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Preface

If you are a primary care clinician (PCC), you probably already know that during
the last thirty years there has been a dramatic decrease in many of the most common
problems of childhood, ranging from otitis media and meningitis to even dental car-
ies. Increasingly, as a PCC, you are finding that much of your day’s work is involved
with children and youth with chronic health problems, many of which are behavior-
ally based, and/or with children and youth who have mental health problems. In the
landmark Global Burden of Disease study, Murray and Lopez (1996) determined that
seven out of the top ten problems contributing to the overall global burden of disease
were related to behavior, mental health, and lifestyle. These findings applied not only
to adults, but also to those between 5 and 18 years of age. Among persons ages 15 to
44, depressive disorders and acquired immune deficiency syndrome (AIDS) accounted
for the top two causes of “disease burden” both currently and projected forward to the
year 2020. These original findings have been confirmed by the World Health Report
(World Health Organization, 2001).

Teen depression appears to be on the rise. More adolescents are affected by it than
during previous decades, and when they are affected, they tend to get it at younger
ages. Thus, psychological and behavioral disabilities—whether depression or attention
deficit hyperactivity disorder (ADHD)—appear to have taken the place of infectious
diseases as the most important and common problems among adolescents in PCCs’
practices. Among youth, it is now known that depression occurs in rates similar to
that of adults, and almost half of adults who suffer from depression throughout their
lives experience their first episode during their youth (Kessler, Avenevoli, & Ries
Merikangas, 2001). As a practicing PCC, you probably know that just like rates of
depression, rates of youth suicide have risen in recent years; and as in adults, depres-
sion in teens is intimately linked to youth suicide. But you may be surprised to learn
that the yearly number of deaths due to youth suicide equals all biomedical causes of
youth death combined and is second only to auto accidents as a cause of death among
14- to 21-year-old youth.

To cap it all off, clinicians are now understanding that a host of stressful child-
hood problems (adverse childhood experiences, or ACEs) are linked to long-term
poorer health outcomes in later life, from depression and suicide to diabetes and
heart disease (Dube et al., 2001; Felitti et al., 1998; Felitti, 2009). Because the foun-
dations of lifelong physical and emotional health are laid down in childhood and
adolescence, twenty-first century pediatrics must now come fully forward to confront
these too-long overlooked problems previously placed in mental health specialty silos
(Shonkoft, Boyce, & McEwen, 2009).

For all of these reasons, in 2000 the Surgeon General (Office of the Surgeon
General, 2000) warned that adolescent depression was now a major public health crisis
and argued for the need for increased mental health services for this group, beginning
first in primary care. Not surprisingly, the U.S. Preventive Services Task Force (Agency
for Healthcare Research and Quality, 2009) recommended screening of adolescents for
major depressive disorder (MDD), when systems are in place to ensure accurate diag-
nosis, appropriate treatment, and follow-up—hence the need for this book.

In 2007-2008, the coeditors of this book published the results of an extensive
consensus process related to optimal treatments of adolescent depression, “Guidelines
for Adolescent Depression in Primary Care” (GLAD-PC; Cheung et al., 2007, 2008;
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Zuckerbrot et al., 2007). This consensus process and the resulting GLAD-PC were
developed because, across North America, shortages of child and adolescent psychia-
trists and other mental health specialists have been keenly felt, particularly by PCCs
who have been unable to obtain specialty treatment for depressed youth in their prac-
tices. As a result, much of the public health demand for assistance has fallen to PCCs,
yet specific guidance and support, including assessment and treatment guidelines,
have been unavailable for managing teens with MDD.

What is known about teen depression? What causes it? How do you screen for it?
What is an adequate depression diagnostic assessment? What are the risks associated
with depression, such as teen suicide? Are there effective treatments, and, if so, what
are they? Concerning treatments, which of them might be delivered within primary
care? What treatments must be provided by specialists? What are the appropriate
responsibilities of the PCC when dealing with such an adolescent? What is your role
with respect to the mental health specialist, and how should the two disciplines com-
municate and work together on behalf of a depressed youth? What should the PCC do
if few or no specialty mental health services are available?

