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Objectives
After participating in this webinar, participants will 
be able to:
 Describe key elements of evidence-based treatments of 

anxiety and mood disorders in children and youth
 List FDA approved medications for the treatment of anxiety 

and mood disorders in children and youth
 Delineate ways to initiate and monitor medication treatment 

of anxiety and mood disorders in children and youth
 Apply cultural competency strategies when identifying and 

managing anxiety and mood disorders in pediatric patients of 
color 





Role of Primary Care Practitioner
 Identify problems / concerns
 Carry out initial assessment
 Provide family psycho-education

 Online resources

 Begin initial steps of treatment – “primary 
mental health care”
 Family counseling
 Medication management

 Consultation from mental health providers 
 Referral of complex cases for ongoing treatment



Pediatric Symptom Checklist and Subscales
 Pediatric Symptoms Checklist (PSC-35, PSC-Y 37)

 Available in multiple languages and a pictorial 
version

 PSC-35 (completed by parent of children 6-11 
y.o)

 PSC-Y-37 (completed by youth 11 y.o. and up)
 PSC-Y-37 has two questions to screen for suicidal 

ideation
 Additionally, screens for the following 

symptoms/behaviors:
 Internalizing Problems (i.e. Depression or 

Anxiety)
 Attention Problems (i.e. ADHD)
 Externalizing Problems (i.e. Conduct Disorder, 

Oppositional Defiant Disorder)
 Cutoff scores

 PSC-35 (6-16 yo) > 28; (4-5 yo) > 24.
 PSC-Y-37 > 30.





Pragmatic Interventions in Primary Care: 
Family Counseling

 Family counseling may be required to limit family setting 
“induction” of anxiety, negativity, avoidance, acting out, 
rituals, aggression, etc.   

 Focus Parent Counseling on increasing positive parenting 
behavior and coping skills, and on reducing over-reactivity, 
over-protectiveness, catastrophic thinking & hopelessness 

 Emphasize positive coping for all family members
 Cultural values / Respect for differences/ Strengths-based approach

 Lessons from the pandemic – “we can get through this together”



Assessment & Treatment of Anxiety 
Disorders in Children and Youth



Anxiety Disorders

 Separation Anxiety
 Selective Mutism
 Specific Phobia 
 Social Anxiety/ Social 

Phobia
 Panic Disorder
 Agoraphobia  

 Generalized Anxiety
 Substance/Medication 

Induced Anxiety
 Anxiety Due to Medical 

Condition
 Obsessive Compulsive 

Disorder
 Post-Traumatic Stress 

Disorder



Identifying Kids with Anxiety Disorders 

Symptoms to look for
Pattern of school refusal
Other avoidance behaviors
Frequent visit to office for vague 

somatic complaints
Shyness with peers
Trouble falling asleep or separating 

from parents

Questions to ask
Is it distressing for child? Others?
How is problem getting in the way?
What are the triggers? 
How long has the problem been 

present?
What have parents/child tried to do 

about the problem?



Assessing Anxiety Disorders

Initial assessment:
 Is the anxiety stimulus specific, spontaneous or anticipatory?
 Estimate the degree of avoidance in daily life
 Social & family context -> reinforcers of symptoms
 Temperament, quality of attachment, stranger/separation 

response, childhood fears
 Medical disorders & medications
 Family history of anxiety disorders



Screen for Child Anxiety Related 
Emotional Disorders (SCARED)
 www.pediatricbipolar.pitt.edu/resources/instruments
 Child version: 

www.pediatricbipolar.pitt.edu/sites/default/files/SCAREDC
 Parent version: 

www.pediatricbipolar.pitt.edu/sites/default/files/SCAREDPar
entVersion_1.19.18_0.pdf

http://www.pediatricbipolar.pitt.edu/resources/instruments
http://www.pediatricbipolar.pitt.edu/sites/default/files/SCAREDC
http://www.pediatricbipolar.pitt.edu/sites/default/files/SCAREDParentVersion_1.19.18_0.pdf


Screen for Child Anxiety Related 
Emotional Disorders (SCARED)



Evidence from RCTs support the efficacy of: 

Cognitive-behavioral therapy (CBT)

Pharmacological interventions (e.g., SSRIs)
Citalopram, escitalopram, fluoxetine, fluvoxamine, 
paroxetine, sertraline, vilazodone

Combined CBT + SSRIs: might have some advantages over both    
monotherapies, but optimal sequencing yet to be established

Treatments are neither universally nor completely effective, 
so there is treatment development work to be done

