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Department of Human Services

Psych TLC Phone Numbers:
501-526-7425 or 1-866-273-3835
The free Child Psychiatry Telemedicine, Liaison & Consult (Psych TLC) service is available for:






Consultation on psychiatric medication related issues including:
 Advice on initial management for your patient
 Titration of psychiatric medications
 Side effects of psychiatric medications
 Combination of psychiatric medications with other medications
Consultation regarding children with mental health related issues
Psychiatric evaluations in special cases via tele-video
Educational opportunities

This service is free to all Arkansas physicians caring for children. Telephone consults are made within 15
minutes of placing the call and can be accomplished while the child and/or parent are still in the office.

Arkansas Division of Behavioral Health Services (DBHS): (501) 686-9465
http://humanservices.arkansas.gov/dbhs/Pages/default.aspx
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Introduction


Childhood and adolescent depression is real.



Mood disorders in children and adolescents are among the most common psychiatric disorders.



Major depression in adolescents is recognized as a serious psychiatric illness with extensive acute and
chronic morbidity and mortality.



50% of depressed adults had their first episode of depression before age 20.



Life events/stressors play a role in timing and onset of depressive disorders.



Depressive disorders have high rates of comorbidity
o Anxiety is a frequently co-occurring disorder with major depressive disorders.



Depressive disorders are accompanied by poor psychosocial outcomes.



Depressive disorders are associated with high risk for suicide.



Depressive disorders are associated with significant risks for recurrence, substance abuse, and teen
pregnancy.

Epidemiology


The prevalence rate of major depressive disorder is estimated to be 2% in children and 4-8% in
adolescence.



Research indicates that only 50% of adolescents with depression are diagnosed before reaching
adulthood. Even when diagnosed, only one-half of these cases are treated appropriately.



70% of children with a single major depressive episode will experience a recurrence within five years
(Birmaher et al., 1996a). Lifetime prevalence for a major depressive episode is 20% by the end of
adolescence.



Male:female ratio is 1:1 in childhood and 1:2 in adolescence; however, there is a 3:1 female
predominance of depressive disorders at the onset of puberty.

Etiology/Risk Factors


Biologic risk factors include possible genetic predisposition (i.e. depression runs in families).



Twins studies demonstrate higher rates of depression in monozygotic twins as compared to
dizygotic twins.
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Cognitive distortions (i.e. negative view of self, future and/or the world) and errors in thinking are
psychological factors effecting depressive disorders.



Familial/environmental risk factors for depressive disorders include parental depression affects
children by modeling cognitive distortions; family discord; parental substance abuse or criminality;
neglect and child maltreatment (especially sexual abuse); and bereavement due to a loss of a
sibling or parent.

Highlights of Changes in Depressive Disorders from DSM-IV to DSM 5


DSM 5 contains several new depressive disorders, including disruptive mood dysregulation disorder
and premenstrual dysphoric disorder



To address the concerns about potential over-diagnosis and overtreatment of bipolar disorder in
children, a new diagnosis, disruptive mood dysregulation disorder is included for children up to age 18
years old who exhibit persistent irritability and frequent episodes of extreme behavioral dyscontrol.



Premenstrual dysphoric disorder has been moved from DSM-IV Appendix B, “Criteria Sets and Axes
Provided for Further Study,” to the main body of DSM 5



What was referred to Dysthymia in DSM-IV is now named Persistent Depressive Disorder in DSM 5.



In DSM-IV, there was an exclusion criterion for a major depressive episode that was applied to
depressive symptoms lasting less than 2 months following the death of a loved one (i.e., the
bereavement exclusion). This exclusion is omitted in DSM 5.



New specifiers for depressive disorders have been added. The specifier “with mixed features” has been
added to indicate the presence of mixed symptoms across both the bipolar and the depressive
disorders. Additionally, the new specifier “with anxious distress” has been added to point to the
importance of anxiety as relevant to prognosis and treatment decision making.
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Depressive Disorders in Children and Adolescents: Clinical Cases and
Symptomatology
Depressive Disorders Included in DSM 5

Major Depressive
Disorder

DepressiveDisorder
Due to Another
Medical Condition

Persistent
Depressive Disorder

Depressive
Disorders
Substance/
Medication- Induced
Depressive Disorder

Disruptive Mood
Dysregulation
Disorder

Other (Un)Specified
Depressive Disorder

Premenstrual
Dysphoric Disorder
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Clinical Case 1
A 10-year-old boy is brought to your office by his parents, who report that he has lost weight. They add that
he has had very little appetite for the past month and that he is so weak that “it is very hard to wake him in
the mornings to go to school.” You speak to the boy in private and he reports that he has very little energy
most of the time, causing concentration problems in school. He also informs you that he can’t sleep.
“Doctor, everything seems to be a problem in my life I have nothing to look forward to and sometimes I
wish I was dead.”