Thinking beyond these immediate clinical duties, how might you, as a PCC, effec-
tively organize the primary care office setting to respond to depression and related
problems that affect as many as 50 percent of youth over the adolescent years? And
perhaps lastly, but critically, how do you pay the bills, particularly in the United States,
where mental health care is often not supported to the same extent as other health care
needs? While scarcities for mental health services exist both in the United States and
Canada, there is an underlying assumption within Canada that mental health care—
when provided—is provided at no cost to the patient. Because this same provision
does not yet apply in the United States, attention to cost issues is quite critical.

This book addresses all of these issues. In Chapter 1, two of the coeditors address
why, as a PCC, you are ideally situated to address MDD in youth. This chapter, as do
all the chapters throughout the book, models “primary care-mental health collabora-
tive relationships™ ensuring that both an expert PCC (Stein) and a mental health spe-
cialist (Jensen) worked together to craft the content, so that it is not only applicable
within primary care, but also reflects the latest mental health science that the field has
to offer. Together, Stein and Jensen describe the unique mental health issues in primary
care and discuss why and how PCCs are uniquely poised to address depression in
teens—sometimes, even more effectively than mental health specialists—given their
special long-term family relationships.

Chapter 2 provides an overview of what is known about youth depression.
Fortunately, coincident with the rising rates of youth depression, there are now
many new research findings. One of the key architects of the single most important
study examining treatments of depression is Bruce Waslick. He and his primary care
(Brooks and Burns) and mental health (Sarvet) coauthors provide an overview of what
is known about youth depression, its causes, correlates, and consequences.

The two additional chapters (Chapters 3 and 4) that follow discuss optimum
methods for screening of depression in primary care (Zuckerbrot and Berger-Jenkins)
and how to employ appropriate strategies for assessing and diagnosing depression and
comorbid conditions (Zuckerbrot and Steinbaum).

Additional information is provided in Chapter 5 (Ghalib, Bernstein, and Soren)
concerning assessment and management of suicide risk and how PCCs, such as
yourselves, can effectively handle such emergency situations.

One particularly thorny issue that all PCCs must confront when dealing with teens
is that the nature of the child-PCC relationship changes once the teenager begins to
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take increasing responsibility for his or her own health care actions. During these years,
issues of confidentiality become quite critical, and the teen’s ability to have an effec-
tive therapeutic relationship with a doctor—apart from his or her parents—becomes
paramount. These issues are addressed by Laraque and colleagues (Hoagwood and
Hoagwood) in Chapter 6. This important chapter outlines the key principles for work-
ing with parents and youth as active partners in managing teen depression.

Given the shortage of mental health specialists, it seems highly likely that treat-
ments for depression will increasingly rest upon your shoulders. So what kind of useful
psychological support can you actually offer? Or when a long wait for a mental health
referral is needed, what can or should you do in the meantime? Can you assist? Stein
and Jensen review the evidence in Chapter 7, as well as offer practical strategies about
what you, as the PCC, can do, even when not employing formal “psychotherapy.”

Cheung, also a coeditor, along with Sacks, reviews the role of medication treat-
ments for depression in Chapter 8, including strategies for initiating, titrating, monitor-
ing, and eventually tapering the most common medications for depression (selective
serotonin reuptake inhibitors; SSRIs). While still controversial in the public eye,
the evidence has become increasingly clear that at least some SSRIs are safe and
effective, if appropriately monitored by the adolescent’s prescriber. In fact, since the
SSRI concerns raised in the media between 2004 and 2006, and the Food and Drug
Administration’s (FDA’s) actions in black-boxing all of the SSRIs as possible con-
tributors to increased suidical ideation in some youth, SSRI prescription rates among
youth have dropped as much as 20 percent. This was followed by the largest year-
to-year increase in youth suicide rates during the same period, according to recent
Centers for Disease Control reports.

