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• Quality of life

• Suicide – 6% of high school youth in  San 
Diego reported a suicide attempt in 2009 

• Self-injury – 24 % of high school youth 
reported self-injury

• Rates of suicide are rising

• Take overdose, suffocation and 
strangulation extremely seriously

Impact



Pathophysiology

• Social and Psychological factors shape 
context for depression
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Pathophysiology

• Biological Pathways

• Neurotransmitters

• Catecholamines 

• BDNF

• Glutamate/NMDA

• Other CNF factors

• Pro-inflammatory cytokines

• Altered HPA axis

• Thyroid



Norepinephrine

• Pre-synpatic release controlled by Alpha 
2 

• Re-uptake decreases [Ne] in cleft

• Monoamine oxidase inactivates Ne  
SNRI



Serotonin

• Pre-synpatic release controlled by 5HT 1a, 
1d. (Can have decreased sensitivity in 
depression) 

• Re-uptake decreases [Se] in cleft

• Monoamine oxidase inactivates Serotonin

• Post-synaptic 5HT 2a has a role 
SSRI



• Safety First

• SI, self harm, HI 

• (Further training on how to ask and 
where to start?)

• PHQ question 9

• 10 – 14 Moderate, 15 – 19 Moderate 

to severe, 20 – 27 Severe

Approach to Diagnosis



• Normalize first

• Sadness, thoughts of self harm are 
common

• Social History (HEAD component of 
HEADS)

• Involve supports – family and SW if 
possible

• There is no safety plan without family 
awareness

• Use Number scale for assessing SI

Safety First



• Irritability

• Increased sensitivity to failure, rejection

• Physical complaints, headache, stomach 
ache

• Absenteeism, poor school performance

• Thoughts of / running away

• Substance use

• Less anhedonia

• Less psychomotor slowing

Pediatric Considerations



• Two weeks of LOW MOOD,  IRRITABILITY Or 
ANHEDONIA 

• With >=4

• Weight loss/ poor appetite

• Sleep problems

• Anergia

• Worthlessness or guilt

• Poor concentration

• SI

Diagnosis



• Adjustment, Anxiety, ADHD and Trauma

• Bipolar disorder

• Substance Abuse

• Prodrome

• PMDD – Premenstrual

• Persistent Depressive Disorder

Differential



• Learning disorder

• Hormone changes 

• Substance abuse

• Bullying

• Trauma

• Genetics

• Physical Health

• Life events

• Family conflict

• Community or domestic violence

Risk Factors



Impact

• Episodic (Kovacs et al, 2016)

• First episode ~ 37 weeks

• Time between episodes decreases as 
time progresses

• More data needed 

Course of Pediatric
Depression



Impact

• Get Family Collateral 

• Make therapy referrals for all cases of 
depression 

• SSRIs – Fluoxetine, escitalopram, sertraline

• Use monitoring tool 

Approach to Treatment



Treatment



• Therapy

• Medication

• Combination therapy has best data

• CBT for depression

Treatment
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Activation

Exercise

Thought logs, 

Automatic thoughts, 

Challenging 

Thought Styles

Treatment

Thoughts

Feelings

Behaviors



• Therapy is strongly recommended 

• System of care often presents limitation

• Reasonable measures to connect families 
with therapy

• Encourage family education about 
therapy and medications

Treatment : Therapy



• Therapy is essential

• Combination of CBT and SSRI can 
increase rate of response 

• ~ 60% with medication only to ~ 70% 
meds and CBT(March et al, 2004)

Medications: SSRIS



• Reasons to consider Medications

• PHQ 9 > 14 (Hand Waving)

• Safety concerns

• Patient and Family Preference

• Sx. Continue after 3 months of therapy

Medications: SSRIS



Stepped Treatment

SSRI, up-titrate every 1-4 
weeks

Switch to second 
SSRI

Consult vs. 
Augmentation

8 

weeks

12 Weeks

Acute 

Safety 

Concerns; 

Diagnostic 

questions



• Headache, GI upset

• Black Box Warning: Suicide Events

• Antidepressants increased the risk 
compared to placebo of suicidal thinking 
and behavior (suicidality) in children, 
adolescents, and young adults in short-
term studies of major depressive disorder 
(MDD) and other psychiatric disorders

• Following the Black Box warning is a good 
time to encourage system to talk about 
safety

SSRI : Adverse Effects



• Rates of suicide events vary .7% - 4%

• FDA and TADS study show no completed 
suicides

• https://www.uptodate.com/contents/eff
ect-of-antidepressants-on-suicide-risk-in-
children-and-adolescents

• For Families:

