a) membership in child and adolescent psychiatric organizations in Canada and the United
States including their academies of child and adoles-

METHODS
The following recommendations were developed on the
basis of a synthesis of expert consensus- and evidencebased research-review methodologies. We compiled the
necessary information to develop these recommendations in 5 phases.
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cent psychiatry; (b) recipient of federal grants for
related research; (c) lead author of at least 2 articles
on clinical research in the area from 1999 to 2004 on
the basis of Medline citations; or (d) key PC clinical
and research leader with expertise in the area of
guideline development and/or emotional and behavioral disorders that present in PC settings. Complete
survey results (n ⫽ 76) will be presented in a subsequent peer-reviewed article and are available from
the authors on request.24
4. An expert consensus workshop was held in July 2004
with 81 North American experts on depression, clinical pediatrics, quality improvement, mental health
policy, and health economics. Published data from
the literature review, unpublished high-quality research currently in process of publication, and the
results of the survey were presented to guide the
initial discussion and consensus process.
5. Guidelines were developed on the basis of multiple
iterations shared among a small group of core writers,
guidance of the larger steering committee, and ultimate input of all consensus-conference attendees to
obtain full ownership of the final product. The results
of this process are presented below.
On the basis of the 5-step method, 2 guidelines were
developed to address different areas of adolescent depression management in PC settings: (1) identification,
assessment, and initial management and (2) treatment
and ongoing management. This part of the guidelines
focuses on identification, assessment, and initial management. Each section of both guidelines is composed of
individual recommendations followed by a brief rationale that refers to available empirical findings and experts’ consensus opinion on which the recommendations were based. Each recommendation is graded on the
basis of the Oxford Centre for Evidence-Based Medicine
grade of evidence (A–D) system (see www.cebm.net/
levels㛭of㛭evidence.asp). In addition, the strength of each
recommendation, in terms of the extent to which experts agreed that the recommendation is highly appropriate and a “first-line” practice, was reached for each
recommendation. Recommendation strength was rated
in 4 categories: very strong (⬎90% agreement), strong
(⬎70% agreement), fair (⬎50% agreement), and weak
(⬍50% agreement). The recommendations in the guidelines were developed only in areas of management that
had at least “strong agreement” among experts.
RESULTS
Literature Reviews: Identiﬁcation and Assessment
Twenty-five articles were located that discussed specific
identification methods for adolescent depression in pediatric PC. Only 10 of these articles presented psychometric data of any kind, such as sensitivity, specificity,
e1302
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positive predictive value, negative predictive value, and
area under the curve (a full table is available in the
published review20). One of the 25, plus an additional 5
survey articles, dealt with current identification practices
by PC physicians. According to those data, most PC
clinicians rely on the use of presenting complaints and
family concerns to identify depressed youth.25 Likewise,
other surveys confirmed that very few pediatric providers have instituted a systematic assessment or case-finding tool to identify adolescent depression.26,27
Despite clinicians’ principal reliance on adolescent
and parental chief complaints and physician interview in
current practice, the authors of the review found that
the use of these methods alone underidentify adolescent
depression.20 Even physicians who are trained in the use
of mnemonics to guide interviews underidentify adolescent depression.28 Instead, only by asking patients directly about depression and suicide (versus relying on
them to volunteer the information) does one reliably
improve case finding and the psychometric quality of
diagnostic data.29–32 Using systematic assessment methods with depression-specific questions seems to provide
the best identification results.27–29,33
Many steps are involved in implementing systematic
depression-identification procedures within a busy practice setting (eg, training office staff in the use of procedures, adjusting other paperwork demands to fit the
depression-identification procedures, ensuring that providers review the information, teaching providers how
to use the information, and determining whether the
procedures actually benefit youth). Although no study
has documented the feasibility and outcomes of taking
all of these steps within a single study, evidence from the
review cited above as well as a recently published pilot
study,34 suggests that each of these steps can be implemented in real-world settings (ie, training office
staff27,28,30,33–37, ensuring PC providers review any results27,28,32–34,37, and establishing that appropriate counseling and/or needed mental health referrals are made33,39).
Finally, and perhaps most importantly, although no
study compared outcomes between screened and notscreened groups, 1 study did demonstrate that an identification program in PC when combined with highquality depression treatment actually yields better
outcomes than treatment-as-usual conditions8 (when no
high-quality depression treatment is available).
Because of limited information about depression assessment and screening measures in PC specifically, we
also reviewed adolescent-screening instruments/tools
previously used in psychiatric or community populations. Beginning from 2 previous systematic evidence
reviews,21,22 the GLAD-PC team performed an additional
systematic review for the years 1998 –2004 and found 15
studies with psychometric performance data on depression instruments in English-speaking adolescents. A table that presents these 15 studies, the gold-standard
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diagnostic assessment used, sensitivity, specificity, positive predictive value, negative predictive value, prevalence, and study population is available on request.
Commonly used adolescent-screening instruments included the Beck Depression Inventory,40 the Reynolds
Adolescent Depression Screen,41 and the Mood and Feelings Questionnaire.42 Sensitivities of these more common instruments ranged from .70 to .90, and specificities ranged from .39 to .90. In addition, the Kutcher
Adolescent Depression Scale, a newer 6- item instrument, had sensitivity and specificity of .81 and .86, respectively, in a school population with a positive predictive value of .39 and a negative predictive value of .98
given a 10% prevalence.43
In summary, no perfect depression screening/assessment tool exists, but a number of adolescent depression
assessment instruments do possess adequate psychometric properties to commend their use in depression detection and assessment. Thus, it is reasonable to expect that
depression detection in PC can be improved by the use of
self- or parent-report checklists. Reliance on adolescent
self-report depression checklists alone will lead to substantial numbers of false-positive and false-negative
cases. Instead, optimal diagnostic procedures should
combine the use of depression-specific screening tools as
diagnostic aids buttressed by follow-up clinical interviews in which one obtains information from other informants (eg, parents) and reconciles discrepant information to arrive at an accurate diagnosis and
impairment assessment before treatment. For more information about rating scales and cutoff scores, please
refer to the GLAD-PC toolkit (available at www.gladpc.org; see Appendix).
Initial Management of Adolescent Depression
A GLAD-PC review of adolescent depression interventions performed in PC23 found 4 articles that directly
discussed interventions for adolescent depression in PC,
only 1 of which reported an intervention by a PC staff
member as opposed to a mental health worker.44 This
identified RCT44 evaluated the effectiveness of a PCdelivered consultation intervention that invited teens
from 8 general practices in Britain to discuss their health
concerns with a PC nurse who provided individual consultations. In addition to discussing adolescents’ general
health concerns, the PC nurses offered mental health
referrals when they deemed it appropriate. Posthoc analyses indicated that among teens with high Center for
Epidemiological Studies Depression Scale for Children
(CES-DC) scores, those who were randomly assigned to
the PC nurse consultation had lower CES-DC scores on
follow-up than adolescents with high CES-DC scores
who were not randomly assigned to the consultation,
which suggests that a PC-delivered intervention may be
useful in addressing depression symptoms and/or similar
emotional issues (because these patients were not diag-

