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A few notes about today’s webinar:

All lines are muted throughout the presentation.

Please use the Q&A function to ask questions or make
comments during the presentation

We will be recording the session.

Today’s recording and materials will be posted to the
project’s Teams page following the presentation.
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‘ Managing Positive Screens

‘ In-Office Interventions
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Recap: Depression Screening and
Follow-Up for Adolescents and
Adults (DSF)

HEDIS Measure Definition: The percentage of members 12 years of age
and older who were screened for clinical depression using a
standardized instrument and, if screened positive, received follow-up

care.
Codes to capture screening:

96127 (CPT code) + LOINC codes and score input into structured field
96127 (CPT code) + G codes

Y, Children's National.



Follow-Up for Positive Scores

Any of the following on or up to 30 days after the first positive screen:

1. An outpatient or telephone follow-up visit with a diagnosis of
depression or other behavioral health condition.

2. A depression case management encounter that documents
assessment for symptoms of depression or a diagnosis of depression
or other behavioral health condition.

3. A behavioral health encounter, including assessment, therapy,
collaborative care or medication management.

4. A dispensed antidepressant medication.

5. Receipt of an assessment on the same day and subsequent to the
positive screen.

Y, Children's National.



Recap: DSM-5 MDD Criteria

Exclusion
criteria

*Depressed mood (or irritable mood in kids)
* Anhedonia

*Change in sleep

*Change in appetite

* Worthlessness

*Decreased energy

*Poor concentration

*Psychomotor agitation or retardation
« Suicidality

* Causes significant distress or impairment in
functioning

*Not due to substance use, bipolar disorder,

another condition

Y, Children's National.



Recap: DSM-5 Persistent Depressive Disorder Criteria

1 fo rm OSt -Bgsressefﬂ mood (or irritable mood in
dayS |n 3 * Anhedonia

year:

2 or more *Change in sleep

*Change in appetite

* Worthlessness
when

e Decreased energy

d e p resse d . *Poor concentration

*No more than 2 months out of past year
without depression

EXC | U S | O n » Causes significant distress or impairment

in functioning

CI’ITGI’IO *Not due to substance use, bipolar

disorder, another condition < Children's National.




AAP Key Resources
Addressing Mental Health Concerns in Pediatrics: A

Practical Resource Toolkit for Clinicians, 2nd edition

Marian F. Earls, MD, FAAP; Jane Meschan Foy, MD, FAAP; Cori M. Green, MD, MSc, FAAP

Mental Health

el All clinicians working with children and adolescents must be prepared to be a first-line advocate when

mental health concerns arise.

The tools in this collection align with the current AAP Mental Health Competencies for Pediatric Practice,

giving you convenient access to core content, forms, screening and assessment resources, plus videos

(e demonstrating conversation techniques firsthand.

Y, Children's National.
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Trends in Pediatric Depression
Rates and Screening



US Trends in Pediairic Depression

Number of children ages 3-17 whose parents reported their child is
currently diagnosed with depression grew by 27% from 2016-2020

(Lebrun-Harris et al. 2022).

Y, Children's National.



US Trends in Pediatric Depression

Number of children ages 3-17 whose parents reported their child is
currently diagnosed with depression grew by 27% from 2016-2020

(Lebrun-Harris et al. 2022).

TEEN GIRLS WHQO PERSISTENTLY FELT SAD
OR HOPELESS INCREASED DRAMATICALLY

FROM 2011 TO 2021

@ Teen Giris @ r1eenBoys

D

5

2011 2021

Youth Risk Behavior Survey Data Summary & Trends Report: wpg’ Lrmarens vauonal.
2011-2021 (cdc.gov)



https://www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-Trends_Report2023_508.pdf
https://www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-Trends_Report2023_508.pdf

US Trends in Suicide Mortality

Figure 2. Suicide rates for females, by age group: United States, 2000-2020
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2020

Isignificant increasing trend from 2000 through 2016, significant decreasing trend from 2016 through 2020, p < 0.05.

2Significant increasing trend from 2000 through 2018, with different rates of change over time; significant decreasing trend from 2018 through 2020, p < 0.05.

3Stable trend from 2000 through 2004, significant increasing trend from 2004 through 2017, significant decreasing trend from 2017 through 2020, p < 0.05.

“Significant decreasing trend from 2000 through 2008, significant increasing trend from 2008 through 2020, p < 0.05. The rate in 2020 was significantly lower than

the rate in 2019, p < 0.05.
5Stable trend from 2000 through 2007, significant increasing trend from 2007 threugh 2020, p < 0.05.
BSignificant increasing trend from 2000 through 2020, p < 0.05.

NOTES: Suicide deaths are identified using International Classification of Diseases, 10th Revision underlying cause-of-death codes U03, X60-X84, and ¥87.0.

Access data table for Figure 2 at: hitps.//iwww.cdc.gov/nchs/data/databriefs/db433-tables. pdf#2.
SOURCE: National Center for Health Statistics, National Vital Statistics System, Mortality.

Products - Data Briefs - Number 433 - March 2022 (cdc.gov)

Y, Children's National.
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Guidelines on Pediatric
Depression Screening



AAP and USPTF Adolescent Depression
Screening Recommendations

GLAD-PC
Recommendation 2:
"systematic
assessment
procedures using
reliable depression
scales, patient and
caregiver interviews"

"The USPSTF
recommends
screening of
adolescents (12-18
years of age) for major
depressive disorder
(MDD) when systems
are in place to ensure
accurate diagnosis,
psychotherapy
(cognitive-behavioral
or interpersonal), and
follow-up."

