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IViental health during

Acute on chronic public health crisis

Children and adolescent susceptible to worsening mental
health due to

* Increase in social isolation/sheltering in place
« Remote schooling

« Family related stressors due to unemployment, unstable housing,
family sickness or loss (>140000 Children in US reported to be orphan
between April 2020- June 2021)

* Lack of access to healthcare services

Power E, Hughes S, Cotter D, Cannon M. Youth mental health in the time of COVID-19. Ir J Psychol Med. 2020;37(4):301-305.

KENTUCKY CHILDREN" s COVID-19-Associated Orphan hood and Caregiver Death in the United States-

Pediatrics October 2021



CDC- Adolescent Behaviors and Experience Survey

« Approx. 1 in 3 high school students experience poor mental health most of the time or
always during COVID

» Forty four percent experience persistent feelings of sadness or hopelessness
» Prevalence of poor mental health was higher in female, LGBTQ students
* 19.9% had seriously considered attempting suicide and 9% had attempted suicide

* More than half students experience emotional abuse, >10% reported physical abuse LGB more
likely to report physical abuse

* Nearly a third of black students reported not enough food in their home

Jones SE, Ethier KA, Hertz M, et al. Mental Health, Suicidality, and Connectedness Among High School Students During the COVID-19 Pandemic —
HealthCare Adolescent Behaviors and Experiences Survey, United States, January—June 2021. MMWR Suppl 2022;71(Suppl-3):16—-21. DOI:
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ER visits for Mental health

FIGURE 2. Weekly number of emergency department visits* associated with eating disorders’ (A) and tic disorders (B)' among
adolescents aged 12—17 years, by sex—National Syndromic Surveillance Program, United States, 2019—2022

FIGURE 1. Weekly number of emergency department visits* for overall mental health conditions’ among children and adolescents aged
0-—17 years, by sex — National Syndromic Surveillance Program, United States, 2019—2022
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Healthcar,e Radhakrishnan L, Leeb RT, Bitsko RH, et al. Pediatric Emergency Department Visits Associated with Mental Health Conditions Before and During the COVID-
HospiaL CTILPREN'S 19 pandemic — United States, January 2019-January 2022. MMWR Morb Mortal Wkly Rep 2022;71:319-324.




Depression and Anxiety prevalence

Pre- Pandemic vs During Pandemic

Generalized anxiety 11.6% vs 20.5%
Depression symptoms — 12.9% vs 25.2%

Racine N, McArthur BA, Cooke JE, Eirich R, Zhu J, Madigan S. Global Prevalence of Depressive and
ﬁ{?&l&lﬁﬁ},ggs Anxiety Symptoms in Children and Adolescents During COVID-19: A Meta-analysis. JAMA Pediatr.
rosr Published online August 09, 2021.



Suicide is second cause of death among 10-24 Suicide Deaths to Children Aﬁ;dzlgﬁﬂzgggrsbr Year and Geader;
- entucky, - il
years ( it became 2" most common for 10-14 years N-287

in 2016) 40
33
Fastest growing rates among 10-14 years 30
W25
Significant racial disparity. Suicide rates among 2 20
black youth 13 and younger is twice that for white :"§15
youth @ 1
3
In KY, while ED visits for self-harm decreased for 0
ages<24 years, there was 8% increase in inpatient 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
hospitalization. " Male " Female

Data Source: Kantucloy Office of Vital Statiztics, Daath Cartificate Data, Years 2011-2020
“All data are preliminary and subject to change. Data points are not limited to KY residents and also include cut-of-state
recidents who died within KY.

Centers for Disease Control and Prevention, National Center for Injury Prevention and Control. Web-based Injury Statistics Query and Reporting System (WISQARS) [online]. (June 2020).
1 h Retrieved from www.cdc.gov/injury/wisgars
Hea t Care Horowitz, L., Tipton, M. V., & Pao, M. (2020). Primary and Secondary Prevention of Youth Suicide. Pediatrics, 145(Suppl 2), S195-S203.
KENTUCKY CHILDREN’S

HOSPITAL Bridge, J. A., Horowitz, L. M., Fontanella, C. A., Sheftall, A. H., Greenhouse, J., Kelleher, K. J., & Campo, J. V. (2018). Age-related racial disparity in suicide rates among US youths from
2001 through 2015. JAMA pediatrics, 172(7), 697-699.