Major Depressive Disorder (MDD)






To be considered clinically depressed, a child or adolescent must have at least two weeks of
persistent change in mood manifested by either depressed or irritable mood most of the day, nearly
every day and/or loss of interest and pleasure in all or almost all activities; plus four or more
symptoms from a group of other symptoms including wishing to be dead/recurrent thoughts of
death/suicidal ideation or attempts; increased or decreased appetite or significant weight loss;
insomnia or hypersomnia; psychomotor agitation nor retardation; fatigue or loss of energy; feelings
of worthlessness or excessive, exaggerated guilt; decreased concentration or indecisiveness.
(American Psychiatric Association, 2013; World Health Organization, 1992).
MDD may occur at any age, but the likelihood of onset increases with puberty.
Adverse childhood experiences, particularly when there are multiple experiences of diverse types,
constitute a set of significant risk factors for MDD.
Prevalence: 12 month prevalence of MDD in the US is approximately 7% overall with significant
differences by age groups. Females experience 1.5-3 fold rates of MDD than males beginning in
early adolescence.

Clinical Case 2
A 16-year-old adolescent girl is brought by her mother to your office. The patient reports being fatigued at
times and having issues with her self esteem. She denies having suicidal thoughts, appetite problems or
sleep disturbances. Her fatigue started at least a year ago. Her mother adds that “she has become very
irritable and cranky over the past year. I don’t know what’s gotten into her.”

Persistent Depressive Disorder




For a DSM 5 diagnosis of Persistent Depressive Disorder, a child must have depressed mood or
irritability for most of the day, for more days than not for a period of one year, as well as two other
symptoms from a group that includes changes in appetite (poor appetite or overeating), insomnia or
hypersomnia; low energy or fatigue; low self-esteem; problems with decision making or
concentration; and feelings of hopelessness (American Psychiatric Association, 2013).
May have an early and insidious onset (i.e. in childhood, adolescence, or early adult life).
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Symptoms are less likely to resolve in a given period of time in the context of Persistent Depressive
Disorder than they are in Major Depressive Disorder
Childhood risk factors include parental loss or separation
Prevalence: 12 month prevalence in the US is approximately 0.5%

Clinical Case 3
A 6 year-old boy, living with his mother, step-father and younger sister was brought to the clinic with history
of severe temper outbursts, both verbal and behavioral (throwing things, stomping, hitting self and others)
“when things don’t go his way”. This would last 10 minutes to 2 hours, or until he became tired. This
happened almost daily and sometimes several times a day. Often he was angry and irritable. Attention
span for desired activities was not impaired. These tantrums started when he was 2 ½ yrs of age. There
was no known family history of bipolar disorder; however, there is a strong family history of depression.

Disruptive Mood Dysregulation Disorder (DMDD)
•
•

•
•

•
•

Core feature of DMDD is chronic, severe persistent irritability that has two prominent clinical
manifestations: frequent temper outburst and severe irritability (that is persistent and non-episodic).
DMDD was added to the DSM 5 to address the considerable concern about the appropriate
classification and treatment of children who present with chronic, persistent irritability relative to
children who present with classic (i.e. episodic) bipolar disorder. The term “bipolar” is explicitly
reserved for episodic presentations of bipolar disorder.
Onset of DMDD is before age 10 years and the diagnosis should not be applied to children with a
developmental age of less than 6 years.
Children with chronic irritability are at increased risk for development of unipolar depression and/or
anxiety disorders in adulthood. Rates of conversion from severe, non-episodic irritability to Bipolar
Disorder are very LOW.
Diagnosis of intermittent explosive disorder (IED), ODD, or bipolar disorder CANNOT be co-morbid
with DMDD in the same child.
Prevalence: estimates in the community are unclear; however, based on rates of chronic and
severe persistent irritability, the overall 6 month to 1 year prevalence is 2-5%. Rates are expected
to be higher in males and school-age children than in females and adolescents.
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Clinical Case 4
A 10-year-old boy in fifth grade is brought to your office by his parents. He reportedly has been very
irritable and oppositional at school and clingy and crying about “little things at home.” He is making good
grades but frequently appears to be distracted. He is sleeping and eating well.