"The USPSTF
recommends
screening for major
depressive disorder
(MDD) in adolescents
aged 12 to 18 years.
Screening should be
implemented with
adequate systems in
place to ensure
accurate diagnosis,
effective treatment,
and appropriate
follow-up."

"The USPSTF
recommends
screening for major
depressive disorder
(MDD) in adolescents
aged 12 to 18 years."

GLAD-PC
Recommendation 2:
"annual universal
screening of youth 12
and over at health
maintenance visits"

Y, Children's National.



Final Recommendation Staterment

Depression and Suicide Risk in Children and Adolescents: Screening

October 11, 2022

What does the USPSTF
recommend?

Adolescents aged 12 to 18 years:
Screen for major depressive disorder (MDD).

Grade: B

Children 11 years or younger:
The evidence is insufficient to assess the balance of benefits and harms of screening for depression.

| statement

Children and adolescents:
The evidence is insufficient to assess the balance of benefits and harms of screening for suicide risk.

| statement

To whom does this
recommendation apply?

This recommendation applies to children and adolescents 18 years or younger who do not have a diagnosed depression disorder
and who are not showing recognized signs or symptoms of depression.

What's new?

This recommendation is consistent with the 2014 USPSTF recommendation statement on screening for suicide risk
in adolescents and the 2016 recommendation statement on screening for MDD in children and adolescents.

How to implement this

* Treatment options for MDD in children and adolescents include pharmacotherapy, psychotherapy, and collaborative care.

recommendation? * Clinicians should be aware of the risk factors, signs, and symptoms of depression and suicide, listen to any patient concerns,
and make sure that persons who need help get it. Youth diagnosed with depression and their health care professional should
decide together with the parents or guardians what treatment is right for them.

What additional s All children aged 12 to 18 years are at risk of depression and should be screened. However, there are some factors

information should
clinicians know about
this recommendation?

that increase the risk. These include family history of depression, prior episodes of depression, childhood abuse or neglect,
exposure to traumatic events or stress, bullying, maltreatment, adverse life events, and a difficult relationship with parents.
Some gender identities and sexual orientations may increase risk of depression.

s |f antidepressants are used, the USPSTF recommends that health care professionals follow US Food and Drug Administration
guidance and observe patients closely.

» |n the absence of evidence, health care professionals should use their judgment based on individual patient circumstances
when determining whether to screen for MDD in children 7 years or younger or screen for suicide risk in youth not showing
recognized signs or symptoms.
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https://downloads.aap.org/AAP/PDF/periodicity_schedule.pdf

Summary of Changes Made to the Bright Futures/AAP Recommendations
for Preventive Pediatric Health Care (Periodicity Schedule)

This schedule reflects changes approved in December 2022 and published in April 2023. For updates and a list of previous changes made,
visit www.aap.org/periodicityschedule.

DEPRESSION AND SUICIDE RISK

Sareening for suicide risk has been added to the existing depression screening
recommendation to be consistent with the GLAD-PC and AAP policy.

« Footnote 16 has been updated to read as follows: “Screen adolescents for
depression and suicide risk, making every effort to preserve confidentiality
of the adolescent. See ‘Guidelines for Adolescent Depression in Primary
Care (GLAD-PC): Part |. Practice Preparation, Identification, Assessment, and

Initial Management” (httpsy//doi.org/10.1542/peds. 2017-4081), ‘Mental Health

Competencies for Pediatric Practice’ (https://doi.org/10.1542 /peds.2019-2757),
‘Suicide and Suicide Attempts in Adolescents’ (hitps:/'doi.ong/ 10,1542/

peds.2016-1420), and The 21st Century Cures Act & Adolescent
Confidentiality’ (https./www.adolescenthealth.org/Advocacyhdvocacy-

Activities/2019-(1)/NASPAG-SAHM-5tatement.aspx).”

Y, Children's National.



Screening Tools



Common Depression Screening
Measures

From AAP’s Addressing Mental Health Concerns in Pediatrics: A Practical
Resource Toolkit for Clinicians, 2nd edition and GLAD-PC Toolkit

« Beck Depression Inventory-Il (BDI-lI)

« Beck Depression Inventory-FastScreen (BDI-FS) for Medical Patients

« Center for Epidemiological Studies Depression Scale for Children (CES-DC)
« Children’s Depression Inventory 2 (CDI-2)

« Children’s Global Assessment Scale (C-GAS)

« Columbia Depression Scale (Teen and Parent Versions)

« Kutcher Adolescent Depression Scale (KADS)

« PHQ-2, PHQ-9, and PHQ-9 Modified for Teens

« Preschool Feelings Checklist

« Short Mood and Feelings Questionnaire (SMFQ)

Y, Children's National.
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SUPPLEMENTAL TABLE 3 Pros and Cons of Depression Screening and/or Assessment Tools

Tool Pros Cons
PH-S Well validated in multiple adult PC populations Does not have DSM-5 wording for adolescent depression, specifically the word
“irritability™
Validated in 1 adolescent study Does not have any questions asking specifically about suicide attempts
Already widely available in many PC settings and EMRs Given less research in adolescent PC, cutoffs may need to be adjusted in
Maps neatly onto DSM-3 MOD criteria different adolescent populations.
Can be used serially to follow treatment progress
May be used without cost
PH(-2 Validated in many adult PC studies Given its brevity, may miss less impaired youth