Mean weekly counts of emergency department visits for suspected suicide attempts
among persons aged 12-17 years

National Syndromic Surveillance Program — United States, March 29, 2020-March 20, 2021

According to KY violent death reporting system( KYVDRS), that suicide rate for ages < 24 increased by
900 8% in comparison from 2016 to 2019 in every age category (ages 10 to 14, 15 to 19, and 20 to 24)
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Yard E, Radhakrishnan L, Ballesteros MF, et al. Emergency Department Visits for Suspected Suicide Attempts Among Persons Aged 12-25 Years Before
HealthCaI'e and During the COVID-19 Pandemic — United States, January 2019—May 2021. MMWR Morb Mortal Wkly Rep 2021;70:888-894.

ﬁg’;{,‘lﬁ'ﬂ CHILDREN'S https://kiprc.uky.edu/news/kiprc-programs-continue-help-suicide-prevention-efforts.



https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fkiprc.uky.edu%2Fnews%2Fkiprc-programs-continue-help-suicide-prevention-efforts&data=04%7C01%7Cm.sadhir%40uky.edu%7C2203a28791864ddf0cbe08da1bfb6042%7C2b30530b69b64457b818481cb53d42ae%7C0%7C0%7C637853064597244500%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=K15BkjnF0wjKs%2BlcBjwU0cjUftZ5cc891QK9USZFNRQ%3D&reserved=0

Contact with primary healthcare provider prior to

suicide for ages <25 years

* /1% ( 66%-75%) had contact in last 1 year
* 66% had contact in last 3 months
» 33% had contact in last 1 month
* 30% one week prior to suicide

HealthCare Ahmedani, B. K. et al. Health care contacts in the year before suicide death,2014 Journal of General Internal Medicine, 29(6), 870-877.
KENTUCKY CHILDREN'S Stene-Larsen K, Reneflot A. Contact with primary and mental health care prior to suicide: A systematic review of the literature from 2000 to 2017.
i: 10.1177/1403494817746274. E . : 29207932.

HOSPITAL Scand J Public Health. 2019 Feb;47(1):9-17. do 11 48 4. Epub 2017 Dec 5. PMID



The Common Sense Census:
Media Use by Tweens and Teens, 2021

Use of screen media is up e . Total entertainment screen use per day (average)
17% for tweens and teens ‘ y

- since the start of S48

ocial e
" = 17%1
- 7:22
Media use st

Media use grew faster in the last two years than —
it did in the four years prior to the pandemic. 55

u Overall, boys use more screen media than girls.
durin | —
Black and Hispanic/Latino children use screens 4:36 ; —_—
more than White children. 3% 1
— And children in higher-income households use
an em I c screens for entertainment less than children in

middle- and lower-income households. s Zliss iz

Average daily entertainment screen use, 2021 [l Tweens [l Teens

When forced to If you had to pick one site you didn't want to live without, which would it be?*
choose, more teens

prefer YouTube over
other popular @
platforms.

YOUTUBE SMAPCHAT STAGRAM TIKTOK FACEBOOK
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Challenges of Internet use

* Cyberbullying
» Odds of suicidal ideation was 3.1 times greater in teens who experienced cyberbullying as
compared to traditional face-face bullying

» Cyber victims and cyberbully victims were significantly more likely to report depression and
social anxiety

« Sexting

« Associated with higher likelihood of being sexually active and engaging in high-risk behaviors including
unprotected sex, substance use

* Problematic internet use/lnternet addiction

« Growing concern, prevalence varies worldwide
» Using validated screening tool for pediatrics, prevalence estimated to be 9-11%
« Ongoing studies are underway to evaluate impact of COVID