(Un)Specified Depressive Disorder
•
•
•

Also called sub-syndromal depression is diagnosed in the presence of depressed mood, anhedonia
(inability to experience pleasure), or irritability, and up to three symptoms of major depression.
Symptom s characteristic of a depressive disorder cause clinically significant distress or impairment
in social, occupational, or other important areas of functioning.
Use “specified” depressive disorder category when choosing to communicate the specific reason
that the presentation does not meet the criteria for any specific depressive disorder.

Clinical Case 5
A 12 year-old female child with a history of severe asthma had a significant history of pneumonia
recurrence and acute respiratory distress during the winter months. She was initiated on a course of
corticosteroids and antibiotics. She began experiencing lower, sad mood and significant anhedonia.
Additionally, sleep was significant disrupted. These symptoms began to impact her academic and
interpersonal functioning. After completion of the course of steroids, mood, anhedonia and sleep improved
back to baseline. There is no evidence to support an independent depressive disorder.

Substance/Medication Induced Depressive Disorder








Depressive symptoms are predominant in the clinical picture and develop during or soon after
ingestion, injection, or inhalation of a substance (e.g. drug of abuse, toxin, psychotropic medication,
and other medications) and the symptoms persist beyond the expected length of physiological effects,
intoxication, or withdrawal period.
The depressive symptoms are not better explained by an independent depressive disorder.
Once the substance is discontinued, the depressive symptoms will usually improve or remit within days
to a month, depending on the half-life of the substance/medication and the presence of withdrawal.
This diagnosis should be made instead of a diagnosis of substance intoxication or substance
withdrawal only when the symptoms (depressive) are sufficiently severe to warrant clinical attention.
Depressive symptoms can occur in association with intoxication from: alcohol, cannabis, phencyclidine,
other hallucinogens, inhalants, stimulants (including cocaine), opioids, and other substances.
Medications that can evoke depressive symptoms include: steroids, stimulants, L-dopa, antibiotics,
central nervous system drugs, dermatological agents, chemotherapeutic drugs, immunological agents,
antiviral agents, corticosteroids, oral contraceptives, cardiovascular agents, retinoic acid derivatives,
antipsychotics, smoking cessation agents.
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Heavy metals and toxins (e.g., organophosphate insecticides, nerve gases, carbon monoxide, carbon
dioxide, volatile substances such as gasoline and paint) may also cause panic or anxiety symptoms.
Prevalence: lifetime prevalence of substance/medication-induced depressive disorder is 0.26%.

Clinical Case 6
17 year old female adolescent reports significant mood swings that are accompanied by persistent crying
spells. Additionally she has experienced feeling “keyed up and on edge,” difficulty concentrating, and
feeling overwhelmed and “out of control.” She complains of significant breast tenderness and sensation of
severe “bloating.” These symptoms precipitated a visit to her primary care physician where she was then
able to correlate symptoms to occurring 1 week before the onset of her menstrual cycle, yet notably
improving and essentially absent 1 week following her menstrual cycle.

Premenstrual Dysphoric Disorder
•
•
•
•

The occurrence of mood lability, irritability and anxiety symptoms repeatedly occurring during the
premenstrual phase of the cycle and remit around the onset of menses or shortly thereafter.
Symptoms occur in most cycles during the past year and adversely affect work or social functioning.
The presence of physical and/or behavioral symptoms in the absence of mood and/or anxious
symptoms is not sufficient for a diagnosis.
Prevalence: 12 month prevalence is 1.8-5.8%

Clinical Case 7
A 13 year old male began experiencing lower mood, some lethargy, increased sleeping/fatigue along with
weight gain, dry skin and intolerance to cold/heat. These symptoms were impacting his academic and
interpersonal functioning and which precipitated a visit to his primary care physician. Both the patient and
his parents deny any substance or medication use that could be precipitating the depressive like
symptoms. There are no known depressive disorders in the family history. A comprehensive evaluation,
including a physical examination and laboratory findings identifies the presence of hypothyroidism