Validated in 1 adolescent PC study

Already widely available in many PC settings and EMRs
Short screen that is easily administered
May be used without cost

Does not have DSM-5 wording for adolescent depression, specifically the word
“irritability™

No questions about thoughts of suicide

No questions about suicide attempts

Given less research in adolescent PG, cutoffs may need to be adjusted in
different adolescent populations

PH(-9: Modified for Teens (often miglabeled as
the PHQ-A; also previously marketed as part
of the TeenScreen Primary Care)

Same format as PHQ-9, which is widely accepted

Same scoring as PHQ-9

Modified to fit adolescent criteria with the word “irritability™

Has 2 specific suicide questions (1 was validated as part of the CDS, and 1 was
validated as part of the PHQ-A)

Can be used serially to follow treatment progress

May be ugsed without cost

PHQ-A

Although composed of all validated questions and although additional questions
are not part of scoring, the screen in this exact format was never research
validated

Validated in 1 study with a semistructured mental health telephone interview
with a population recruited from PC
Original PH-A included guestions about anxiety and eating disorders as well

Original PHQ-A used in this validation study required a computerized algorithm
to score

Never evaluated within the PG clinic or practice

Updated, streamlined versions get confused with PHQ-9: modified for teens and
are often mislabeled as the PHQ-A

peds 20174081supplementarydata.pdf

(silverchair-cdn.com) ¥¥ Children's National.



https://aap2.silverchair-cdn.com/aap2/content_public/journal/pediatrics/141/3/10.1542_peds.2017-4081/6/peds_20174081supplementarydata.pdf?Expires=1685115178&Signature=gt5XHB4vh0j8-qgmfHGEwtSojwi9QueIJ2ncVcEkVSEA9dRVR7o2zdt4u4svKkLwXeIKArLQOrxRzXbb1sIBTw49lLCgVMXTYaxQyDW5PbTzy~WOx76Y1mR4ttFKdMFayDFXVJhXs2KL2sPgo5LrF64Dvm7uli4nldhVdhfrd7ASTudh-fbXhfUsXkj0jk1XPUmefW26aWZfjKKmZJJo5cmKmy3LfIX3JFoaDCmy-YJGsEHtYr8iSXD9YBkYgnTwLRTNDQRfjGDn~R9Wnc8um8tYegVfEXF21iHQjWsGrKEjj3PWmhpeM~bsiVHgirX7ZtqavOaRgmTBnIxZ1inpVw__&Key-Pair-Id=APKAIE5G5CRDK6RD3PGA
https://aap2.silverchair-cdn.com/aap2/content_public/journal/pediatrics/141/3/10.1542_peds.2017-4081/6/peds_20174081supplementarydata.pdf?Expires=1685115178&Signature=gt5XHB4vh0j8-qgmfHGEwtSojwi9QueIJ2ncVcEkVSEA9dRVR7o2zdt4u4svKkLwXeIKArLQOrxRzXbb1sIBTw49lLCgVMXTYaxQyDW5PbTzy~WOx76Y1mR4ttFKdMFayDFXVJhXs2KL2sPgo5LrF64Dvm7uli4nldhVdhfrd7ASTudh-fbXhfUsXkj0jk1XPUmefW26aWZfjKKmZJJo5cmKmy3LfIX3JFoaDCmy-YJGsEHtYr8iSXD9YBkYgnTwLRTNDQRfjGDn~R9Wnc8um8tYegVfEXF21iHQjWsGrKEjj3PWmhpeM~bsiVHgirX7ZtqavOaRgmTBnIxZ1inpVw__&Key-Pair-Id=APKAIE5G5CRDK6RD3PGA

Patient Health Questionnaire-2 (PHQ-2)

PHQ-2 Scores and Proposed Treatment Actions

The PHQ-2 consists of the first 2 questions of the PHQ-9. Scores range from 0 to 6. The recommended
cut point is a score of 3 or greater. Recommended actions for persons scoring 3 or higher are one of the

Over the last 2 weeks, how often have you More than following:
been bothered by any of the following Not at all 53\:;:3' half the e‘:i:r;‘;v ¢ Administer the full PHQ-9
problems? days e Conduct a clinical interview to assess for Major Depressive Disorder
1. Little interest or pleasure in doing things 0 1 2 3 1. Korenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: Validity of a Two-Item
Depression Screener. Med Care. 2003, Nov;41(11):1284-92.
2. Kroenke K(1), Spitzer RL, Williams JB, Lowe B. The Patient Health Questionnaire Somatic,
2. Feelingd d d, or hopel 0 1 2 3
eeling down, depressed, or nopeless Anxiety, and Depressive Symptom Scales: a systematic review. Gen Hosp Psychiatry. 2010 Jul-
Aug;32(4):345-59.
For office coding: 0 + + +
= Total Score
Recommendation fram Examples of Acceptable Billing Guidelines Limitations
Healthy Kids Preventive Standardized Tools

Health Schedule

Depression
screening

Screening recommended
annually beginning at 11
years of age. If providers
choose, they can “pre-
screen” with PHO-2 to
determine if a longer
standardized screening
tool is needed.