Relationship Between Peer Victimization, Cyberbullying, and Suicide in Children and Adolescents: A Meta-analysis. Geel et al JAMA Pediatr. 2014;168(5):435-442. doi:10.1001/jamapediatrics.2013.4143
Fahy AE, Stansfield SA et al, Longitudinal Associations Between Cyberbullying Involvement and Adolescent Mental Health, Journal of Adolescent Health , Volume 59 , Issue 5, 502 - 509
Sexting prevalence and correlates: a systematic literature review. Klettke B et al; Clin Psychol Rev. 2014 Feb;34(1):44-53
HealthCaI‘e Sexting and Sexual Behavior in At Risk Adolescents, Houck, Christopher et al, Pediatrics. 2014 Feb;133(2):e276-82
ﬁg’gll{&'i‘( CHILDREN'S  D'Angelo J, Moreno MA. Screening for Problematic Internet Use. Pediatrics. 2020;145(Suppl 2):S181-S185. doi:10.1542/peds.2019-2056F
Moreno MA, Jelenchick LA, Christakis DA. Problematic Internet Use Among Older Adolescents: A Conceptual Framework. Computers in Human Behavior. 2012;29(4):1879-1887



 Suicidality
 CSSRS —Columbia Suicide Severity Rating scale

https://suicidepreventionlifeline.org/wp-content/uploads/2016/09/Suicide-Risk-Assessment-C-SSRS-Lifeline-Version-2014.pdf

« ASQ (ASk Suicide- SCreening queStiOnS) https://www.nimh.nih.gov/research/research-conducted-at-nimh/asg-toolkit-materials

* Depression

« PHQ 9 Modified for Teens 11-17 years

« Beck Depression Inventory- 213, 21 self-report items

* Child Depression Inventory 7-17 years old, Child, parent and teacher version
« CESD =26, 20 self-report items

* Anxiety

« GAD 7 —1-17 years
« SCARED ( child and parent version) =8

HealthCare
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https://suicidepreventionlifeline.org/wp-content/uploads/2016/09/Suicide-Risk-Assessment-C-SSRS-Lifeline-Version-2014.pdf
https://www.nimh.nih.gov/research/research-conducted-at-nimh/asq-toolkit-materials
https://www.aacap.org/App_Themes/AACAP/docs/member_resources/toolbox_for_clinical_practice_and_outcomes/symptoms/GLAD-PC_PHQ-9.pdf
https://www.apa.org/pi/about/publications/caregivers/practice-settings/assessment/tools/beck-depression
https://www.apa.org/depression-guideline/childrens-inventory.pdf
http://www.valueoptions.com/providers/Education_Center/Provider_Tools/Depression_Screening.pdf

Addressing Mental Health Concerns in Pediatrics: A Practical Resource Toolkit for

Clinicians, 2nd edition

American Academy of Pediatrics

Mental Health Tools for Pediatrics

Mental Health

The aim of this compilation is to help you determine whattools might be most appropriate for each stage of
screening, evaluating, and treating pediatric mental health needs.

The following table is a compilation of tools that are potentially useful at each stage of a clinical process through which
mental health content can be integrated into pediatric care. This process is depicted by “Mental Health Algorithm With
Detailed Steps,” also included in this toolkit. Several points about the table bear noting.

®  The sequence of tools within each section does not reflect the recommendation or preference of the American Academy of Pediatrics or
the editors for one tool over another.

® In a number of instances, there are options for using a tool at more than one place in the process. In these instances, afull description
accompanies the first mention. Subsequent mentions of the toadl include only the tool abbreviation and any reference numbers. In addition
to facilitating access to further reading, this setup assists users in locating the tool's full description where it appears in the table.

® Included in the table, under the heading of “Parent and Family General Screening,” are several tools that screen for social determinants of
health. For more social determinants of health tools, see the Screening Technical Assistance & Resource Center at
https://screeningtime.org/star-center/#/screening-tools.