Depressive Disorder Due to Another Medical Condition




Depressed mood is predominant in the clinical picture and there is evidence from history, physical
examination, or laboratory findings that the disturbance is the direct pathophysiological consequence of
another medical condition.
It must be established that the depressive symptoms can be etiologically related to the medical
condition through a physiological mechanism before making a judgment that this is the best explanation
for the symptoms of a specific individual.
The presence of a clear temporal association between the onset, exacerbation, or remission of the
medical condition and the depressive symptoms can be helpful in making this diagnosis.
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A number of medical conditions are known to include depression as a symptomatic manifestation
including endocrine disease (e.g., hypothyroidism, Cushing’s disease), cardiovascular disorders (e.g.,
stroke, MI), , metabolic disturbances (e.g., vitamin B12 deficiency, folate deficiency, iron deficiency),
and neurological illness (e.g., Huntington’s disease, Parkinson’s disease, traumatic brain injury).

Severity of Depression
In the DSM 5, severity of depressive episodes is based on number of criterion
symptoms, and the degree of functional impairment. The DSM 5 guidelines
are summarized in the table below.
DSM 5 Guidelines for Grading Severity of
Depressive Episodes
Category

Mild

Moderate

Severe

Number of
Symptoms

5-6

*

In excess of that
required to make
diagnosis; “most”

Severity of
Symptoms

Distressing but
manageable; mild

*

Distressing and
unmanageable

Degree of
functional
Impairment

Minor impairment in
usual functioning

*

Markedly interfere
with social and
occupational
functioning

*According to DSM 5, “moderate” episodes of depression have symptoms and severity
that is between “mild and severe.”
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Typical Clinical Presentations of Depression According to Developmental Age
Infants




Ea

Failure to thrive, speech and motor delays, decrease in interactiveness, poor attachment
Repetitive self-soothing behaviors, withdrawal from social contact
Loss of previous/ learned skills, i.e., self-soothing skills, toilet learning

Childhood







More symptoms of anxiety (i.e. phobias, separation anxiety) and somatic complaints.
Loss of previously learned skills.
Expression of irritability with temper tantrums & behavior problems.
Neuro-vegetative signs are also present, although may vary. Appetite is less reliable than sleep
and energy.
Suicide attempts may occur, but fewer attempts than what is found in adolescence.
School failure may be the first manifestation of depression in this stage of development.

Adolescents






Clinical picture may look similar to adults; however, more behavior problems and fewer neurovegetative symptoms.
Compared to children, adolescents experience more sleep and appetite disturbances and acts
of impairment in functioning.
Adolescents may experience mood congruent hallucinations (rare) as compared to children.
There is an increased risk for substance abuse, conduct disorder, aggression, and other
delinquent behavior complications.
Adolescents experience more suicidal thoughts and self-injurious behaviors as compared to
children.

Assessment and Diagnosis
Assessment Recommendations


Recommendation I: Patients with depression risk factors (family history, other psychiatric
disorders, substance abuse, trauma, psychosocial adversity, etc.) should be identified and
systematically monitored over time for the development of a depressive disorder.



Recommendation II: Assessment for depression should include interviews with the patients and
families and should include an assessment of functional impairment in different domains.
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Use of diagnostic criteria in the American Psychiatric Association’s DSM 5 is critical to ensuring validity and
reliability in diagnosing depressive disorders.



Screening tools can help to guide the diagnosis and increase diagnostic impression of a depressive
disorder and distinguish among depressive disorders. However, a full evaluation for the child and family is
required for proper diagnosis.



The Center for Epidemiological Studies Depression Scale for Children (CES-DC) is an easy-to-use
assessment scale for children and adolescents.
http://www.brightfutures.org/mentalhealth/pdf/professionals/bridges/ces_dc.pdf



The PHQ-9 is a well-validated tool used to assess adult depression in primary care. For a clinical
adolescent depression, the PHQ-9 was modified to better represent adolescent depression and to include
questions on suicide attempts and adolescent dysthymia. These modifications have not been validated in a
research setting.