nosed with a depressive disorder per se), perhaps by the
consultation itself or by the resulting referral to mental
health.
Although the study discussed above was the only one
that dealt with an intervention by a PC provider for
adolescent depression, the large multisite trial conducted
by Asarnow et al8 showed that improving links between
PC and mental health will result in better outcomes for
depressed adolescents who present in PC.
In addition, on behalf of the GLAD-PC team, Stein et
al23 reviewed the literature on psychosocial interventions for anticipatory guidance. No RCTs or evidencebased reviews were found.23 Citing earlier literature reviews in the area of injury prevention45 and anticipatory
guidance46; Stein et al23 found some limited evidence
that anticipatory guidance strategies such as education
and counseling in the PC setting can be effective.
Another area reviewed by Stein et al23 involved psychosocial interventions for improved adherence. An evidence
review by Lemanek et al47 on asthma adherence suggested
that some educational and behavioral strategies are “probably efficacious” in creating change. In addition, a study
that used cognitive behavioral strategies suggested that diabetic adherence can also be improved.47
In addition, our team searched the Cochrane database
for systematic reviews of all types of interventions implemented in the adherence arena. These reviews48–50
suggested that only complex, multifaceted approaches
that included convenient care, patient education, reminders, reinforcement, counseling, and additional supervision by a member of the care team were effective in
improving adherence in different chronic medical conditions including asthma, hypertension, diabetes, and
adult depression. These complex models have also
moved beyond the somewhat paternalistic traditional
model to a model of shared decision-making between
the provider and patient.51 However, improvements in
treatment outcomes remain small even with these complex and resource-intensive interventions.49 In the pediatric literature, research regarding adherence commonly
involved interventions that targeted both patients and
their families.52 Several key components have been identified that may improve compliance/adherence, including patient self-management/monitoring, patient/family
education/support, and the setting and documentation
of achievement of management goals.53,54 The identification and periodic review of short- and long-term goals
provides an individualized plan that both the provider
and the patient and family can follow over time.53,54
However, current research evidence suggests that more
complex interventions that include shared decisionmaking between provider and patient are likely to have
the greatest impact on both adherence and treatment
outcomes. This kind of coordinated care has been designated the PC medical home and is discussed further in
this section.55
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Factors that pertain to the linkages between/among
organizations have been studied as well. For example,
the concept of “system of care” was first described in
1986 in a monograph by Stroul and Friedman56 and used
to support the Children and Adolescent Service System
Program; their monograph outlined the ideal model for
an integrated system of care for children and youth with
severe emotional disturbances. Over the last 2 decades,
numerous examples of comprehensive, coordinated,
community-based systems of care have been implemented and evaluated.57–60 Most of them showed no
improvement in patient outcomes but significant improvement in other areas such as patient/family satisfaction, decreased wait time, and more appropriate care.57–60
In the chronic care medical literature, PC professionals have been encouraged to provide a medical home for
their patients with chronic conditions. In effect, professionals are expected to remain accessible to patients and
families through periods of quiescence and medical crises, coordinate care with other health care professionals,
advocate with third-party payers, and provide continuity
of care to prevent long-term consequences of chronic
illnesses.61–63 A review of the evidence for the medical
home was conducted by Cooley,55 who found that although no studies of the outcomes of the broad application of the medical home exist, some evidence exists for
positive outcomes for different aspects of the concept.
Again, no RCTs exist that we could find. In 1 study,
children without a medical home were twice as likely to
delay or forego needed care and to have unmet health
care service needs.64 Two other reviews focused on the
impact of coordination of care and continuity of care.65,66
As a recent vaccination study demonstrated, just having
a medical home available to a patient does not necessarily mean that the patient will make full use of the
available services.67 Thus, as outlined in a recent American Academy of Pediatrics policy statement,68 the medical home must provide care coordination and help patients to make use of available resources.
Although the “system of care” focuses on the overall
coordination of care involving many agencies that are
involved in the care of youth (child welfare services,
schools, etc), a crucial link in that system and for adolescent depression is that between mental health and PC.
Currently, no specific literature addresses the issue of
referral to specialty care of adolescent patients with depression (such as which subgroups of patients would
benefit from referral to mental health professionals).
Studies have been conducted with adults with depression that demonstrate that increased collaborative care
between mental health and PC professionals is needed to
improve the care of patients with depression in PC.11,69–71
The adult literature shows the importance of a close
working relationship between mental health specialists
and PC clinicians in the PC setting.11,69 Different models
of collaboration have been shown to be effective in the
e1304
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adult depression literature, including the use of case
managers in PC practices and consultation by on-site
mental health clinicians. Other models include shared
care and telephone consultation on an ad hoc basis.
Although these models suggest improved outcomes for
both clinicians and patients, there are significant barriers
to the successful implementation of these collaborative
models, including funding deficiencies and shortage of
mental health providers. Financial and other incentives
for both PC and mental health clinicians to develop these
models and obtain the training needed to function
within these models are essential. Increased development of skills needed for collaborative care and training
in mental health may also be addressed at earlier stages
of training such as during residency for both PC and
mental health clinicians.
Safety Planning
Safety planning with depressed suicidal or potentially
suicidal adolescent patients usually consists of instructing the family to remove lethal means, instructing the
family to monitor for risk factors for suicide, engaging
the potentially suicidal adolescent in his or her treatment, providing adolescents with mutually agreeable
and available emergency contacts should they find
themselves with increasing suicidality, and establishing
clear follow-up. Our review of the literature found no
trials that have studied the impact of or how to conduct
any of these aspects of safety planning with depressed
adolescents. No studies have examined the benefits or
risks of a safety contract. Some studies have suggested
that limiting access to firearms or other lethal means can
decrease suicide by those methods,72–75 but the evidence
is still unclear as to whether, on a broader population
level, restricting access to certain lethal methods results
in an overall decrease of suicide rates. In addition, a
study by Brent et al76 found that families of depressed
adolescents are frequently noncompliant with recommendations to remove firearms from the house. Yet, a
small prospective follow-up of patients seen in an emergency department for mental health concerns found that
the majority of families removed or secured lethal means
(firearms, alcohol, prescription medications, and overthe-counter medications) after injury-prevention education in the emergency department, whereas no families
who did not receive injury-prevention education did
so.76 Some limited evidence suggests that quick and consistent follow-up with a team approach will be most
helpful in increasing compliance and engagement
among suicidal patients.78,79
GUIDELINES
Identiﬁcation
Recommendation 1: Patients with depression risk factors (such
as history of previous episodes, family history, other psychiatric

