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therapy over the others.8 As mentioned,
CYP IAPT works alongside tiers 2 and 3
in CAMHS and this programme offers
easier access to psychological
intervention. A pathway for the
management of depression in young
people is shown in  figure 3, above. 
For children and young people with
moderate to severe depression, referral
to tier 2 or 3 CAMHS care is
recommended. New NICE guidelines
state that once referred, all  these
patients should be offered a specific
psychological therapy (individual CBT,
interpersonal therapy, family therapy, or
psychodynamic psychotherapy) that
runs for at least three months.8 

Fluoxetine is the only SSRI
antidepressant currently licensed for use
in the UK for those under 18 although the
evidence base is limited. It is important
for the decision to start medication to be
made in secondary and not primary care
as the balance of risks and benefits
needs to be carefully considered. 
If a specialist CAMHS doctor decides
that medication is appropriate, it is
recommended that this should be
accompanied by concurrent
psychological therapy. 

In terms of monitoring, specific

arrangements must be made to look out
for adverse drug reactions, and the GP
and specialist can liaise about the
frequency of contact.8

SUPPORTING PATIENTS AND
FAMILIES
GPs should be vigilant for any parental
psychiatric problems, in particular
untreated depression, if the child or
young person's mental health is to
improve.8 It is crucial that the child’s
symptoms are monitored in the context
of the full family environment, paying
careful attention to key interpersonal
relationships. Having a clear idea of what
services are available from CAMHS, as
well as what community support can be
offered is important. 

It is also worth GPs keeping an eye on
patients with sub-syndromal depression,
in which young people have high levels
of symptoms but do not meet the
threshold for a clinical diagnosis. There is
robust evidence that these individuals
are at a much higher risk of developing a
depressive disorder in the future.23 GPs
may consider targeting these young
people with low-risk intervention
strategies and lifestyle changes. 

Some of the more common side

are present most days for at least a year.
The symptoms tend to be low level but
not reaching the threshold for a clinical
diagnosis of depression. If these
patients do, however, later develop a
depressive illness, they can be
particularly difficult to treat.

The other two diagnoses to rule out
are bipolar affective disorder and
schizophrenia, although these are much
less common in children and adolescents
than major depression. It is therefore
important to ask about previous periods
of overactivity, elated mood or
disinhibited behaviour. If this behaviour
lasted for four or more days, referral for
a specialist mental health assessment
should be considered.22 Similarly for
schizophrenia, GPs should be routinely
screening for psychotic features and
refer appropriately. 

MANAGEMENT
Recent changes to NICE guidelines have
focused on the important area of
psychological therapies. They recommend
that GPs discuss choices of psychological
therapies with the patient and family.
They need to explain that at present,
there is not sufficient evidence to
choose one type of psychological

Figure 3
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*Non-specialist psychosocial
intervention
Treat parental depression 
AND 
Watchful waiting (maximum  4 weeks) 

Uncomplicated mild depression

If no response in 8-12 weeks 

If no response 

Refer for group/individual
cognitive behaviour therapy
(CYP IAPT) if available within
primary care 

*Non-specialist psychosocial intervention
includes:
Psychoeducation and problem solving, advice on
diet and exercise, sleep hygiene, anxiety
management, guided self-help and supportive
counselling 

Moderate-severe depression or
complicated mild depression

Refer to CAMHS
All patients must be offered a specific
psychological therapy that runs for > 3 months,
e.g. cognitive behaviour therapy/interpersonal
therapy/ family therapy 
(Note that CYP IAPT works in parallel with
CAMHS tiers 2 & 3)

Psychological therapy may be combined with
medication, i.e. fluoxetine 10 mg OD (8-18 years),
increased (if necessary) to 20 mg OD after 
2-4 weeks (maximum 20 mg OD)

Review after 6-8 weeks and if there is no
response, CAMHS specialist may choose to
switch to a different SSRI (i.e. sertraline or
citalopram) and consider alternative therapy 
or other investigations, comorbidities and
diagnosesCYP  IAPT = The Children and Young People’s Improving Access to Psychological Therapies Programme

CAMHS = Child and Adolescent Mental Health Services