Other depression screening tools:
o Columbia Depression Scale (Teen Version)
o Columbia Depression Scale (Parent Version)
o Kutcher Adolescent Depression Scale (6 item)

Appendix 1 provides sample CES-DC and PHQ9: Modified for Teens. Permission to use the scales was
obtained from Bright Futures (www.brightfutures.org) and the REACH Institute (www.TheReachInstitute.org).

Differential Diagnosis
Psychiatric Disorders that resemble depression in children and adolescents:












Substance/medication-induced mood disorder
Mood disorder due to another medical condition
Adjustment disorder with depressed mood
Adjustment disorder with depressed mood and anxiety
Anxiety Disorders
Post Traumatic Stress Disorder
Depressive episode of Bipolar Disorder
Manic episodes with irritable mood or mixed episodes of Bipolar Disorder Conduct Disorder
Eating Disorders
Attention Deficit Hyperactivity Disorder
Normal moodiness of teens
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Co-morbidities
A number of associated disorders commonly co-occur with depression in children and adolescents. These
include:




30–70 percent of children and adolescents with depressive disorders have an anxiety disorder.
Substance use disorders occur in 20 to 30 percent of adolescents with depression.
Disruptive behavior disorders (including oppositional defiant disorder and conduct disorder) occur in
10 to 80 percent of children and adolescents with depressive disorders.

Confounding Disorders: Bipolar Disorder








Along with considering normal mood changes of adolescence which is generally not associated with
a decline in functioning (i.e., drop in grades), clinicians should assess for symptoms of bipolar
disorder.
Bipolar disorder is less common in teens than adults.
Many teens that may eventually have bipolar disorder diagnosed in adulthood will be presenting
first with a depressive episode in adolescence, and thus, diagnosing bipolar disorder during this
presentation may not be possible.
Since teens with Bipolar Disorder may experience significant adverse effects when treated with
antidepressants, obtaining any history of past or current bipolar symptoms is critical.
Look for a family history of Anxiety and/or Bipolar Disorders.

Bipolar Disorder Symptoms According to Developmental Stage


Middle Childhood
o Persistently irritable mood is described more often than a euphoric mood.
o Aggressive and uncontrollable outbursts, agitated behaviors (may look like Attention Deficit
Hyperactivity Disorder [ADHD] with severe hyperactivity and impulsivity).
o Extreme fluctuations in mood that can occur on the same day or over the course of days or
weeks.
o Reckless behaviors, dangerous play, and inappropriate sexual behaviors



Adolescence
o Markedly labile mood
o Agitated behaviors, pressured speech, racing thoughts, sleep disturbances
o Reckless behaviors (e.g., dangerous driving, substance abuse, sexual indiscretions)
o Illicit activities (e.g., impulsive stealing, fighting), spending sprees.
o Psychotic symptoms (e.g., hallucinations, delusions, irrational thoughts)
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Medical Conditions That Can Resemble Depressive Disorders








Hypothyroidism
Anemia
Mononucleosis
Chronic fatigue syndrome
Autoimmune diseases
Seizure disorders
Prescription medications (i.e. corticosteroids, contraceptives, stimulants)

Red Flags







Suicidal ideation, suicidal gestures, and suicide attempts
Psychotic symptoms: auditory and/or visual hallucinations
Poor parental supervision or family support
Multiple areas of poor/impaired functioning (school, social and family)
Co-morbid substance abuse
Abuse (physical, sexual, emotional, neglect)
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This table was used with permission of the REACH Institute, www.TheReachInstitute.org
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Treatment


Studies have shown that Cognitive Behavioral Therapy (CBT) and Interpersonal Therapy (IPT) are
effective for the treatment of depressive disorders in children and adolescents.



Pharmacotherapy with SSRI’s have been shown to be effective as well for the treatment of
depressive disorders in children and adolescents. (Marsh et al, 2004 and 2007)



Studies indicate that a combination of both medication and therapy (CBT) is more effective in
reducing and treating symptoms of depressive disorders.



70 to 80 percent of children/adolescents with depression can be effectively treated



Without treatment, 40 percent of children and adolescents will have a 2nd episode of depression
within 2 years.

Initial Management Recommendations


Recommendation I: Clinicians should educate and counsel families and patients about depression
and options for the management of the disorder.



Recommendation II: Clinicians should develop a treatment plan with patients and families and set
specific treatment goals in key areas of functioning including home, peer, and school settings.



