
19

»

commitment in the mandate to roll out
to 100% of the 0-19 population in
England by 2018.18

The situations in which GPs should
always refer to CAMHS are listed in 
table 3, above. 

NICE recommends that GPs should
routinely consider, and record in the
patient’s notes, potential comorbidities
when assessing a child or young person
with depression. This is essential
because two thirds of adolescents with
depression are thought to have at least
one comorbid psychiatric disorder,
most commonly the range of anxiety
disorders, disruptive behavioural
disorders and substance misuse
problems.19 Around 20% of adolescents
with depression, for example, meet
diagnostic criteria for generalised
anxiety disorder.20 Furthermore,
comorbidity is more prevalent in
adolescents with severe depression,
and predicts poor response to
treatment and worse functional
outcomes.21 

With regard to differential diagnosis,
there are four main diagnoses to
consider. Adjustment disorder and
dysthymic disorder are characterised by
prominent depressive symptoms.
Adjustment disorder usually arises after
a single, isolated negative event and is
short lived (arises within three months
of the stressor onset and generally
persists for less than six months).
Dysthymic disorder describes a pattern
of chronic depressive symptoms that

Figure 1

Screening for depression in children and adolescents in primary care (adapted from Thapar et al16)

High level of suspicion,
especially if high-risk group
or parent has concerns

Administer two item
Patient Health
Questionnaire (PHQ-2)

If uncertain, administer
nine item PHQ-9 or (short)
mood and feelings
questionnaire (MFQ)

Score ≥ 1 
on PHQ-2 

Mild depression Moderate to severe
depression

No depression 
(includes sub-syndromal)**

** Sub-syndromal depression = high score on questionnaires but below the threshold at clinical assessment for a diagnosis
of depression

Clinical assessment to identify: 
1 Symptoms of depression
2 Level of functional impairment
3 Psychosocial risk factors

Check for comorbidities and try to obtain
collateral history

Figure 2

Child and Adolescent Mental Health Services (CAMHS)

Tier 4

Tier 3

Tier 2

Tier 1

CAMHS tiers
Tier 1 Non-specialist primary care workers such as
school nurses or health visitors working with
common childhood problems, e.g. sleeping/
feeding difficulties

Tier 2 Mental health professionals specialising in
child development; assessment and treatment in
primary care (e.g. family work, counselling for mild
depression, *CYP IAPT) 

Tier 3 Specialist multidisciplinary CAMHS teams.
More complex problems than tier 2 
(e.g. management of moderate-severe depression,
*CYP IAPT, assessment of autism, treating
hyperactivity, early onset psychosis)

Tier 4 Highly specialised day and inpatient units,
for CAMHS patients with more severe mental
health problems

Table 3

Criteria for referral to CAMHS tier
2 or 3 services for depression8

• Mild depression in those who have
not responded to interventions after 
2–3 months
• Moderate or severe depression
(including psychotic depression)
• Depression with two or more other
risk factors for depression
• Depression where one or more
family members (parents or children)
have multiple risk histories for
depression
• Signs of a recurrence of depression
in those who have recovered from
previous moderate or severe
depression
• Unexplained self-neglect of at least
one month's duration that could be
harmful to their physical health
• Active suicidal ideas or plans
• Referral requested by a young
person or their parent(s) or carer(s)  

*CYP  IAPT = The Children and Young People’s Improving Access to Psychological Therapies Programme