Downloaded from www.aappublications.org/news by guest on October 19, 2019

disorders, substance abuse, trauma, psychosocial adversity, etc)
should be identified (grade of evidence: C; strength of recommendation: very strong) and systematically monitored over
time for the development of a depressive disorder (grade of
evidence: C; strength of recommendation: very strong).
Although most PC clinicians believe it is their responsibility to identify depression in their adolescent patients,
evidence suggests that only a fraction of these youth are
identified when they present in PC settings, and only
50% of depressed adolescents are diagnosed before
reaching adulthood.3,25 As part of overall health care, PC
clinicians should routinely monitor the psychosocial
functioning of all youth, because problems in psychosocial functioning may be an early indication of a variety of
problems, including depression. For those at known increased risk for depression, PC clinicians should use systematic, effective identification strategies. Risk factors
that clinicians may use to identify those who are at high
risk for depression include a personal history and/or
family history of (1) depression, (2) bipolar disorder, (3)
suicide-related behaviors, (4) substance abuse, and (5)
other psychiatric illness, or (6) significant psychosocial
stressors such as family crises, physical and sexual abuse
and neglect, and other trauma history. Research evidence shows that patients who present with such risk
factors are likely to experience future depressive episodes.17,80–86 Patients who have been treated for depression or suicidality in the past should continue to be
monitored. PC clinicians should systematically evaluate
adolescents at high risk for depression during health care
visits (ie, well-child visits, urgent care visits). This systematic assessment should take place at least once a
year, but frequent somatizers may need to be assessed
more often.
Identification methods of youth at high risk may involve tools such as standardized written instruments,
either generalized (eg, Guidelines for Adolescent Preventive Services and Strength and Difficulties Questionnaire) or specific emotional symptom checklists (eg,
Beck Depression Inventory, Kutcher Adolescent Depression Scale). Although mnemonic-based interviews (eg,
HEADSS: home, education/employment, activities,
drugs, sexuality, suicide/depression) may also be used
routinely during visits to guide the direct interview,
systematic and scheduled use of psychometrically reliable and practical methods such as brief symptom checklists or validated depression scales are a preferred adjunct.
Assessment/Diagnosis
Recommendation 1: PC clinicians should evaluate for depression in adolescents at high risk as well as those who present
with emotional problems as the chief complaint (grade of
evidence: B; strength of recommendation: very strong). Clinicians should assess for depressive symptoms on the basis of
diagnostic criteria established in the DSM-IV or International

