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How to lower suicide risk in depressed
children and adolescents

To determine if hospitalization
is necessary, assess patients’risk
factors, attitude toward treatment

Ithough depression affects nearly 2% of children (age
<12) and up to 10% of adolescents (age 13 to 18),' the
disorder often is underdiagnosed and undertreated
in pediatric patients.? Treating depression in young patients
is challenging. Only 30% to 40% of depressed children and
adolescents who receive evidence-based treatment achieve
remission.’ In addition, 50% to 70% of those who initial-
ly achieve remission will experience recurrence within 5
years.! Suicide is the third leading cause of death among
children and adolescents, and depression greatly increases
the likelihood of suicide.>®
This article reviews assessing and treating depression in
children and adolescents, and how to lower suicide risk in
pediatric patients.

Symptoms vary with age

Depressive symptoms vary as a function of the child’s cog-
nitive development and social functioning. Hopelessness
and vegetative and motivational symptoms may be more
frequent in adolescents than in children.”

In preschool-age children, depression manifests indirect-
ly through somatic symptoms and behavioral disturbances.
In this age group, sadness or irritability are sensitive and
predominant symptoms of depression.® In older children,
sadness and loss of interest in social activities may indicate
depression. In adolescents, feelings of mental and physi-
cal weariness, aloneness, disconnectedness, uncertainty,
vulnerability, anger, irritability, and ambivalence toward

friends suggest a depressive disorder.’
continued
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What affects depression outcomes in children and adolescents?

Factor Outcomes

Age Pharmacotherapy and CBT are equally effective in younger and older adolescents.?
. Although age does not affect long-term treatment outcomes, older adolescents
- (age 18 to 19) with treatment-resistant depression may respond better to a
- combination of CBT and medication®

Sex Females are more likely to experience relapse.© However, sex does not influence

response to initial treatment®

Socioeconomic |
status i

Adolescents with high socioeconomic status are more likely to respond to CBT

Severity of depression is the strongest predictor of poor outcome.®! Patients with

lliness
characteristics = moderate depression are more likely to benefit from CBT added to medication.?
' However, adding CBT to medication did not affect outcomes in adolescents with
- self-injurious behavior.>' Suicidal behaviors during treatment are less frequent when
CBT is combined with medication®
Substance - Patients with substance use disorders are less likely to respond to depression
abuse - treatment’ and those who continued to abuse substances during treatment are less
likely to achieve remission than those who abstain®
Cognitive - Higher levels of hopelessness are associated with poor outcomes. For adolescents
measures | with treatment-resistant depression who experience hopelessness, adding CBT
' to pharmacotherapy did not provide additional benefit. Some studies have noted
' that adolescents with cognitive distortions are more likely to benefit from CBT plus
- pharmacotherapy®
Family ' High family stress is associated with poor treatment outcomes.’ Experiencing loss
characteristics/ = and physically dangerous events does not affect depression outcomes. Trauma and
environment history of abuse adversely effect depression treatment outcomes

CBT: cognitive-behavioral therapy

Source: For reference citations, see this article at CurrentPsychiatry.com

Genetic predisposition to depression,
poor family support, dysfunctional parent-
ing, and individual vulnerabilities such as
poor self-esteem or emotional dysregulation
may increase young patients’ risk for depres-
sion.”’ Peer and family support may protect
against depression. Personal competence
stemming from social acceptance and body
image satisfaction also may be protective
factors. A sense of religious and existential
well-being (finding meaning and purpose in
life) are significantly associated with lower
rates of depression among adolescents."

A persistent illness

The mean duration of a depressive epi-
sode in children and adolescents is 7 to 8
months.? However, subsyndromal depres-
sive symptoms—as well as relapse and re-
currence—are common. Long-term studies
indicate that many depressed adolescents
experience depressive episodes into adult-

hood."? Factors that may predict recurrence
in adulthood include:

e severity of depressive episodes

¢ concurrent psychotic symptoms

¢ suicidal thoughts

* history of recurrent depressive episodes

e threshold residual symptoms

* recent stressful life events

¢ adverse family environment

e family history of depression.'?