He althC are MAP | ADORESSING MENTAL HEALTH CONCERNS W PEDIATRICS: A PRACTICAL RESOURCE TOOLKIT FOR CLIMCIANS, ZMD EDITION | Mip2/oolkils. aap.ong
KENTUCKY CHILDREN'S Page 10130
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Interventions to integrate
Into primary care

Dr. Meghan Marsac, Pediatric Psychologist, Division of
Pediatric Palliative Care




Goals of Brief Therapeutic Interventions

Emerging symptoms of mild  Identified as needing mental

to moderate severity health

* Improve the patient’s e Overcome access barriers
functioning « Manage symptoms / distress

* Reduce distress in the patient  while awaiting for higher level
and parents of care

 Potentially prevent a later « Monitor well-being while
disorder awaiting higher levels of care

AAP Policy Statement: Meschan Fay, J., Green, C.M., Earls, M.F., & Committee on

Psychosocial Aspects of Child and Family Health, Mental Health Leadership Work Group.
Mental health competencies for pediatric practice. Pediatrics, 2019: 144 (5). e20192757




Initial Psychosocial Assesment

2 |expedite by using previsit data collection and review]

Legend
Action o)
= Perform socgo-emotional 5-E and/or MH screening and & process

surveillance, including ACEs, social determinants, routines, 5
redationships, functioning (schood, home, peers), [+ ey Hotata
parenting, parental MH, trauma exposure, family bt BAH » PERATLNAAIN @
disruptions, environmental risks ks

= Explore positive findings

+ Dbserve child and parant, perfarm examination as indicated Abbreviations: ACE,

adverse childhood
axpersance; DBP,

* Elicit and rainforce strengths throughaut

RH35 wisit or wisit for
MH concern

RHS Visit
* Prowida reassurance deuelo_ﬂmental_-
* Promote healthy 5-E 3 Conesrns behavioral pediatrician;

MH, marital health; PCC,
primary care clinician;
RHE, routine health
supervision; 5-E, social-

ather than
normal
wariation?

Concerns ather Yes
han normal variations?

armatianal
Brief primary care intervention|s) 10
AN visits: engage using “common factors”; add patient to registry
: g Yes, findi * Facilitate referral
Acirte cove wisit complete acute care visit; address MH concern now [as in the 1, TInngs far emergency
bullets below) or plan follow-up visit " suggest an e
o Emergency
RHS wisit or visit for MH concern: take 1 or more of the following actions: Ermergency? * Request results
= expand assessment (eg, secondary screening, behavioral diary, collateral * Raturn to
data collaction fram school, child care, previows MH evaluation]; algarithm at step "
= affer focused problem-solving, common-elements intervention, stress 17 when resolvad
reduction, assistance with behavior change, and/for sell-help resources;
* facilitate referral of family member for MH specialty or social services, if
indicated; and g - 15 ool s m‘h"‘ 0
. Comanagement, an
=+ scheduba returnds) or cutreach as needed to assess response, complete RHS, 17 Family-Centered Care Mdr: e
try additional Interventions, or advance to step 12 Full Diagnostic Assessment Plan Mor
« Prenviche full disgriestic 3 [may require collateral data, step 16
i, = Blbi ks information exchange
+ assessment in primary strengths and needs rrwlriplnis'rts,and,-furr
Pediatrics [patient and farnity) outreach)
) 14 ) = Interpret findings to « Artlculate patient's
0 wi
diagnostic provide oot end oy e * Apply and schedule
e + Reach agresment . :
assessment further manitoring mechanisms
sedad? T with family, schoal, « Coardinate with family and
16 agancies [as well as ®|  siher clinicians
Full Diagnostic Assessment MH spaclalists and * Schedule RHS for age
Me + Refer to BMH specialist or pacliatric * Revise plan as needed
& DEF for diagnostic | Rbmedaiists, * For adolescents, articulate
i 7| i invehed) on care lan for transition to adult
* Monitor for MH |rejassessment ComporEnEs P
symptoms and spacialist * Requast results including care = Mionitor far
functioning peychoeducation Lymipoms and
* Reenter at step and plan for functioning
9 if concerns EMErEENCY Care * Reanter at step
Fecur = Dafing rales of 9 if concemns
famiby and others recur

FIGURE 1

Mental health (MH) care in pediatric practice. ACE, adverse childhood experience; RHS, routine health supervision; 5-E, social-emotional.
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Mental health competencies for pediatric practice. Pediatrics, 2019: 144 (5). e20192757
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Goals of Brief Therapeutic Interventions

Brief primary care intervention(s)
All visits: engage using “common factors”; add patient to registry