Classification of Diseases, 10th Revision (grade of evidence:
B; strength of recommendation: very strong) and should use
standardized depression tools to aid in the assessment (grade of
evidence: A; strength of recommendation: very strong).
PC clinicians should probe for the presence of any of
several depressive disorders, including MDD, dysthymia,
and depression not otherwise specified by using systematic, rigorous assessment methods. Standardized instruments should be used to help with diagnosis but should
not replace direct interview by the clinician.87–89 Because
adolescents with depression may not be able to clearly
identify depressed mood as their presenting complaint,
providers need to be aware of common presenting symptoms that may signal MDD. These symptoms may include insomnia, weight loss, decline in academic functioning, family conflict, and other symptoms of
depressive disorders.90 The Diagnostic and Statistical Manual for Primary Care91 can help PC clinicians distinguish
between transient depressive responses and depressive
disorders.
Recommendation 2: Assessment for depression should include
direct interviews with the patients and families/caregivers
(grade of evidence: B; strength of recommendation: very strong)
and should include the assessment of functional impairment in
different domains (grade of evidence: B; strength of recommendation: very strong) and other existing psychiatric conditions
(grade of evidence: B; strength of recommendation: very strong).
Evidence of the core symptoms of depression and
functional impairment should be obtained from the
youth and from families/caregivers separately.92–94 The
involvement of the family is critical in all phases of
management and should be included in the assessment
for depressive disorders. Family relationships also may
affect the presentation of depression in adolescents. Cultural background of the patients and their families also
must be considered during the assessment, because it
can affect the presentation of core symptoms.95 Collateral information from other sources (such as teachers)
may also be obtained to aid in the assessment. Given the
high rates of comorbidities, clinicians should assess for
the existence of comorbid conditions that may affect the
diagnosis and treatment of the depressive disorder.2,17,96,97 These comorbidities may include 1 or more of
the following conditions: substance abuse, anxiety disorder, attention-deficit/hyperactivity disorder, bipolar
disorder, physical abuse, sexual abuse, and trauma. Instruments that assess for a range of common comorbid
mental health conditions should be considered also. Clinicians should also assess for impairment in key areas of
functioning including school, home, and peer settings.98
Subjective distress should be assessed also. Regardless of
the diagnostic impression or any additional treatment
plans, a safety assessment must be completed by the
clinician (see recommendation 4 in “Initial Management
of Depression”).
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Initial Management of Depression
Recommendation 1: Clinicians should educate and counsel
families and patients about depression and options for the
management of the disorder (grade of evidence: C; strength of
recommendation: very strong). Clinicians should also discuss
limits of confidentiality with the adolescent and family (grade
of evidence: D; strength of recommendation: very strong).
Management should be based on a plan developed
with the understanding that depression is often a recurring condition. As seen in studies of depression interventions, families and patients need to be educated about
the causes and symptoms of depression, impairments
associated with it, and the expected outcomes of treatment.23,99–101 Information should be provided at a developmentally appropriate level, in a way that the patient
and family can understand the nature of the condition
and the management plan. Communication that is developmentally appropriate should facilitate the ability of
parents and patients to work with the clinician to develop an effective and achievable treatment plan. To
establish a strong therapeutic alliance, the clinician
should also take into account cultural factors that may
affect the diagnosis and management of this disorder.95
Clinicians should also be aware of the negative reactions
of family members to a possible diagnosis of depression
in the teen (ie, sadness, anger, denial). Sample materials
are available in the GLAD-PC toolkit and include resources for patients and parents. Because the symptoms
of depression can also affect many areas of an adolescent’s life, other ongoing partnerships may need to be
established with personnel in schools and other settings
(extracurricular activities). Confidentiality must also be
discussed with the adolescent and his or her family.
Adolescents and their families should be aware of the
limits of confidentiality, including the need to involve
parents or legal authorities when the risk of harm to the
adolescent or others may be imminent. Clinicians should
be aware of state laws regarding confidentiality (eg, see
www.advocatesforyouth.org/publications/iag/confhlth.
htm for additional information).
Recommendation 2: Clinicians should develop a treatment plan
with patients and families (grade of evidence: C; strength of
recommendation: very strong) and set specific treatment goals
in key areas of functioning, including home, peer, and school
settings (grade of evidence: D; strength of recommendation: very
strong).
From studies of chronic disorders in youth, it is suggested that better adherence to treatment is associated
with the identification and tracking of specific treatment
goals and outcomes. Written action plans in asthma
management have produced evidence for improved outcomes.102 If a patient presents with moderate-to-severe
depression or has persistent depressive symptoms, treatment goals and outcomes should be identified and