Early symptom onset, greater depression
severity, suicidality, presence of comorbid
anxiety, disruptive disorders, and an ad-
verse family environment also predict lon-
ger recovery time.”” A study of depressed
adolescents found that a history of recur-
rent depression, family history of recurrent
depression, personality disorder traits, and
(for girls only) conflict with parents pre-
dicted recurrence of depression in young
adulthood.* Table 1 summarizes factors that
affect depression outcomes in children and
adolescents.
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Assessing children and adolescents: 3 semi-structured interviews

Interview Features

Child and Adolescent
Psychiatric Assessment'®

For patients age 9 to 17. Assesses symptoms from the past 3 months.
- Administration time: 1 to 2 hours. Requires minimal interviewer

. experience. Assesses impairment in multiple areas (family, peers, school,

 leisure activities)

Diagnostic Interview
for Children and
Adolescents'

Separate versions for children (age 6 to 12) and adolescents (age 13
- to 17). Assesses lifetime psychopathology. Administration time: 1 to 2
~ hours. Interrater reliability varies (poor to good)

Kiddie Schedule for
Affective Disorders and
Schizophrenia'®

Assesses lifetime and current psychopathology. Administration time: 35
- minutes to 2.5 hours. Interrater reliability: fair to excellent®

Assessment strategies
Semi-structured interviews such as the Child
and Adolescent Psychiatric Assessment,
the Diagnostic Interview for Children and
Adolescents, and the Kiddie Schedule for
Affective Disorder and Schizophrenia are
useful for assessing depression in pediat-
ric patients (Table 2)."*'¢ These tools can be
used to assess depression criteria based on
information gathered from several sources.
Many instruments can be used to assess
and monitor pediatric depression, includ-
ing the Children’s Depression Inventory,
the Reynolds Child Depression Scales and
Adolescent Depression Scales, and the Child
Depression Rating Scale.

To assess suicide risk in depressed
younger patients:

e ask about emotional difficulties
identify lack of developmental progress

¢ estimate their level of distress

detect impairment in functioning

¢ estimate the level of danger to them-

selves and others."”

The best way to assess for suicidal ide-
ation is to ask about it directly while inter-
viewing the patient and his or her parents.
Simple questions such as “Have you ever
thought about killing yourself or wish you
were dead?” and “Have you ever done any-
thing on purpose to hurt or kill yourself?”
can be effective.” These questions are best
placed in the middle or toward the end of a
list of questions about depressive symptoms.

Adolescents may be more likely than
adults to disclose information about suicid-
ality on self-reports.® However, self-assess-
ment suicide scales are not a substitute for

clinical assessment because they tend to be
oversensitive and non-specific and lack pre-
dictive value. A positive response to either
of these questions should prompt a more
detailed clinical investigation. There is no
evidence that asking about suicide risk in-
creases suicidal behavior, even in high-risk
youths.

Treatment options

Psychotherapy. Several controlled stud-
ies and meta-analyses support the efficacy
of cognitive-behavioral therapy (CBT) for
mild depression in pediatric patients.!’®?
Two recent meta-analyses of CBT studies
in depressed adolescents found the mean
effect size of CBT was 0.34 to 0.35.%
However, a separate analysis found CBT
did not have long-term benefits for de-
pressed adolescents, particularly patients
with a history of abuse.”

Interpersonal therapy also can be effective
in adolescent outpatients with mild to mod-
erate depression. One study found the effect
size of psychotherapy was modest (0.36)."

Pharmacotherapy. Two meta-analyses sup-
port selective serotonin reuptake inhibitors
(SSRIs) for treating mild to moderate depres-
sion in children and adolescents. One found
61% of depressed patients age <19 who
received an SSRI were “much improved”
or “very much improved.”? Another meta-
analysis that compared SSRIs and placebo
found fluoxetine was more effective than
sertraline or citalopram for depressed ado-
lescents.* Other studies have shown that for
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Protecting against
antidepressant-induced suicidality

Before initiating antidepressant treatment

Review the patient’s psychiatric history

Assess for past suicidal behavior

Assess for a family history of mental illness
or mood disorders and suicide attempts

Screen for unrecognized bipolar spectrum
disorders

Educate patients and their families to
watch for signs of worsening depression or
suicidality, and to report such symptoms
immediately

During antidepressant treatment

Pay attention to abrupt changes in
symptoms, particularly symptoms that were
not part of the patient’s initial presentation

Watch for deterioration of symptoms

Monitor for emergence of ‘activating’
symptoms (ie, irritability, impulsivity, anxiety,
insomnia, agitation, hostility, akathisia,
hypomania, or mania)

Evaluate the patient’s suicide risk factors,
including having a specific plan and/or
access to lethal means

Consider hospitalization if the patient is at
high risk for suicide

Source: Reference 17

severe depression, the effect size of antide-
pressants (0.69) is higher than that of placebo
(0.39).® Antidepressants are more effective in
adolescents than in children.”