«  PHO-9 Modified for
Teens

# Pediatric Symptom
Checklist [PSC-Y)

= Center for
Epidemialogical Studies
Depression Scale for
Children (CES-DC)

« Beck Depression
Inventory (BOM)

96127: Brief emotional/
behavioral assessment
may be billed only when a
standardized screening
tool iz used and results
documented. PHQ-2 may
not be billed.

A mazimum of 2 units of 36127 will be

reimbursed per visit; OR

95127 may be combined with other screening
codes [ex. W7000) for a maximum of 2 units

of screening per visit

https://health.maryland.gov/mmcp/epsdt/healthykids/AppendixSection6/Coding-

Guidelines-for-Screening-Tools-Primary-Care-final.pdf

Y, Children's National.


https://health.maryland.gov/mmcp/epsdt/healthykids/AppendixSection6/Coding-Guidelines-for-Screening-Tools-Primary-Care-final.pdf
https://health.maryland.gov/mmcp/epsdt/healthykids/AppendixSection6/Coding-Guidelines-for-Screening-Tools-Primary-Care-final.pdf

PATIENT HEALTH QUESTIONNAIRE-9
(PHQ-9)

Over the last 2 weeks, how often have you been bothered

PHQ-9: Modified for Teens

Name: Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the

by any of the following problems? Soveral mm" fmrr;j' past Mowuks? For each symptpm put an “X" in the box beneath the answer that best
{Use "s" to indicate your answer) Notatall days thedays  day describes how you have been feeling.
1. Little interest or pleasure in doing things 0 1 2 3 o i ] 3
Not At All | Several | More Than | MNearly
alf the ery Day
Half th Every D
2. Feeling down, depressed, or hopaless 0 1 2 3 N Days
1. Feeling down, depressed], irritable, br hopeless? Ll ]
2. Little interest or pleasure imdein things? ] [
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 3. Trouble falling asleen. staving asleen. or skeeping oo
oy g p. staying P, ping O . ] O
4, Feeling tirad or having litde enargy 0 1 2 3 4 Pon'rla - fitd, weight loss)]r overeating? L u D LJ
5. Feeling tired, or ittle energy? [ ] 1 []
/ 6. Feeling bad about yourself - or feeling that you are a
5, Poar appetite or overeating 0 1 2 3 failure, or that you have let yourself or your family | O ] O
down? P
: ; 7. Trouble concentrating on things liké school work,)
6. Feeling bad about yourself — or that you are a failure ar
have Igt yourself mjyuur family |:I1:~wn:'I 0 1 2 3 reading, or watching TV? ] L - []
8. Moving or speaking so slowly that other people could
7. Trouble concentrating on things, such as reading the have noliced?
newspaper or watching television o 1 g 3 D D [:l ]
8. Maoving or speaking so slowly that other people could have Or the OPPOS“'E - being so fidgely or restless that you
noticed? Or the opposite — being so fidgety or restiess 0 1 2 3 were moving around a lot more than usual?
that you have been moving around a lot more than usual 9. Thoughts that you would be better off dead, or of 'm M O D
9. Th ) hurting yourself in some way?
. Thoughts that you would ba better off dead or of hurting 0 1 2 3 - -
yourself in some way * In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
Y [ ] Yes [ ]No
If you are experiencing any of the problems on this form, how difficult have these problems made it for you fo
ForoFACE coone_0_ + + * do your work, take care of things at home or get along with other people?
=Total Score: __

[ ] Mot difficult at all

[ ] Somewhat difficult [ | Very difficult [ | Extremely difficult

If you checked off any problems, how difficult have these problems made it for you to do your

work, take care of things at home, or get along with other people?

Has there been a time in the past month when you have had serious thoughts about ending your life?

[] Yes [] Mo
"“'a‘:';rlil“““ Sg;r?:ﬂtm di";ﬁﬂu E;;E;‘L‘::" Have you EVER, in your WHOLE LIFE, tried o kill yourself or made a suicide attempt?
[u] O ] O [] Yes [] No

Developad by Drs. Robert L. Spitzer, Janet B.W. Willlams, Kurl Kroenka and colleagues,
Plizer Inc. NO permission required to reproduce, ransiate, display or aisinoute.

with an educational grant from

*If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go fo a hospital emergency room or call 911.

Modified with permission by the GLAD-PC tzam from the PHQ-9 (Spitzer, Williams, & Eroenke, 1999), Revizsed FHOQ-A ({Johnson,
2002}, and the CIE (DISC Devebopment Group, 20007



PHQ-9 Patient Depression Questionnaire

For initial diagnosis:

1. Patient completes PHO-9 Quick Depression Assessment.

2. If there are at least 4 ¥s in the shaded section (Including Questions #1 and #2), consider a depressive

disorder. Add score to determine severity.

Consider Major Depressive Disorder
- if there are at least 5 s In the shaded section {one of which corresponds to Question #1 or #2)

Consider Other Depressive Disorder
- if there are 2-4 +'s in the shaded section (one of which corresponds to Question #1 or #2)

Note: Since the questionnaire relles on patient self-report, all responses should be verified by the clinician,
and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood
the questionnaire, as well as other relevant information from the patient.

Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a
history of a Manic Episaode (Bipolar Disorder), and a physical disorder, medication, or other drug as the
biological cause of the depressive symptoms.