Acute care visit complete acute care visit; address MH concern now (as in the
bullets below) or plan follow-up visit

RHS visit or visit for MH concern: take 1 or more of the following actions:

* expand assessment (eg, secondary screening, behavioral diary, collateral
data collection from school, child care, previous MH evaluation);

» offer focused problem-solving, common-elements intervention, stress
reduction, assistance with behavior change, and/or self-help resources;

* facilitate referral of family member for MH specialty or social services, if
indicated; and

* schedule return(s) or outreach as needed to assess response, complete RHS,
try additional interventions, or advance to step 12

HealthCare AAP Policy Statement: Meschan Fay, J., Green, C.M., Earls, M.F., & Committee on
Psychosocial Aspects of Child and Family Health, Mental Health Leadership Work Group.

KENTUCKY CHILDREN'S
HOSPITAL

Mental health competencies for pediatric practice. Pediatrics, 2019: 144 (5). e20192757



Quick Strategies:

Common Factors Approach

* H=Hope

« E = Empathy

L2 = Language, Loyalty

« P3 = Permission, Partnership, Plan

AAP Policy Statement: Foy, J.M., Green, C.M., Earls, M.F., & Committee on Psychosocial
Aspects of Child and Family Health, Mental Health Leadership Work Group. Mental health

competencies for pediatric practice. Pediatrics, 2019: 144 (5). e20192757



Quick Strategies:

Trauma-Iinformed Care

SAMHSA definition of Trauma-Informed Care

Realize

Recognize

KKKKKKKKKKKKKKKKKK
HHHHHHHH



Quick Strategies:

 What is anxiety / depression?
* What are the symptoms?
* When to get more help?

« Anticipatory guidance:
* What to expect
* Normative anxiety / depression
« How to support child / basic coping




Quick Strategies:

Psychoeducation Resources

American Academy of Child & Adolescent Psychiatry
* https://www.aacap.org/

American Academy of Pediatrics

e https://www.aap.org/en/patient-care/mental-health-initiatives/mental-
health-resources-for-families/

AMERICAN ACADEMY OF
CHILD G ADOLESCENT
PSYCHIATRY

National Alliance of Mental lliness (NAMI)
* https://nami.org/Home

Anxiety Disorders:
Parents’
Medication C

AMERICAN

= nevALIATRIA

American Academy of Pediatrics:

MILY HANDOUTS

Tips for Families

. % Families Need to Know What is depression?

about Adolescent Dep

Eastern Kentucky University
» https://counselingcenter.eku.edu/101-ways-cope-stress

Daprassion is another word for fasing sad over a period of fime.
Feeling sad is normal. It does not result from lack of eoping
abiity or strength. Certain events in a child's ife understandably
make them feel sad, such as ifa close friend moves away or a
pet dies. But when a child's feslings of sadness get in the way of
nomal actiities such as seeping, eating, going to schoo, and
playing with friends, it's time to take action.

ston

Chidren experience depression differently than adults. Your
child may not be able to tell you they are feeling sad, and they
may not even feel sad at al. Instead, you may notice your child
Seems imhabie, frustrated, restiess, discouraged, or tied, These
are some other common signs of depression in chicren.

= Efther having trouble sieeping or sieeping too much
- Cryingalot

National Suicide Hotline
* https://suicidepreventionlifeline.orqg/
« 800-273-8255 (ENGLISH) / 888-628-9454 (SPANISH)

HealthCare
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= Not wanting to eat or eating too much

= Losinginterest in things they used to care about

Cutting themselves of from family and friends

How can | help my child at home?

These tips are helpful for all chiidren, but they can be especially
helpful for children with depression. Parenting is a busy job, so
use your judgment about which tips make the most sense for
your famiy.

Connect with your child

* Set aside one-on-one time every day. Even just 10 min-
utes can make a big difference. Try cooking dinner together,
playing a board game, or taking a walk or a bike ride together.

~ Find out what's worrying your child, because stress can
make depression worse. For exampie, if your chid ssems
unhappy when they get home from school, you might ask,
*Did anything happen today at school that you'd ke to
talk about?”