Fluoxetine is the only FDA-approved
medication for treating depression in chil-
dren age >8. In 2007 the FDA extended to
all antidepressants its “black-box” warn-
ing about increased risk of suicidality in
patients up to age 24. The results of studies
that analyzed data about the safety of an-
tidepressants in children and adolescents
have been mixed—some found evidence
of increased suicidality with antidepres-
sant use,’*” whereas others showed no in-
creased risk.”*% Table 3 summarizes steps
to minimize the risk of antidepressant-
induced suicidality."”

Psychotherapy plus pharmacotherapy.
Researchers who compared fluoxetine
to CBT and to a combination of the 2 in
adolescents with moderate to severe de-

pression found that fluoxetine was most ef-
fective in the first 12 weeks of treatment.®
Surprisingly, CBT’s effectiveness was not
different from placebo.*® However, studies
have shown that combining psychotherapy
and medication results in greater symptom
improvement,® faster clinical response,”
improvement of global functioning and
quality of life,”? and reduced suicidality.®
At 6 months, the difference in response
between medication and psychotherapy
was small® The Treatment of Resistant
Depression in Adolescents study found
that for chronic adolescent depression,
pharmacotherapy (fluoxetine and venlafax-
ine) combined with CBT produced a higher
response rate than pharmacotherapy alone
(54% vs 41%).3

Lowering suicide risk

Up to 60% of adolescents who commit sui-
cide had a depressive disorder. Risk factors
for child and adolescent suicide attempts
include:

¢ self-harm behaviors

* psychiatric disorders

e family disturbances

¢ substance abuse

¢ physical/sexual abuse."”

How to best manage suicidal youths de-
pends on an adequate assessment of the
severity of the patient’s current problems
and conflicts and the degree of suicidal in-
tent. Assessment of coping resources, access
to support systems, and the attitude of the
patient and family toward intervention and
follow-up also is important.

Children and adolescents at high risk
for suicide—those with a plan or recent
suicide attempt with high probability of
lethality, stated current intent to kill them-
selves, or recent suicidal ideation or be-
havior—may need inpatient psychiatric
admission. Although no studies have
shown that admitting high-risk suicidal
patients prevents suicide, hospitaliza-
tion often is the safest course of action.
Developing a comprehensive outpatient
treatment plan before discharge is essen-
tial. Patients with fewer risk factors, espe-
cially those who want help and have social
support, hope for the future, and a desire

continued on page 30
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Related Resources

- National Suicide Prevention Lifeline.
(8255). www.suicidepreventionlifeline.org.

800-273-TALK

- Suicide Prevention Resource Center. www.sprc.org.

Drug Brand Names

Sertraline - Zoloft
Venlafaxine - Effexor

Citalopram - Celexa
Fluoxetine - Prozac
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The following recommendations for man-
aging suicidality in children and adolescents
are based on clinical experience and have not
been empirically validated.

Develop a safety plan to direct the pa-
tient’s behavior under various situations.
For example, the patient would agree in
writing that “If I feel depressed, I will do
X,Y, and Z to address it,” or “If I find my-
self having suicidal thoughts, I will contact
ABC.” Having a safety plan lowers the
risk of a suicide attempt more than having
a suicide contract, which does not give the
patient any tools.*

Create a‘hope box! This is a box in which
the patient collects mementos and other
objects that remind him or her of hope and
reasons to live. The patient should be able
to access it at all times, so he or she can tap
into it during crisis periods to avert sui-
cidal acts.®

Counteract alienation. A sense of social
isolation and burdensomeness may be “tip-
ping factors” for suicidal acts when adoles-
cents feel depressed.® Clinicians should try
to help connect patients to meaningful social
activities, even in small doses.

Manage overarousal. Overarousal in de-
pressed children and adolescents is mani-
fested as agitation. Insomnia is a clinically
modifiable risk factor. Insomnia initially

responds well to behavioral interventions
such as sleep hygiene, sleep restriction,
and stimulus control techniques.®
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Depression often is underdiagnosed and undertreated in children and adolescents.
Psychotherapy is effective for patients with mild depression; antidepressants or a
combination of psychotherapy and antidepressants may be effective for moderate
to severe depression. Children and adolescents at high risk of suicide may require
hospitalization, whereas patients at lower risk may benefit from less intensive
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