To monitor severity over time for newly diagnosed patients or patients in current treatment for
depression:

1. Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at
home and bring them in at their next appolntment for scoring or they may complete the
questionnaire during each scheduled appolntment.

Add together column scores to get a TOTAL score.
Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score.

o W

response, as well as gulding treatment intervention.

Scoring: add up all checked boxes on PHQ-9

For every " Not at all = 0: Several days = 1;
More than half the days = 2; Nearly every day = 3

Interpretation of Total Score

Scoring the PHQ-9 Modified for Teens
Scoring the PHQ-9 modified for teens is easy but involves thinking about several
different aspects of depression.

To use the PHQ-9 as a diagnostic aid for major depressive disorder:

Questions 1 and/or 2 need to be endorsed as a “2” or “3.”

Need five or more positive symptoms (positive is defined by a “2” or “3” in
questions 1-8 and by a “1”, “2”, or “3” in question 9).

The functional impairment question (How difficult....) needs to be rated at
least as “somewhat difficult.”

To use the PHQ-9 to screen for all types of depression or other mental illness:

All positive answers (positive is defined by a “2” or “3” in questions 1-8
and by a “1”, “2”, or “3” in question 9) should be followed up by interview.
A total PHQ-9 score > 10 (see below for instructions on how to obtain a
total score) has a good sensitivity and specificity for MDD.

Add up s by column. For every ¥ Several days = 1 More than half the days = 2 Nearly every day = 3

To use the PHQ-9 to aid in the diagnosis of dysthymia:

The dysthymia question (In the past year...) should be endorsed as “yes.”
To use the PHQ-9 to screen for suicide risk:

All positive answers to question 9 as well as the two additional suicide
items MUST be followed up by a clinical interview.

Results may be included in patient files to assist you in setting up a treatment goal, determining degree of

Total Score Depression Severity
14 Minimal depression
5-9 Mild depression
10-14 Moderate depresslon
15-19 Moderately severe depression
20-27 Severe depression

To use the PHQ-9 to obtain a total score and assess depressive severity:

Add up the numbers endorsed for questions 1-9 and obtain a total score.
See table below:

Total Score Depression Severity

0-4 No or minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression
20-27 Severe depression

Y, Children's National.




Sensitivity and Specificity: GLAD-PC
Updates since prior review: 2 publications by Richardson et al (2010)

“Validated the Patient Health Questionnaire-2 (PHQ-2) and the Patient
Health Questionnaire-9 (PHQ-9) in a PC sample against a gold
standard diagnostic interview (the Diagnostic Interview Schedule for
Children-IV [DISC-IV])

The PHQ-?, with a cut-point of 11, had a sensitivity and specificity of
89.5% and 77.5%, respectively, to DISC-IV MDD with a PPV of 15.2% and
NPV of 99.4%.

A PHQ-2 cut score of 3 had a sensitivity and specificity of 73.7% and
75.2%, respectively, to DISC-IV MDD."

Y, Children's National.



Experiences of Other Systems: Rady
Children’s Hospital

« Universal screening of 95,613 patients aged 12-17 years given PHQ-
2->PHQ-9->CSSRS

« 2.4% of patients had moderate-severe depression without suicide
risk and another 4.1% with suicide risk.

« 51% of patients with a primary psychiatric concern and 2% of
patients with a primary medical concern screened positive for
suicide.

« Overall, 88% of patients with depression and half of patients with
elevated suicide risk screenings presented with a primary medical
concern (Crandal et al. 2022).

Y, Children's National.



Experiences of Other Systems:
Nationwide Children's

12 urban primary care clinics, >120,000 mostly Medicaid patients
PHQ-9A and ASQ screening rates >90% of routine preventative

care adolescent visits

On PHQ-2A and/or ASQ, 56.4% of patients screened positive for any
type of depression (score of 2 or 3 on any ¢), 24.7% screened
positive for MDD (PHQ-9A >=10), and 21.1% screened positive for
suicide risk.

ASQ identified additional subjects (eg, 2.2% additional cases
compared with screening for any type of depression or other mental
illIness and 8.3% additional cases compared with screening positive
for MDD).

Initial management documentation declined after adopting tablets
in clinic flow (88 to 68%), then increased to 87.3% after EHR redesign
(Kemper et al. 2021; Beck et al. 2022)

Y, Children's National.



Experiences of Other Systems: CHOP

Adolescents aged 12-21 at a routine preventative health visit

(N=91,188 visits), June-December 2019 (prepandemic) versus June-

December 2020 (pandemic) using PHQ-9M plus 2 extra SI questions

« Screening rate declined 77.6% to 75.8%

» Positive depression screens (PHQ-9M>11) increased 5.0% 1o 6.2%

« Positive suicide risk screens increased 6.1% to 7.1% (Mayne et al.
2021)

Y, Children's National.



Practical Considerations



Most Common Screening Barriers
Encountered by PHN Practices

Endorsed by more than one respondent:

« Patient reluctance to complete screen (20+ respondents)
» Lack of privacy for adolescent to complete screen (15+)
* Inconsistent screening workflow (10+)

« Lack of automated documentation of results (10)

« Lack of automated coding/documentation charge (5+)
* Inconsistent coding/documentation workflow (5+)

Y, Children's National.



Sample Language for Introducing Screens

Because so many teens are
under so much stress these
days, new national guidelines
have all pediatricians check in

with all teens about mental
health issues at their well
visits.