Treatment Efficacy for Pediatric 
Anxiety Disorders
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 AACAP recommends
 CBT for 6-18 year old patients with social anxiety, generalized anxiety, 

separation anxiety, specific phobia or panic disorder
 SSRIs be offered for patients with social anxiety, generalized anxiety, 

separation anxiety, or panic disorder 
 Combination treatment (CBT + SSRI) could be offered preferentially to 

patients with social anxiety, generalized anxiety, separation anxiety, 
or panic disorder 

 SNRIs could be offered to patients with these disorders



The Cycle of Anxiety

Temporary Relief
reduced anxiety

PHYSIOLOGICAL
Somatic Sensations

of anxiety, difficulty concentrating,
dizziness, heart racing

COGNITIVE
Anxious interpretations

Prediction of feared outcome
e.g., “They’ll think I'm stupid”

BEHAVIORAL
Escape/Avoidance

of feared situation/outcome

Negative Reinforcement

X



Rationale for CBT

Three Components of Anxiety:
 Biological/Physical: increase in sympathetic nervous 

system activity
-> Muscle relaxation, diaphragmatic breathing

 Cognitive: “Expecting bad things to happen.”
-> Cognitive Restructuring

 Behavioral:: Avoidance of Threat
-> Problem solving
-> Graded Exposure



Adapting CBT to Children and Youth
Exposure and Response Prevention
 Rank ordered list (symptom hierarchy)
 Graded exposure to situations eliciting symptoms while 

being instructed to not engage in rituals
 Practice in sessions; homework between sessions
 Over repeated exposures, associated anxiety is reduced via 

“autonomic habituation” and disconfirmation of fear-
relevant beliefs

 Response rate: 65 - 90% 
 Symptom reduction: 45 - 70%





Summary: Treatment of 
Pediatric Anxiety Disorders
 Plausible justification for initial treatment with either CBT or 

pharmacotherapy
 CBT may be the best choice for the mildly ill child
 Treatment with an SSRI is the current drug standard, although 

the FDA Black Box warning about suicidal ideation requires 
careful and ongoing monitoring

 In CBT, it is important to be collaborative – MD and therapist 
should work together to promote success 



Assessment and Treatment of Mood 
Disorders in Children and Youth



Symptoms of Depression in Children 
and Adolescents

 Poor concentration
 Irritability
 Experience of boredom
 Quitting or decreased involvement in activities or 

relationships



Further symptoms develop as 
depression persists

 Poor school performance
 Social isolation
 Family conflict
 Appetite and sleep changes
 Appetitive disorders – substance abuse, eating 

disorder, cutting among adolescents
 Hopelessness
 Acute and chronic suicidal ideation
 Suicide attempts



Depression associated with…

 Child neglect
 Parental depression or substance abuse
 Significant childhood difference (handicap, illness, 

learning disability)
 Domestic violence, marital conflict or persistent post 

separation parental conflict
 Other forms of child abuse



Depression associated with…

 Substance Abuse in Adolescents
 Anxiety and Post Traumatic Stress Disorder
 Unresolved grief
 ADHD
 School failure/learning disability
 Conduct problems



Screening for Depression in 
Children and Adolescents
 Recommendation from US Preventative Task Force
 Screening for major depressive disorder in adolescents 

ages 12 to 18 years 
(PHQ-A highest positive predictive value)

 Adequate systems to ensure accurate diagnosis, effective 
treatment, and appropriate follow-up

 Current evidence insufficient to assess balance of benefits 
and harms of screening for major depressive disorder in 
children ≤ 11 years
US Preventative Task Force. Annals of Internal Medicine, 2016; 164:360-366



 Expert consensus driven 
guidelines published in Pediatrics
(2007) revised in 2018; 141(3): 
e20174081 
http://pediatrics.aappublications.
org/content/141/3/e20174081 

 Conducted focus groups, surveys, 
literature reviews and analyses of 
published studies 

https://solutions.aap.org/DocumentLibrary/pcowebinars/2019%20Jan%20GLAD-PC%20Webinar.pdf



https://solutions.aap.org/DocumentLibrary/pcowebinars/2019%20Jan%20GLAD-PC%20Webinar.pdf



GLAD-PC Recommendations

Identification
 Patients at risk for depression should be identified and 

systematically monitored
Assessment/Diagnosis
 High-risk adolescents should be evaluated for depression as 

well as those with a chief complaint of emotional problems
 Clinicians should use standardized tools to aid in the 

assessment



GLAD-PC Recommendations
Assessment Tools

 Reliance on presenting complaint or family concerns 
under-identify cases

 No “gold standard” screening tool
 Patient Health Questionnaire – Adolescent (PHQ-A)
 Kutcher Adolescent Depression Scale (KADS-6)
 Mood Disorder Questionnaire – Adolescent version
 Beck Depression Inventory
 Reynolds Adolescent Depression Scale
 Mood and Feelings Questionnaire