agreed upon, based on close collaboration with the pae1306
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tient and family at the time of treatment initiation.
Treatment goals may include the establishment of a
regular exercise routine, adequate nutrition, and regular
meetings to resolve issues at home. In the adult depression literature, monitoring seems most effective when
implemented through designated case managers who
monitor patients’ clinical status and treatment-plan adherence.9 The benefits of such programs may be enhanced through the use of electronic medical charts and
the development of patient registries.
Recommendation 3: The PC clinician should establish relevant
links/collaboration with mental health resources in the community (grade of evidence: B; strength of recommendation: very
strong), which may include patients and families who have
dealt with adolescent depression and are willing to serve as
resources to other affected adolescents and their family members
(grade of evidence: D; strength of recommendation: very
strong).
A major gap in the management of chronic disorders
in young people is the lack of linkages between relevant
services that make up the system of care for an individual youth.103 Furthermore, family-based interventions
have been shown to help youth with mental illness.104
Therefore, establishing relevant links/collaboration with
mental health resources in the local community, including peer support groups, advocacy groups, and traditional community- or hospital-based mental health services whenever these services are available, is essential
to ensure timely and effective access to needed services.8,105 Such linkages may include prearranged agreement regarding referral, exchange of clinical information, points of contact, etc. Where appropriate (eg, rural
areas), clinicians should also establish links with paraprofessionals who may provide the bulk of counseling
and supportive services in underserved areas.
Recommendation 4: All management must include the establishment of a safety plan, which includes restricting lethal
means, engaging a concerned third party, and developing an
emergency communication mechanism should the patient deteriorate, become actively suicidal or dangerous to others, or
experience an acute crisis associated with psychosocial stressors,
especially during the period of initial treatment when safety
concerns are highest (grade of evidence: C; strength of recommendation: very strong).
Suicidality, including ideation, behaviors, or attempts, is common among adolescents with depression.
In studies of completed suicide, more than 50% of the
victims had a diagnosis of depression.106 Therefore, clinicians who manage this disorder must develop an
emergency communication mechanism for handling increased suicidality or acute crises. After assessing a suicidal patient for suicidality, the clinician must obtain
information from a third party, assess that adequate
adult supervision and support are available, have an
adult agree to help remove lethal medications and firearms from the premises, warn the patient of the disin-
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hibiting effects of drugs and alcohol, put contingency
planning in place, and establish follow-up within a reasonable period of time.72,107 This plan should be developed with adolescents (and with their families/caregivers if possible) and should include a list of persons/
services for the adolescent to contact in case of acute
crisis or increased suicidality. The establishment of this
plan is especially important during the period of diagnosis and initial treatment when safety concerns are highest. Clinicians may also work with schools to develop an
emergency plan for all students who may experience an
acute suicidal crisis. This global approach may prevent,
in some instances, having to label a specific child suicidal
when providers are merely trying to ensure that safety
measures are in place in case the child decompensates.
Components of a safety plan may also include a list of
persons who are aware of the adolescents’ issues and
will be able to assist if contacted during an acute crisis.
DISCUSSION
Although not definitive and subject to modification on
the basis of ongoing accumulation of additional evidence, this part of the guidelines is intended to address
the lack of recommendations regarding the screening,
diagnosis, and initial management of depression in adolescents aged 10 to 21 years in PC settings in the United
States and Canada. As such, these guidelines are intended to assist clinicians in family medicine, pediatrics,
nursing, and internal medicine who may be the first
(and sometimes only) clinicians to identify, manage, and
possibly treat adolescent depression. These guidelines
may also be helpful to allied health professionals who
care for adolescents.
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, there is sound reason to believe that
existing tools and management protocols for adolescent
depression can be applied in the PC setting. Although
more research is needed, our review suggests that these
components of the identification and initial management of adolescent depression in PC can be done. The
recommendations were developed on the basis of areas
that had at least “strong agreement” among experts.
However, there were other controversial areas that were
not addressed in these recommendations, such as universal screening. New emerging evidence may affect the
inclusion of such areas in future iterations of these
guidelines and the accompanying toolkit.
Should These Guidelines Be Universally Deployed?
One might question whether PC clinicians should identify and diagnose the problem of adolescent depression if
the lack of psychiatric services prevents them from referring these youth.108 This caution notwithstanding, the
increasingly prevailing recommendation is that as a min-