*PHQ-9-Screening-Guidance-PDF
(ks.gov)

As we take your blood pressure and
temperature, we also want to assess
your mental well-being because it can

impact your overall health.*

Y, Children's National.


https://www.kdhe.ks.gov/DocumentCenter/View/2889/PHQ-9-Screening-Guidance-PDF
https://www.kdhe.ks.gov/DocumentCenter/View/2889/PHQ-9-Screening-Guidance-PDF

Sample Language for Reluctance/Privacy

These forms are more
accurate when teens fill them

Filling out these forms can out in private. This is good
seem stressful for a lot of practice for adulthood, when
different reasons. What is you will be responsible

hard about it for you? working with your doctor on

*Teen Mental Health: How to Know When Your Child

Needs Help - HealthyChildren.org

your own.

Mental health is a key part of human health. Mental health is not
just about responding to problems. Even if you are doing fine, it is
important for us to talk about ways to build positive mental health
and resilience, like through self-care and healthy habits. These
guestions help us get that conversation started.*

Y, Children's National.


https://www.healthychildren.org/English/ages-stages/teen/Pages/Mental-Health-and-Teens-Watch-for-Danger-Signs.aspx
https://www.healthychildren.org/English/ages-stages/teen/Pages/Mental-Health-and-Teens-Watch-for-Danger-Signs.aspx

Sample Language: Positive Screen

| have reviewed your forms,
and | want to talk about how
you have been feeling lately.
On this form, you indicated
that you are feeling hopeless.
Can you tell me more about

When people feel down, have
low energy, have trouble
sleeping, and no longer enjoy
activities, they may have
depression. Does that sound

ike i I I ?
that? like it could apply to you

What do you think is
going on? Is there
something you are

Slide excerpted from PHN webinar by Dr. worried about?
Laura

Willing: https://pediatrichealthnetwork.
org/behavioral-health-initiative/#toggle-
id-3

Y, Children's National.



Assessing Suicidal Risk

« The validation study of the PHQ-2 found that 19% of teenagers who
did endorse suicidality did not screen positive on the PHQ-2
(Zuckerbrot et al. 2018)

« ASQ suicide screen identified 8.3% additional cases compared with
screening positive for MDD on the PHQ-2A (Kemper et al. 2021; Beck
et al. 2022)

« See PHN webinar for additional
information: https://pediatrichealthnetwork.org/behavioral-health-
initiative/#toggle-id-4

Y, Children's National.



Screening Modality

Options include pencil and paper measures, Internet-based
measures, and electronic measures accessed via device

No current evidence comparing methods to each other

All appear generally equally successful and problematic (e.g.,
universally well accepted but also universal implementation
problems) (Zuckerbrot et al. 2018)

Y, Children's National.



Managing Positive Screens



From: Guidelines for Adolescent Depression in Primary Care (GLAD-PC): Part

American Academ . . S .
y I. Practice Preparation, Identification, Assessment, and Initial Management

of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN®

for Dep inPC
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

All youth 12 years and older presenting at |

annual visit
Low risk
\ 4
Systematically identify youth with depression risk
2 factors, including chronic somatic complaints
Perform regular history Negative screen result Universal screen with
and physical pression-specific tool High risk l
Positive screen result Targeted screening with
Positive screen result tool
Negative screen result
Youth or family presents with Ifyes
emofional issues as chief e Do you clinically suspect
complaint depression?
Ifno l
(1) Stop assessment
A ment (2 Re?eaﬁalgaled
(1)  Assess with i tool (if not used as screen) maen:ng at reguiar
{2) Interview patient and parem(s) to assess for depression and other psychiatric Imena

disorders with DSM-5 or ICD-10 criteria
(3) Interview patient alone
(4)  Assess for safety and/or suicide risk

Evaluation negative for Evaluation negative for MDD but
depression but positive for high
other MH conditions l l 1f psychotic or suicidal l

{1) Refer to other treatment guidelines Clinical Decision Refer to crisis or

{2) Evaluate for depresg\(_m at future visits May follow depression treatment emergency services

(3) Book for follow-up visit guidelines if appropriate or Evaluafion posttive for {may include
retum for regular follow-up as MDD but not psychofic or subsequent referral to
high-risk with more frequent suicidal inpatient treatment)
targeted screening

Y
Evaluation Positive for Depression: Mild, Mod Severe,or Depression with Comorbidities

(1}  Evaluate safety and establish safety plan
(2)  Evaluate severity of depression symetoms {See®)

H . (3)  Patient and/or family education (See®)
F | 9 ure I—eg en d - (4)  Develop treatment plan based on severity-review diagnosis and treatment options with patient and/or family

Clinical assessment flowchart. ICD-10, International Classification of Diseases, 10th Revision; MH, mental health. @ See part | of the guidelines
for definitions of mild, moderate, and severe depression. Please consult the tool kit for methods that are available to aid dinicians in
distinguishing among mild, moderate, and severe depression.  Psychoeducation, supportive counseling, facilitation of parental and patient self-
management, referring for peer support, and regular monitoring of depressive symptoms and suicidality.

Pediatrics. 2018;141(3). doi:10.1542/peds.2017-4081 Copyright © 2023 American Academy of Pediatrics. All rights reserved.