Patient Health Questionnaire-Adolescent 



GLAD-PC Recommendations
Assessment should include…

 Interviews with family members
 Degree of impairment across domains
 Other psychiatric conditions



Overall Assessment Plan

Visit 1
Is there a problem?
Safety assessment
Other medical conditions
Distribute general rating scale

Visit 2
Review general rating scale
Establish primary diagnosis
Initial treatment plan

Visit 3 and Beyond
Track progress
Check gaps and assumptions



History should always include…

 Family status
 Family stresses and transitions (moving, 

divorce, death of family member, economic 
distress/loss of job)

 History of abuse – physical, sexual,  emotional
 Peer Relationships
 Legal difficulties and sexual activity (for children 

over age 11)



History should always include…

 Substance use/abuse
 School performance
 Previous Psychiatric treatment
 Family history of psychiatric disorder
 Suicidal ideation, intent, attempts



Treatment of Mood Disorders in 
Children and Youth



Evidence for Treatment of MDD 
in Children and Adolescents

 Treatment research is relatively sparse for MDD in 
children and adolescents 

 Varied opinions about whether psychotherapy or 
pharmacotherapy, or a combination should be the first-
line treatment

 Initial acute treatment depends on: severity of MDD 
symptoms, number of prior episodes, chronicity, age, 
contextual issues in family, school, social, negative life 
events, compliance, prior treatment response, 
motivation for treatment



Non-pharmacological 
 Therapy (Individual, group, family)
 Exercise, Nutrition, Exposure to 

daylight 
 Sleep routine/hygiene
 Limiting screen time and social 

media 

School/environmental support
 School accommodations (504 plan)
 Family success centers

Comprehensive Treatment Planning 
Community Resources
 Mobile Response Teams
 Crisis Center 

Pharmacology
 Starting an SSRI is not an 

emergency  
 4-6 weeks for antidepressants to 

start working

• In mild to moderate depression, therapy should be the first treatment option  
• Research shows that a combination of medication and therapy is most effective
• In children younger than 16y.o, medication may not be as effective 
• Patient and parent preferences should be considered in the treatment planning 

process



GLAD-PC Recommendations
Initial Management
 Educate patient and family about depression
 Outline confidentiality and its limits
 Develop a treatment plan with specific goals in key areas 

of functioning
 Establish roles of primary care and mental health specialist 

with patient and family
 Establish links with mental health resources
 Monitor for adverse effects of treatment
 Develop a safety plan – contract?



GLAD-PC Recommendations
Further Management

 Mild depression: patient education / referral / follow up
 Recommend scientifically tested treatments
 Consider active support and monitoring

 Moderate depression – consider consultation with a mental 
health specialist
 Consider starting an SSRI or an Evidence Based Psychotherapy (EBP)

 Severe depression
 SSRI’s and EBP

 Complicating factors/conditions (e.g. co-existing substance use 
disorder, self-injury, suicidal ideation)
 Consider immediate MH referral or hospitalization



GLAD-PC Recommendations
Further Management
 Continue to track outcomes and functional targets
 Reassess diagnosis and treatment if no response in 6-8 

weeks
 Consider consultation with mental health professional if 

treatments produced only partial response
 Ensure adequate management 



Treatment Modalities for MDD
 Psychotherapy: CBT or IPT (with family and individual 

modules) for mild to moderate MDD
 Antidepressants can be used for : non-rapid cycling bipolar 

disorder, psychotic depression, depression with severe 
symptoms that prevents effective therapy or that fails to 
respond to adequate psychotherapy

 Pharmacotherapy alone may not be effective due to the 
psychosocial context



Meta-analysis of Antidepressant 
Trials for Depression in Youth

Response Rates

Antidepressants 61%

Placebo 50%

Bridge JA et al, JAMA 2007;  297:1683-1696.     



Pharmacotherapy

 Response 40-70% with medications vs 30-60% for placebo
 Remission with medications lower (30-40%)
 Little efficacy evidence for non SSRIs
 Bupropion effective in open trials



FDA Approval for Acute Treatment 
of Major Depressive Disorder

Medication Ages

Fluoxetine (3 studies) 8-17

Escitalopram (1 study) 12-17

Prozac Prescribing Information. Lexapro Prescribing Information. 

Emslie GJ et al. Arch Gen Psychiatry, 1997; 54:1031–1037; Emslie GJ et al, J Am Acad Child Adolesc Psychiatry, 
2002;41:1205–1215. Treatment for Adolescents with Depression Study (TADS) Team. JAMA, 2004; 292:807–820. 
Emslie GJ et al: J Am Acad Child Adolesc Psychiatry, 2009; 48:721–729.



