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duration. For mild depression, NICE
recommends initial management should
be watchful waiting, followed by a
review of mental state after two weeks.19
If there is no response, then individual
non-directive supportive therapy,
guided self-help or group CBT should be
offered. These could be provided by
appropriately trained professionals in
primary care, schools, social services, 
the voluntary sector or Tier 2 CAMHS. 
In their absence a referral to Tier 3
CAMHS would be appropriate.

NICE recommends Tier 3/4 CAMHS
should treat moderate to severe
depression, and mild depression
unresponsive to treatment and/or of
more than three months’ duration. 
The following treatments are
recommended for moderate to severe
depression: individual CBT, family
therapy, interpersonal therapy or
psychodynamic psychotherapy. 
These may be started initially alone, 
or in combination with fluoxetine.

Prescribing antidepressants
NICE recommends that antidepressants
should not be initiated in general
practice for children and adolescents
with depression or anxiety without
advice from CAMHS. We would also
advise that propranolol is not prescribed
for anxiety. Although propranolol can
relieve some troublesome anxiety
symptoms, it is much less effective in
helping with the associated underlying
thoughts and emotions than
antidepressants prescribed for anxiety. 

NICE also recommends that CAMHS
should only prescribe antidepressants in
combination with psychological
treatments,19 although a meta-analysis20

has questioned this. Antidepressants
should not be prescribed for mild
depression. 

Fluoxetine is the first-line medication
recommended by NICE.19 In the most
recent large meta-analysis, fluoxetine
was the only antidepressant shown to
be more effective than placebo in
children and adolescents.21 Second-line
medications include sertraline and
citalopram.19 Paroxetine, venlafaxine and
tricyclic antidepressants are not
recommended for the treatment of
depression in this age group. These
medications are associated with higher
risks of suicide and are more dangerous
in overdose.19

On initiation of the antidepressant,
CAMHS should undertake a regular
review of monitoring for any adverse
effects, and response to the medication,
and a mental state examination should
be undertaken weekly for the first four

Safety plans that involve parents can
significantly help to reduce levels of risk.
Parents may be able to reduce access to
potentially harmful objects and be able
to provide comfort and support. 

Where relationships with parents are
not caring or supportive, and the child is
at significant risk, then consideration
should be given to informing an
alternative responsible adult and/or
social services.

In emergency situations, a child or
adolescent should not be expected to
go to A&E alone. An adult from the
practice should wait with them, until a
responsible adult can come to collect
them.

MANAGEMENT
GPs have a key role in recognition of
depression, early referral and risk
assessment. This includes:19
•Referral to CAMHS or to A&E in an
emergency (e.g. overdose or strong and
imminent suicidal intent)
•Risk assessment for
suspected/known cases
•Treatment of any self-harm if
indicated e.g. suturing deep cuts,
prescribing antibiotics if wounds
become infected 
•Shared care arrangements with
CAMHS where GPs are continuing to
prescribe and monitor the response 
to medications that have been initiated
by specialists

GPs would generally be expected to
play a very limited role in all other
aspects of the management of
depression in children and adolescents.

The NICE guideline on depression in
children and adolescents19 provides
guidance about the roles of primary
care, when to refer and treatment
options available.

Referral
The following cases should be referred
to CAMHS19

•Active suicidal ideas or plans
•Referral requested by patient, parents
or carers
•Diagnosis of moderate/severe
depression or mild depression that has
not responded to treatment in primary
care
•Unexplained self-neglect of at least
one month’s duration that could be
harmful to physical health

NICE stepped care model of treatment
Treatment of depression varies
depending on the severity of the
symptoms. Depression should be
treated in CAMHS unless the episode is
mild and of less than three months’
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The prevalence of depression is higher in adolescents (5.7%)
than in children (2.8%) and this has remained stable
over time. The 2:1 female to male ratio of depression in
adults becomes evident in adolescents from the age of
12 years. In the UK, bipolar affective disorder is rarely
diagnosed in those under the age of 18, especially in
those under 13. It is more common in those who present
with psychotic features, psychomotor slowness or
pharmacologically induced hypomania, and in those
with a family history of bipolar disorder or psychosis. 

The symptoms of depression in adolescents are similar 
to those in adults. However, depression in children of
primary school age may be very subtle and symptoms
include mood fluctuations, tearfulness, frustration or
temper tantrums. Somatic presentations, such as
abdominal pain or headaches, are more common in
younger children, who may struggle to express emotions
verbally. Increased irritability is also a common symptom
of depression in this age group particularly among boys.
Delusions and suicide attempts are less common in
children than in adolescents.

If depression is suspected, it is essential to evaluate the 
degree of risk. Risk has two key aspects: the likelihood of 
a potentially harmful incident occurring and the degree 
of potential harm. Risk can change quickly and therefore
needs to be evaluated regularly. The term risk assessment
is somewhat of a misnomer: a good risk assessment is also
therapeutic and will lower the pre-existing level of risk. 
The most important risk to evaluate is the risk an individual
poses to him/herself either from self-harm or suicide. 
A good risk assessment will include a safety plan i.e. steps
to reduce the level of risk such as informing parents,
parents locking away medications or sharp objects or
referral to CAMHS/A&E.

Suicide is relatively rare in children and adolescents. 
Rates of completed suicide are approximately 4.8 deaths
per 100,000 in the 10-19 year-old population and are
higher in males than females. The most dangerous acts
associated  with suicidal thoughts are jumping (from
buildings or in front of cars/trains), hanging/asphyxiation
and shooting. All those who have taken overdoses should
be referred to A&E even if they have only taken small
amounts of drugs e.g. six paracetamol tablets. This helps
to convey a message that all overdoses are dangerous, is
protective in case of under-reporting and should enable
access to a review by CAMHS.

Depression should be treated in CAMHS unless the 
the episode is mild and of less than three months’
duration. Watchful waiting is recommended as initial
treatment for mild depression with a review of 
the patient’s mental state within two weeks.
Antidepressants should not be prescribed for mild
depression. For those with moderate to severe
depression NICE recommends that CAMHS should 
only prescribe antidepressants in combination with
psychological treatments.
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