Managing Depression or Sadness:

+ Ask about your child's friends and social actvities.
Inquire about online reationships, as wel as in-person
relationships.

+ Praise your child and male ther feel good about ther-
selves. For example, “You did a great job on that homework
assignment!” or *Thank you for helping me with the dishes.
I'm so lucky to have your help.”

= Learn new skills together to help with worries (anxiety),
such as deep breathing or thinking in a more pasitive way.
Websites such as Inner Expiorer {wwheinnorexplorrorg)
may be helphul

Encourage your child to have fun and be social
= Set aside time for activities your child enjoys, such as
watching a basebal game or going on a bike ride.

Help your child plan time with friends and family. Chil-
dren who feel depressed may cut themsalves off from the
people they care about, which can make depression worse.

= Limit “social” screen time. Communicating by fext or social
media ist a substitute for spending time with friends o fam-
iy in person, and it can actually make your chid feel more eut
off from others. Monitor and imit how much time your chiid
Spends on texting or on social media unti they are feeling bet:
ter. I your chid is separated from friends by distance or other
circumstances, such as COVID-19 (coronavirus disease 2019)
restrictions, demonstrate and support live virtual conversa-
fions 1o tha extent possbla (for exampie, telephona, Zoom).

Build healthy habits

= Get active! Encourage your chid to be active for at least
an hour every day. This activity can include playing outside,
joining a sports team or an activiy at the YMGA, biking or
waking to school, or dancing at home to favorie music
Physical activity is good for mental health.

- Do the things you have enjoyed in the past. Enjoying
yoursat is an important part of saf-care.


https://www.aacap.org/
https://www.aap.org/en/patient-care/mental-health-initiatives/mental-health-resources-for-families/
https://nami.org/Home
https://counselingcenter.eku.edu/101-ways-cope-stress
https://suicidepreventionlifeline.org/

Quick Strategies:

Psvchoeducation Resources : There’s an APP for that

Calm (=

Sleep & Meditation App, Relax

i

MindShift CBT - Anxiety Relief [z
Manage anxiety & be mindful

Anxiety Canada Association
Designed for iPad

Breathe2Relax =

% % %

Screenshots (pad iPhone Apple TV Apple Watch
Free

Headspace: Mindful Meditation
Relaxati Siras

for Sleep & St

Insight Timer - Meditation App [

Meditation for Slee

Smiling Mind &

tion for all ages

Smiling Mind
Insight Network In

Screenshots iPad iPhone  Apple Watch  iMessa

Feel less stressed witha
and more mindful : i
i i bedtime meditation

Track your mindfulness
journey & stay motivated

Screenshots phone iPad
Screenshots ad hone Apple Watch -

Mindfulness Just a fow minutes Follow the impact
kit depcesd Be kind to for all ages t0 train the brain on your wellbeing
I your home screen your mind
T .
Practice mindiuiness and . x
—— ) 1oarn to pay attention to the Explore
—_— precent moment with
openness, curlasity and ‘ .
EOTE RIS
o . g - \
—— - Discover the 2~ » °
¥  —
[—— ] largest library of i 0 4 e
— o wellbeing content o o, e
on earth & ' S
A

Body Sean Meditation

Ii.’{ HealthCare
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Books

TAMAR E. CHANSKV Ph.D.
Author of Freeing Yas cngln
08 Cm wltive Disardnr

FRFHNG YOUR
CHILB EROM

ANXIETY

gne » @
RIS 08 = 8 ADOLESCENT

o= |'M ANXIOUS PEEEEE
; .lmm% = VN NRAR ’ L | L
PRACTICAL STRATEGIES TO OVERCOME FEARS A Child's Guide to J
WORRIES, AND PHOBIAS AND BE PREPARED FOR Overcoming Anxiety .

LIFE-FROM TODDLERS TO TEENS

RSN

N A Guide for Parents

Franos Mark

MONDIMORE, MD

?;lr.;a

Poppy O'Neill K E L LY, M D
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AFRAID '}

of the

DOCTOR

Every Parent’s
Guide to Preventing
and Managing
Medical Trauma

MEGHAN L. MARSAC
AND

: MELISSA J. HOGAN
o O T PY

= °

Disclosure: Dr. Meghan
Marsac is co-author of Afraid
of the Doctor and receives
royalties from sales.