Pharmacotherapy
 Fluoxetine is the ONLY FDA approved SSRI for children 

with depression eight years or older
 Escitalopram is approved in children > 12 years old
 Can try other SSRIs if FLX is not effective or intolerable
 How long to treat – 6-9 months after symptom resolution
 Taper over a 2 month period, if symptoms recur, consider 

another 12 – 18 months of treatment
 Monitor clinical and side effects with standardized scales
 Parents may be depressed, so they need treatment also
 Resolution of family conflicts can be helpful to everyone



FDA Statement on SSRIs

WARNING STATEMENT:
“Health care providers should carefully monitor patients 

receiving antidepressants for possible worsening of 
depression or suicidality, especially at the beginning of 
therapy or when the dose either increases or decreases.” 



FDA Statement on SSRIs
Health care providers should be aware of increased or new 

symptoms of anxiety, agitation, panic attacks, insomnia, 
hostility, impulsivity, akathisia (severe restlessness), hypomania, 
and mania in patients taking antidepressants. 

While it “has not concluded that these symptoms are a precursor to 
either worsening depression or the emergence of suicidal 
impulses, there is concern that patients who experience one or 
more of these symptoms may be at increased risk for worsening 
depression or suicidality.”



Treatment Tactics

 Initiation: Achieve Target Dose in 1-3 weeks
 Minimal or no response: total trial should not exceed 4-8 weeks
 Partial response: trial up to 12 weeks
 Monitoring: q 1-2 weeks initially
 Initiate 2nd SSRI for non response to first agent (x-taper) 

 Continuation Phase
 Continue medications 6-9 months after symptom remission
 When discontinuing, taper no more than 25% per week

 60-70% recurrence of MDD in adulthood
 Maintenance: 3 years – lifetime (no data)



Starting / Titrating Medications

Medication Starting Dose
(mg/d)

Increments Effective dose 
(mg/d)

Maximum
dose (mg/d)

Fluoxetine 10  10-20 20 40

Escitalopram 5 5 10 20

Citalopram 10 10 20 40

Sertraline 25 12.5-25 50 200

Paroxetine 10 10 20 60

Bupropion 75 37.5-75 150 300*

Venlafaxine 37.5-75 37.5 75 225*

*not determined for children



Non-response or Partial Response

Strategies
 Evaluate adequacy of treatment: dose and duration
 Evaluate compliance
 Evaluate non-pharmacologic treatment
 Review environmental factors (including substance abuse)



Non-response or Partial Response

Strategies
 Continue current dose for a longer period of time
 Increase dose
 Decrease dose if side effects are an issue
 Change medication
 Add another medication (augmentation)



Augmentation of Antidepressant 
Medication for Children and Adolescents

 Lithium
 Thyroid
 L-Tryptophan
 Valproate
 Carbamazepine
 Buspirone
 Light Therapy





When Is It Time To Do More?

 To refer or not to refer?
 If distressing or interfering and cannot be managed at 

school or home

 When to refer?
 The longer a problem goes on the harder it may be to treat

 Where to refer?
 For consultation, contact your NJPPC Hub
 For ongoing care, ask NJPPC Hub to link you to local CAP 

network (or contact AACAP)



New Jersey Pediatric Psychiatry Collaborative
Regional Hubs



NJPPC Hub Benefits
A child and adolescent psychiatrist available for consultative support through the Child 
Psych. consult line

 A psychologist/social worker available to:
Assist the pediatrician with diagnostic clarification and medication consultation, 
Speak with a referred child’s family regarding the child’s mental health concerns 

and to assist in providing diagnostic clarification.

 One-time evaluation by a child and adolescent psychiatrist (CAP) at no charge to the 
patient when appropriate. 
Based on the recommendation of the CAP, the PPC Hub staff will work with the 

family to develop the treatment and care coordination plan.

 Continuous education opportunities in care management and treatment in the 
primary care office for the common child mental health issues: ADHD, depression, 
anxiety, etc.



NJPPC Hub Telepsychiatry Services
Implementation rolling out as an expansion of the NJPPC

Three platforms to be utilized
◦Face to face
◦Telepysch from home
◦Telepysch from pediatric offices

 Notify your Regional Hub if interested



Questions?

For more Information or to Register for the NJPPC

Visit: 

https://njaap.org/programs/mental-health/ppc

Contact:

NJAAP

Mental Health Collaborative

609-842-0014

mhc@njaap.org

https://njaap.org/programs/mental-health/ppc
mailto:mhc@njaap.org
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