• Communication about safety 

• Monitoring

Medications: SSRIS

https://www.uptodate.com/contents/effect-of-antidepressants-on-suicide-risk-in-children-and-adolescents


• Fluoxetine 10 to 40 mg po daily (TADS Study; 
Cochrane Review); Highest rates of remission 
23% - 57% 

• Adolescents: Start at 10 mg, within 1-4 weeks 
increase to 20 mg, true target is remission

• School Age: Start lower 5; Use Liquid; go Slow

• Long Half-life! (2-3 days parent, 2 week 
metabolite)

• Can be activating

• CYP inhibition (2D6 → Codeine, B blockers; 3A4 
→ some benzos, Statins)

Fluoxetine



• Escitalopram 10 to 20 mg po daily (TADS Study; 
Cochrane Review)

• Adolescents: Start at 5 mg, increase to 10 mg, 
true target is remission, increase accordingly 

• School age kids go slower

• Half life is 24 – 32 hrs

• Discontinuation withdrawal symptoms rare, but 

can happen → taper

• Few interactions

• Can be sedating, cause orthostasis

Escitalopram 



• Sertraline 25 – 150 mg, 130 mg is the average 
studied dose

• FDA Approved for OCD – Not Depression

• Adolescents: Start at 25 mg, increase to 50 mg, 
true target is remission, increase accordingly 

• School age kids go slower

• Half-life is 24-36 hours, can be longer

• Taper on discontinuation 50% over 3 days to  
week

• Some CYP inhibition

Sertraline



• Lowest effective dose, target remission

• Symptomatic and tolerating? Increase

• Effect can take 3-5 Weeks per dose 
change

• Monitor weekly or bimonthly 

• Suicidal ideation

• Mania or hypomania (SLEEP, personality 
change, etc.)

SSRI : General Approach



• At baseline: IF clinical exam is concerning 
for biological underpinnings or any 
association with eating disorder

• CBC, TSH, CMP, B12, Vit D.

• Follow-up Labs if symptoms of electrolyte 
abnormality

SSRI : Labs



• Use with other serotonergic medications 
can cause Serotonin Syndrome

• Risk Category C, present in breast milk 

• Rare adverse effects can be serious: 
Suicidal Ideation (Black Box), Bleeding, 
Electrolyte abnormalities 

• Likely safe with OCPS, more studies 
needed (Berry-Bibee et al, 2016)

SSRI : Other Cautions



• Higher doses tend to be helpful for more 
anxiety

• Co-treatment with stimulants is usually 
safe

• There are studies that show increase 
hypomania risk with this combination

SSRI: Other Considerations



• Depression is common

• Children and adolescents are 
undertreated

• Provide Psychoeducation to Family

• Empower Families

Conclusion



• Therapy is first line

• CBT is data supported

• Combination (Meds/Therapy) can work 
better for Moderate / Severe cases

• Medications

• SSRI / Big Three

• See back in 1-4 weeks, up-titrate

• Second Line : Big Three

Conclusion



• Ask about safety

• Can use a number system

• Talk with parents about communicating 
with their kids

• Following the black box warning is a 
often a good time for brief safety 
discussion 

• Empower families with resources

Conclusion



• BHUC

• https://www.rchsd.org/programs-
services/psychiatry/behavioral-health-
urgent-care/

• 858-966-5484

• Appointments: 9 a.m.-4 p.m., Monday 
through Friday

• Walk-in clinic: 4 p.m.-8 p.m., Monday 
through Friday

Safety: Rady Urgent Care 

https://www.rchsd.org/programs-services/psychiatry/behavioral-health-urgent-care/


• Access and Crisis Line at 888-724-7240

• Emergency Screening Unit (ESU) 

• 4309 Third Avenue
San Diego, CA 92103

• 619-876-4502

Safety: Other Resources



• https://www.aacap.org/aacap/Families_
and_Youth/Resource_Centers/Depression
_Resource_Center/Home.aspx

• http://keltymentalhealth.ca/sites/default/
files/ssris_medication_information_feb_201
2.pdf

• https://www.appi.org/dulcan

Family Education

https://www.aacap.org/aacap/Families_and_Youth/Resource_Centers/Depression_Resource_Center/Home.aspx
http://keltymentalhealth.ca/sites/default/files/ssris_medication_information_feb_2012.pdf
https://www.appi.org/dulcan


• Smart Care

• Physician : 858-880-6405
email: BHCS.Provider@vistahill.org

• Families : 858-956-5900

• www.smartcarebhcs.org

• Call individual insurance

• Psychologytoday.com

Finding Therapy

mailto:BHCS.Provider@vistahill.org
http://www.smartcarebhcs.org/


Conclusion
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