VMAP

https://vmap.org/guidebook/

SURVEILLANCE FOR DEPRESSION:

= Routinely, all patients ages 12+ annually

= Children and youth presenting with sadness, imitability, somatic complaints, school problems, parent-child conflict
= Additional risks include: family hx of depression; trauma; SUD; chronic disease; mental health comorbidity; bereavement

!

VALIDATED SCREENING TOOLS: PHO-A:
* Short Mood and Feelings Questionnaire (SMFQ) — age 6+ (positive = 8) Pay attention to
* PHQ-A — age 12+ (10-14: moderate; 15+ andfor Q9 positive: severe) J Question 9!
¥ ¥
Megative Positive
% SCreen
__,f"’_ﬁ‘.““‘xh Active follow-up with . It —
~— Clinician YES | scheduled recheck, MiEnVIEw patent alone
~—_ mncemgd-_;ff > repeat screening » Inierview parenﬁ{:aregluer
T and assessment « Complete PE with labs as needed
=+ LUse motivational interviewing to form a treatment alliance
NO = Pay attention to response on PHQ-A Q #9

Continue

annual
screening

Save A Life: Look for SIGECAPS
Sleep changes; lack of

Interest;

Guilt; decreased

Energy;

Concentration difficulties;

Appetite increase/decrease;
Psychomotor retardation/agitation;
Suicidal ideation

¥
ASSESS FOR SAFETY

» Hx of suicide attempt or self-harm?

» Suicidality present? (suicide-risk screening tool; see care guide)

+ Mania or psychosis? (see care guides)

. e YES EMERGENCY MENTAL
< Safely _———»| HEALTH ASSESSMENT
~._ Concem?
~ - See Suicidality Care Guide
NOW
l ) ¥
Mild depression: Moderately severe:
PHQ-A score 5-9 PHQ-A score 15-19
Moderate depression: SMFQ score > 8
PHQ-A score 10-14 Severe depression:
SMFQ score > 8 PHQ-A score 20+

[ l

= Active follow-up = Psychoeducation, evidence-based therapy, medication

* Psychoeducation, team formation and goal setting » Assess and screen for comarbid mental health conditions
* Evidence-based psychotherapy andior medication » Safety plan — see Suicidality Care Guide

= |f not successhul, assess and screen for comorbid mental » Consider referral or consultation with VMAP or

health conditions

psychiatry




In-Office Interventions
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AAP Toolkit

“Common-elements” approaches can
be used as brief interventions. They
differ from common-factors in that

instead of applying to a range of
diagnoses that are not causally related,

Mental Health common-elements are semi-specific

components of psychosocial therapies
that apply to a group of related
conditions.

Addcessing Men h(nn( NS
A Praceis Kn:u ¢ Toolbe | ( O

American Acadensy of Pedistrics @

Y, Children's National.



Brief Interventions

« Psychoeducation

« Reduce Stressors

« Sleep Hygiene

« Safety Plan
 Behavioral Activation
« Coping Skills

* Exercise

Slide excerpted from PHN webinar by Dr.
Laura

Willing: https://pediatrichealthnetwork.
org/behavioral-health-initiative/#toggle-
id-3

oz

J3
x

Y, Children's National.



REACH GLAD-PC Toolkit

Antidepressant Medication and YOU

How do the medications work?
The bramn uses chemical messengers, called neurotransmitters, to send signals to different parts of
the brain and the body. In young people with depression certain neurotransmitters may not be
working the right way. The antidepressant medications help these neurotransmitters work better.
Different antidepressant medications work on different neurotransmitters. That 1s why sometimes
one medication will work better than another. and sometimes more than one medication will need to
be tried before finding the one that works best for you. Also new medications and treatments are
being developed and tested all the time.

How will medication help me?
Antidepressant medications may help you have:

¢ Improved mood * Greater interest in activities
* Better concentration * More energy

* More normal appetite ¢ Improved self-esteem

* More normal sleeping

Will taking medication change who I am?
You may be concemed about taking medication. You may think that it will make you

“w\‘—’\\"’ different from other young people or that 1t will change who you are. These things

h

2 aren’t true. Medication will help you get back to the way you were before you
) v’ i became depressed. so you feel like yourself again. Taking medication 1s really no
different than using glasses or wearing braces —it’s only a tool to help you

What are the problems with taking medications?
Like all medical treatments, there can be side effects with these medications. Side effects are usually very
mild and tend to disappear as you continue to take the medication or as the dose is changed. Sometimes the
side effects may continue, and this usually means that the doctor will change the medication. Some
common side effects are:

difficulty sleeping headaches imitability

upset stomach dry mouth blurry vision
Specific side effects can be found in the individual medication information sheets. Make sure you tell your
doctor 1f you experience any side effects. Your doctor may change the dose or switch to another
medication

How long will I have to take medication?
If the medication 1s helpful and you have no problems with it. you will probably
continue to take the medication for a number of months, even after you feel better,
to make sure the depression 1s gone. If your doctor decides to stop the medication.
it will be slowly decreased over a number of weeks. Antidepressant medication should never
= be stopped without first talking to your doctor. Sometimes young people who have been
depressed will become depressed again, so 1t 1s important to notice if your symptoms retum. If
you do become depressed again. you will probably be restarted on medication

What is my role in taking medication for depression?