In Chapter 9, Cheung and Asarnow review the formal psychotherapies for depres-
sion, including Cognitive Behavioral Therapy—both group and individual—as well
as Interpersonal Psychotherapy for adolescents. While many studies of adolescent
depression have now been conducted and several forms of therapy have been shown
to be effective, the problem is that—even now—most psychotherapists are not specifi-
cally trained in either of these two forms of psychotherapy. It is essential for you to
be aware of what these therapies are, what they have to offer your patients, and then
become sufficiently knowledgeable to assist the family in getting those effective forms
of psychotherapy whenever possible.

All of this of course presumes that you, as the PCC, are able to make a referral and
that the family actually follows through with the referral. In Chapter 10, Jensen and
Stein discuss the challenges in making an effective referral. Tackling the obstacles of
getting a family to follow through with a referral, they discuss what you can do when
it seems like there is no one to whom you can refer.

So now that you have actually connected your adolescent and family with a men-
tal health provider, what do you do? What are your various roles and responsibilities,
and how might these functions differ, depending on the type of collaborative model
that best fits you and your practice? Sulik and Dennis address these issues in Chapter
11, and then, in Chapter 12, describe how to apply these collaborative approaches for
complex, comorbid patients.

In Chapter 13, Campo, Robbins, and Jensen discuss how you might usefully rede-
sign and reorganize your primary care practice setting to incorporate the latest proven
methods for identifying, assessing, diagnosing, and treating youth with depression.
Of course, the actual effectiveness and extent of the deployment of these strategies
within primary care will depend on the degree to which you, as the PCC, can adjust
your practice model to accommodate chronic illnesses rather than short-term acute
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illnesses. These steps entail learning about, and then jointly putting into place, many of
the strategies noted above in the previous chapters. These include setting up an ongo-
ing database to monitor and track patients, effective screening procedures, involving
and activating families as key partners in the health care process, long-term mainte-
nance strategies, and the use of decision tools to assist the physician in making critical
determinations about optimal care at critical decision points.

And last but not least, Wegner and Houston describe, in Chapter 14, how you, as a
busy PCC, at least within the United States, can take advantage of appropriate billing
codes and reimbursement procedures to ensure that you can be compensated for rendering
crucial assessment and treatment services for depressed youth in primary care settings.
While variations in reimbursement procedures exist from state to state and from insurance
plan to insurance plan, efficient office managers and well-organized primary care prac-
tices can take these issues into account to manage the chronic behavioral health problems
effectively, including adolescent depression, and, yes, even be compensated appropriately!

Fittingly, almost all of the contributors to this volume were key participants in
the development of GLAD-PC. The recommendations and algorithm from GLAD-PC
are included in the appendixes (Appendixes 1 and 2) and are available on line at
http://www.glad-pc.org. For the full set of guidelines, see Zuckerbrot et al. (2007)
and Cheung et al. (2007). As you will see by perusing them, GLAD-PC attempts to
take into account the necessary strategies that you will need to employ to effectively
identify, diagnose, and manage depression in your practice setting. GLAD-PC was
developed for those in the age range of 10 to 21 (preteens, adolescents, and young
adults), who are assessed by you to be developmentally “adolescent.” Use this book
in the same way, including the younger and older age ranges when pubertal status and
level of functioning fit those of a teen.

No guideline is complete without a user-friendly toolkit. Having at your fingertips
readily applicable tools and efficient algorithms that you can use despite many other
pressures is critical, if a guideline is to achieve its intended purpose. While a robust set
of GLAD-PC tools are provided in the appendixes in this volume, we have provided
them with the assumption that while they will help you, you will succeed best if you
obtain additional training and take the critical steps to redesign the practice setting to
better manage chronic illness. For information about how you can get additional train-
ing in managing teen depression, see the Web site of the nonprofit REACH Institute
(http://www.thereachinstitute.org).

The challenges of teen depression are going to be here for the foreseeable future.
As a consequence, all PCCs, including pediatricians, family practitioners, nurse prac-
titioners, and physicians’ assistants will be central to effective national strategies for
managing teen depression. Hopefully, this handbook makes it possible for you, the
primary care community, to do just that.

Peter S. Jensen, M.D.

Ruth E. K. Stein, M.D.
Amy Cheung, M.D.

Rachel A. Zuckerbrot, M.D.
2011
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