Quick Strategies:

Identify and Encourage

 Who do you go to for help?

* Who is in your corner? Who can you count on?

 Who do you enjoy being around?

« How to you talk to your friends (e.g., text, snapchat, etc)?

 Try to identify at least 1 adult — parent, grandparent, friend’s parent,
teacher




Quick Strategies:

| Belly Breathing / Box Breathing

HOILD 4 sec.

H—>

Q m
2 -
N B O X D
=
iy l m
1
< Breathing v
L M
= 2
I H O l_ D 4 sec. © 2021 Melissa J. Hogan & Meghan L. Marsac

All rights reserved. Do not copy or distribute without
permission.

LIEI.!{EHealthCare Marsac, M. L. & Hogan, M.J. Afraid of the Doctor: Every Parent’s Guide for

HOSPITAL

Preventing and Managing Medical Trauma, 2021. Rowman & Littlefield.



Quick Strategies:

Best as a short-term solution

Some ideas:

- Blow bubbles

- Blow a pinwheel
- Watch video

- Listen to music
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Quick Strategies:

Consider
the Senses

Essential tools for
mental health professionals.

© 2021 Melissa J. Hogan & Meghan L. Marsac

All rights reserved. Do not copy or distribute without
permission.

HealthCare Marsac, M. L. & Hogan, M.J. Afraid of the Doctor: Every Parent’s Guide for
Preventing and Managing Medical Trauma, 2021. Rowman & Littlefield.
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First-Line Treatments for Depression

 Medication
e SSRIs

* Psychotherapy
« Cognitive Behavioral Therapy
* Interpersonal Psychotherapy
« Family Therapy

 Address Comorbidities
* [nsomnia

This Photo by Unknown Author is licensed under CC BY-SA-NC ° AnXI ety
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Treatment for Adolescents with Depression Study

* N=439 MDD Adolescents,

20 - mcoms 12WK, doses 10-40mg.
© 65 - ocar * Combination (Fluoxetine +
. ePs0  CBT) most effective
S o * Clinical Global Improvement:
. Combo (71%) > Fluoxetine
= (61%) > CBT (43%) >

* Baseline Wk 6 Wk 12 Placebo (35%)
e Suicidal Ideation in 29%

%}?@%@ggggge TADS Team. (2004) “Fluoxetine, cognitive-behavioral therapy, and their combination for
adolescents with depression.” JAMA, 292: 807.



Meta-analysis 2016...

are Iineffective
 Fluoxetine |

e Other SS
“iIneffectiv
analysis”

Summary: Fluoxetine is effective for
adolescent depression.

Amitriptyline

Venlafaxine

HealthC Cipriani et al (2016) “Comparative efficacy and tolerability of antidepressants for major
ﬁgg‘?;%%c“.miﬁf depressive disorder in children and adolescents: a network meta-analysis” Lancet, 388: 881-
890.



Medications for Depression

 Most evidence for fluoxetine  Most common side effect is

(Prozac) Gl (nausea, stomach upset,
- Starting dose range from 2.5 diarrhea)
mg (young, pre-pubertal « Small risk of agitation,
children) to 10mg (most secondary mania
adolescents) » Increases risk of suicidal
* Dose increases Q2 weeks to ideation (from 2% to 4%)
20-80mg/day during Iinitiation

EEI-]:E HealthCare
KKKKKKKKKKKKKKKK 'S
HOSPITAL



First-Line Treatments for Anxiety

Medication
« SSRI
Psychotherapy

« Cognitive Behavioral Therapy (i.e.,
Coping Cat)

« Behavioral Therapy/Exposure

« Family Therapy

Address Comorbidities

* Obsessive-Compulsive Disorder
 Eating Disorders

» Post-Traumatic Stress Disorder

IEI{E HealthCare
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Child and Adolescent Anxiety Multimodal Study