Recommendation III: Clinicians should establish links with community mental health resources,
which may include patients and families who have dealt with childhood and adolescent depression
and or willing to serve as resources to other affected children/adolescents and their family
members.



Recommendation IV: All management should include establishment of a safety plan, which
includes restricting access to lethal means, engaging a concerned third-party, and an emergency
communication mechanism.
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Treatment Recommendations


Recommendation I: In cases of mild depression, consider a period of active support and
monitoring before starting other evidence-based treatment.



Recommendation II: If a Primary Care (PC) clinician identifies an adolescent with moderate or
severe depression or complicating factors such as co-existing substance abuse, consultation with a
mental health specialist should be considered.



Recommendation III: Consider Cognitive Behavioral Therapy (or Interpersonal Therapy) for mild
cases and antidepressant treatment such as SSRI’s for moderate cases.



Recommendation IV: PC clinicians should actively support depressed children and adolescents
who are referred to mental health. Consider sharing care with mental health agencies/professionals
when possible.

Psychosocial Interventions
•

For depressed teenagers, Interpersonal therapy (IPT) is a well-established treatment for depressed
adolescents.

•

The focus of IPT is on helping older children and adolescents understand and address problems in their
relationships with family members and friends that are assumed to contribute to depression.

•

This approach (which may contain some elements of CBT) involves what most of us think of when we
hear the term “psychotherapy” as it is usually conducted in an individual therapy format, where the
therapist works one-on-one with the child/adolescent and his or her family

•

Cognitive Behavioral Therapy (CBT) is designed to change both maladaptive cognitions and behaviors.

•

During CBT, depressed children/adolescent learn about the nature of depression and how their mood is
linked to both their thoughts and actions.

•

The focus is often on developing better communication, problem-solving, anger-management, social
skills and modifying self-defeating attributions.

•

CBT is probably the most well-studied treatment for children and adolescents with depression.

•

While controlled studies support its efficacy, there are fewer studies of effectiveness (Klein, et al, 2005)
and high relapse rates suggest the need for ongoing treatment.
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Pharmacotherapy
FDA Approved Antidepressants in Children and Adolescents
Trade name

Generic Name

FDA Approved Age and
Indication(s)

Dosage

Prozac*

fluoxetine

8 yrs and older for Major
Depressive Disorder
(MDD)

Start: 10 mg qday ,
increase 10 mg q2-4 weeks

Zoloft

sertraline

6 yrs and older for OCD
(Obsessive Compulsive
Disorder)
6 yrs and older for OCD

Max Dose: 20-60 mg/day

6-12 yrs: Start: 25 mg
qday, increase 25-50
mg/day qweek
13 yrs and older: Start: 50
mg qday
Max Dose: 200 mg/day

Luvox

fluvoxamine

8 yrs and older for OCD

8-11 yrs: Start: 25 mg qhs,
increase 25 mg qweek
Max Dose: 200 mg/day
12yrs and older: Start: 25
mg qhs, increase 25
mg/day qweek
Max Dose: 300 mg/day

Lexapro*

escitalopram

12 yrs and older for MDD

Start: 10 mg qday, may
increase after 3 weeks by
10 mg increments
Max Dose: 20 mg/day

Wellbutrin

bupropion

6 yrs and older for ADHD

Dose: 1.4-6 mg/kg/day;
Max Dose: 150 mg/dose,
450 mg/day

Tofranil*

imipramine

6 and older for MDD and
nocturnal enuresis

6-12 yrs: Start: 1.5
mg/kg/day div qd-tid;
increase 1-1.5 mg/kg/day
q3-4 days
Max Dose: 5 mg/kg/day
19 | P a g e

Anafranil

clomipramine

10 yrs and older for OCD

>12 yrs: Start: 30-40
mg/day div qd-tid, increase
10-25 mg/day q3-4 days
Max Dose: 100 mg/day
Start 25 mg qday, increase
25 mg/day qweek
Max Dose: 3 mg/kg/day up
to 100 mg/day in first
2weeks, up to 200 mg
maintenance

**Note that only Prozac, Lexapro and Tofranil are FDA approved specifically for Major Depressive Disorder in
children and adolescents. The other listed antidepressants are FDA approved for treatment of anxiety
disorders in children and adolescents.