It 1s your responsibility to take your medication in the nght amount at the right time. You should not take
any other medication (even over-the-counter) without talking to your doctor first. And you should never
use alcohol or drugs while taking medication: 1t 1s very dangerous and can be deadly. It 1s also your
responsibility to never share your medication with anyone else. It can be harmful, and 1t 1s illegal. Most
importantly, you should talk openly with your doctor about any problems and work together as a team 1n
making decisions about medications

Reviewed 09-30-03 Texas Department of Mental Health and Mental Retardation
A-DEP

Guidelines for Adolescent Depression in Primary Care

(thereachinstitute.org)

Y, Children's National.


https://www.thereachinstitute.org/wp-content/uploads/2021/08/glad-pc-toolkit-2018.pdf
https://www.thereachinstitute.org/wp-content/uploads/2021/08/glad-pc-toolkit-2018.pdf
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DEPRESSION ACTION PLAN

Name:

Name:

Name:

PCP:

I

Therapist:

My important contacts: parents, caregivers, PCP, therapist, neighbor, teacher, friend!

Put all in your phone now! Take a picture of this plan!

Daytime Evening

Emergency Contact:

CAUTION

DANGER

Continue
current plan

Reach out
and reassess

Immediately

4 / National Suicide Prevention Lifeline: 1-800-273-TALK (en Espaiiol: 1-888-628-9454)
7,

Crisis Text Line: Text “HOME" to 741-741

How to use this plan:

Green Zone: depression symptoms under control ———> What to do?

You are feeling well, functioning well in school and work, enjoying « Continue current plan:
relationships at home and with peers. Therapy? PCP visits? Medication?
o Self-care: Do these areas need more
Personal Goals: focus?
1 — Sleep —Fun
" - Diet - Activities
- Exercise
2 « Continue progress on two goals
Yellow Zone: depression sympt NOT in remission —> What to do?
You are not feeling as well, experiencing at least 3 of the following, REACH OUT (to a parent, therapist, PCP,
and you are NOT harming yourself, wishing you were dead, emergency contact, school counselor, or a
thinking about or planning to kill yourself: hotline) and say: | NEED HELP! Get near
o Sleep s off o Recurrence of previously some':)ne “”h" 1S your 5“9"": person, atnd
« Energy level is off (fatigue) improved symptoms together plan next steps with your care team.
 Slow or agitated feeling o Guilt or worthlessness
« Little interest or pleasure « Appetite changes
* Concentration is off * New triggering event that is

causing distress

Red Zone: DANGER What to do?

You are really down with more than 3 of the above symptoms AND/OR IMMEDIATELY GET HELP:

you are thinking about suicide now: wishing you were dead, feeling You are loved! Call the above contacts right
that family would be better off, planning a suicide attempt, previous away! Remember your call and text hotline
suicide attempt. numbers are in your phone!


https://vmap.org/guidebook/
https://vmap.org/guidebook/

Depression (Client Handouts)

e Small Talk and Friend Making Tips &4

e Take Action to Feel Better %

¢ Taking_ Charge of Negative Emotions (4
¢ What Gets in Your Way £

» Actions | Took to Feel Better 4

[ ]
W q s h I n g to n Stq te o Activity Scheduling — At Home Practice Sheet#
o Activity Scheduling — At Home Practice Sheet — Spanish Version 4

CBT+ Getting Active Homework Sheet £

CBT+ Getting Active Homework Sheet — Spanish £
CBT+ Goal Setting Worksheet £

e CBT+ Triangle @

Depression Relapse Prevention Worksheet 4
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¢ Depression Information &£

Depression Information — Spanish version &

¢ Depression Information and Treatment Roadmap £

¢ Depression Information and Treatment Roadmap — Spanish £
e Depression Pattern Exercise [

Depression Steps £

e FAST D Activity Scheduling £

Getting Active &

Goal Setting Bricks Handout £

Goal Setting Bricks Handout — Spanish £

List of Things | Can Do to Feel Good £

¢ Mood Monitoring Homework Sheet [

¢ Mood Monitoring Homework Sheet — Spanish version £
Problem Solving Worksheet Advanced

Problem Solving Worksheet Advanced — Spanish 4
Problem Solving_Skills Worksheet — Basic

Problem Solving_Skills Worksheet — Basic — Spanish £
Replacing Negative Thoughts Exercise [

» So You Have a Problem £

CBT + Noftebook — Harborview Abuse & Trauma Center WY, Children's National.
(washington.edu)



https://depts.washington.edu/uwhatc/cbt-notebook/
https://depts.washington.edu/uwhatc/cbt-notebook/

Free Online Single Session Interventions

Project YES - Lab for Scalable Mental Health (schleiderlob.orqfw

Lab for Scalable Mental Health

PROJECT YES

Click here for English Klike la pou Kreyol Tarkge igin buraya tiklayin
Haz clic aqui para Espanol Ay al) Azl La a3

Welcome to Project YES!

Youth Empowerment & Support
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Learn about your Learn to be Learn how to
power to change kinder to yourself take action and
in ways that matter. and why it matters. manage your mood.

Click HERE to start Project YES!
free, anonymous mental health tools for teens

Need HELP now? Click HERE for more!

Project YES (Youth Empowerment & Support) is an anonymous program evaluation project run by scientists at
Stony Brook University, with partners at University of Texas Health Science Center at San Antonio.
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https://www.schleiderlab.org/yes.html

Thank Youl

Children’s National.
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