imum, PC clinicians should be provided the necessary
guidance to support their initial management of adolescent depression.109,110 Nonetheless, because practitioners
and their clinical practice settings vary widely in their
degree of “readiness” in identifying and managing adolescent depression, it is likely that a good deal of time
and flexibility will be required before these guidelines
are adopted systematically or as a universal requirement.
It is conceivable that integrated health care systems with
electronic medical charts, tracking systems, and access to
specialty mental health back-up and consultation will be
most “ready” and able to fully implement the guidelines.
The second part of the guidelines, the companion article,12 addresses the treatment of this disorder. Practices
that do identify adolescent depression and have nowhere to refer the patients may benefit from the guidance offered in the next set of recommendations.
Preparatory Steps
Because the management of adolescent depression may
constitute a new or major challenge for some PC practices, a number of important considerations should be
kept in mind when preparing to implement the guidelines, given the findings from studies in the adult literature, input from our focus groups with clinicians, families and patients, and the experience of members of the
GLAD-PC Steering Committee. Specifically, PC clinicians
who manage adolescent depression should pursue (1)
additional education regarding issues such as advances
in screening, diagnosis, treatment, and follow-up, liability, consent, confidentiality, and billing, (2) practice and
systems changes such as office staff training and “buyin,” electronic medical charts, and automated tracking
systems, whenever available, and (3) establishing linkages with mental health services.
Linkages with community mental health resources
are necessary to both meet the learning needs of the PC
clinician and facilitate consultation/referral of difficult
cases. Practice and systems changes are useful in increasing clinicians’ capacity to ensure monitoring and follow-up of patients with depression. For example, staff
training may help prioritize calls from adolescent patients who may not state the nature of their call. Specific
tools and/or templates have been developed that offer
examples of how to efficiently identify, monitor, track,
and refer teens with depression. These materials are
available in the GLAD-PC toolkit (available at www.
glad-pc.org). The toolkit addresses how each of the recommendations might be accomplished without each
practice necessarily having to “reinvent the wheel.”
CONCLUSIONS
Review of the evidence suggests that PC clinicians who
have appropriate training and are attempting to deliver
comprehensive health care should be able to identify
and initiate management of adolescent depression. This