Antidepressant Adverse Effects


Serious Adverse Effects
o
o
o
o



Serotonin Syndrome (muscle rigidity, tremulousness, myoclonus, autonomic instability, agitated
confusion, rhabdomyolysis)
Akathisia (uncontrollable internal motor restlessness)
Hypomania
Discontinuation syndromes (nausea, vomiting, headache, tremor, dizziness, fatigue, irritability,
palpitations, rebound depression/anxiety)

Common Adverse Effects
o
o
o
o
o
o

GI effects (dry mouth, constipation, diarrhea)
Sleep disturbance
Irritability
Disinhibition
Agitation/jitteriness
Headache

What to do after starting an antidepressant


A small but statistically significant increase in suicidal thoughts appears in clinical trials of
antidepressants in children. Subsequent screening for suicidal thoughts after starting
antidepressants is recommended.



Suicide risk and assessment plan should be clearly documented.
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Suicide Screening Questions











Have you had thoughts of hurting yourself?
Have you ever tried to hurt yourself?
Have you ever wished you were not alive?
Have you had thoughts of taking your life?
Have you done things that are so dangerous that you knew you might get hurt or die?
Have you ever tried to kill yourself?
Have you had recent thoughts of killing yourself?
Do you have a plan to kill yourself?
Are the methods to kill yourself available to you?
Do you have access to guns?

Working with Mental Health Liaisons


Appropriate roles and responsibilities for ongoing management by the PC clinician and mental health
clinicians should be explicitly communicated and agreed upon.



The patient and family should be consulted and approve the roles of the PC clinician and mental health
professionals.

What to Do While Waiting for a Referral




Parent Recommendations
o

Encourage parents to schedule regular play dates with other children with whom their child is
compatible. Their child may thus gain confidence in her ability to participate in group activities
with other children.

o

Structured group play and activities (church group, boy scouts, team sports, etc.) can help
children and adolescents learn social skills.

School Recommendations
o

With permission, involve teachers in assessing function. Determine whether there are any
school-related stressors.

o

The school may assess for learning disabilities or special education needs that may be
contributing to the child’s distress.
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This table was used with permission of the REACH Institute, www.TheReachInstitute.org
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Family Resources


American Academy of Child and Adolescent Psychiatry (AACAP) Facts for Families:
http://aacap.org/page.ww?name=Schizophrenia+in+Children&section=Facts+for+Families



American Academy of Child and Adolescent Psychiatry (AACAP) Bipolar Disorder Resource Center:
http://aacap.org/cs/BipolarDisorder.ResourceCenter



American Academy of Child and Adolescent Psychiatry (AACAP) Depression Resource Center:
http://aacap.org/cs/Depression.ResourceCenter



American Academy of Child and Adolescent Psychiatry (AACAP) Anxiety Disorders Resource Center:
http://aacap.org/cs/AnxietyDisorders.ResourceCenter



All Family Resources
http://www.familymanagement.com/facts/english/facts33.html



National Alliance on Mental Illness:
http://www.nami.org/



PTSD in Children and Teens: Web Resource Link:
http://ptsd.va.gov/public/web-resources/web-children-adolescents.asp



Arkansas Teen Crisis Hotline
o Teen Crisis Hotline: (888) 798-8336
o Teen Crisis Hotline: (479) 872-8336



Arkansas Building Effective Services for Trauma (AR BEST) has developed a comprehensive list of
the names and contact information of clinicians who are trained to provide treatment for children who
had been exposed to severe trauma: http://uams.edu/arbest/map.asp
For more information regarding AR BEST: arbest_info@uams.edu



The free Child Psychiatry Telemedicine, Liaison & Consult (Psych TLC) service is available for:
o Consultation on psychiatric medication related issues including:
 Advice on initial management for your patient
 Titration of psychiatric medications
 Side effects of psychiatric medications
 Combination of psychiatric medications with other medications
o Consultation regarding children with mental health related issues
o Psychiatric evaluations in special cases via tele-video
o Educational opportunities
This service is free to all Arkansas physicians caring for children. Telephone consults are made within
15 minutes of placing the call and can be accomplished while the child and/or parent are still in the
office.
Psych TLC Phone numbers: 501-526-7425 or 1-866-273-3835
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