PEDIATRICS Volume 120, Number 5, November 2007
Downloaded from www.aappublications.org/news by guest on October 19, 2019

e1307

will likely require real changes in existing systems of
care. As health care models such as the medical home
indicate, comprehensive health care must include assessment and coordination of care for both physical and
behavioral health. This first part of the guidelines for
adolescent depression in PC may enable providers to pull
together the current best evidence and attempt to initiate the best available high-quality care, even in instances
in which they are not in a position to treat such youth.
Mounting evidence suggests that pediatric providers can
and should identify and coordinate depression care for
their adolescent population.
APPENDIX: PART I TOOLKIT ITEMS
● Screening/assessment instruments (ie, Columbia De-

pression Scale)
● Information sheet on the developmental consider-

ations in the diagnosis of depression
● Assessment algorithm/flow sheet (Fig 1)
● Fact sheet/family educational materials
● Educational materials on suicide prevention/safety

planning
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Preparation for Managing Depression in Primary Care
Preparation through increased training, establishing mental health linkages, and increasing the capacity
of practices to monitor and follow-up with patients with depression.

Youth presents to clinic for urgent care
or health maintenance visit

Youth or family presents with emotional
issues as chief complaint

Early Identification
Systematically identify highrisk youth

(1) Stop assessment
(2) Repeat surveillance as
needed

If high risk or presenting with emotional issues as
chief complaint

If low risk

(1)
(2)
(3)

(1) Refer to other treatment guidelines;
(2) Evaluate for depression at future visits
(3) Book for follow-up visit.

Assessment
Assess with systematic depression assessment tool
Interview patient and parent to assess for depression and
other psychiatric disorders with DSM-IV or ICD-10 criteria
Assess for safety/suicide risk

Evaluation Negative for
Depression, but positive for
other MH conditions

If psychotic or suicidal

Evaluation Positive for
Depression, but not
psychotic or suicidal

Refer to Crisis or
Emergency Services
(may include
subsequent referral to
inpatient treatment)

Evaluation Positive for Depression: MILD, MODERATE, SEVERE, or Depression with COMORBIDITIES
(1)
(2)
(3)
(4)

Evaluate safety and establish safety plan.
Evaluate severity of depression symptoms.a
Patient/Family Education.b
Develop treatment plan based on severity-review diagnosis and treatment options with patient/family.

a See

Guidelines Part I for definition of mild, moderate, and severe depression. Please consult toolkit for
methods available to aid clinicians to distinguish between mild, moderate, and severe depression.
Psychoeducation, supportive counseling, facilitate parental and patient self-management, refer for peer support and
regular monitoring of depressive symptoms and suicidality.

b

FIGURE 1
Clinical assessment ﬂowchart.
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