*N=488 (7y-17y) Anxiety

- *CBT (14 sessions) or
Sertraline

Combination (SSRI + CBT)
most effective

Clinical Global Improvement:
o Combination 81% > CBT 60%

e i — s > SSRI 55% > Placebo 24%

Assessmen t Week

Estimated Mean CGI-S Scores

if.’g HealthCare
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Medications for Anxiety

 Most evidence for sertraline
(Zoloft)

e Starting Dose 10mg (liquid) to
12.5/25mg (tablet)

* Dose increase Q2weeks to
goal 100-250mg

« Same general side effect
profile as fluoxetine

LIEIJE HealthCare
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Medications for Anxiety and Depression

« SSRIs are first-line for both anxiety
(generalized anxiety disorder,
social phobia, separation anxiety
disorder, OCD) AND depression

* Fluoxetine, Sertraline,
Citalopram/Escitalopram

« Consider:
« Family history
« Half-life (fluoxetine has a 2 week half-
life)
 Side effects

LIEI-I:E HealthCare
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Stepwise Approach to Medication

SSRI (Fluoxetine, Second SSRI Alternate class SNRI, Reassess diagnosis,
Citalopram/Escitalopram, -Step 2A: Partial Response = NDRI, SPARI treatment intensity

Sertraline) SSRI + Augment (Bupropion,
Mirtazapine, Lithium)

eKeys: Start low, go slow
e Titrate medications to effect or tolerability
e A trial of medications is an “adequate” dose for 8-12 weeks

HealthCare
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Black Box Warning

FDA Black Box warning regarding increased suicidality in kids and young
adults

« Meta-analysis has shown that the NNT for MDD =10, OCD = 6, Anxiety
=3
* Number needed to harm (NNH) = 143

FDA recommends weekly face-to-face evaluations for first month of
treatment, then every other week for a month, then monthly, then as
clinically indicated. NICE guidelines recommend gl1-2 weeks for at least
4 weeks.

HHHHHHHH



Cates plot of antidepressant effects of MDD
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depressant
but not
placebo

s

10 have suicidal ideation

on both placebo and
antidepressant

9 have suicidal ideation
on antidepressant but
not placebo

“pg neanncare Dwyer, J. B., & Bloch, M. H. (2019). Antidepressants for pediatric patients. Current
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psychiatry, 18(9), 26.



What can we say about SSRI and suicide risk?

« SSRI treatment overall significantly decreases suicidal ideation and
suicide attempts in youth

« Post-mortem studies have not demonstrated a link between SSRI and
suicide

* Overall, 14% increase In suicide rate after black box warning decreased
SSRI prescribing in US

« Population studies show an inverse correlation between antidepressant
use and youth suicide (more SSRI, less suicide)

Garland JE, Kutcher S, Virani A, et al. (2016) Update on the Use of SSRIs and SNRIs with

ifﬂ(g ggglggggg children and adolescents in clinical practice. J Can Acad Child Adolesc Psychiatry. 25(1):4—
HOSPITAL 10.



When to stop medications?

e Continue SSRI for 6-12 months
after achieving remission

« BUT should be individualized to
the situation with a risk/benefit and
shared decision making




Safety Planning




Elements of a Safety Plan

Coping techniques Environmental Identify support Provide resources
for potential future safety and means people « Suicide Hotline 1-800-
suicidal thoughts restriction 273-TALK
* New Vista 1-800-928-
8000

HealthCare
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Environmental Safety

 Means restriction: Safe
storage or removal of
firearms, medications
(including OTC), sharps, etc.

This Photo by Unknown Author is licensed
under CC BY


http://2016.igem.org/Team:Edinburgh_UG/Biological_Safety
https://creativecommons.org/licenses/by/3.0/

Suicide Safety Apps

Suicide Safe (for HCPs)

* https://store.samhsa.gov/product/suicide-safe

' SUICIDE SAFE

SUICIDE SAFE

TOOL FOR HEALTHCARE PROVIDER
CE PATIENT SUICIDE RISK USING Ti
SAFE-T APPR H

SAFE-T: LEARN THE FIVE STEPS

CASE STUDIES

See examples of the SAFE-T in action

LEON
24 year-old African

Suicide Safety Plan
» https://www.suicidesafetyplan.app/

NotOK
* https://www.NotOK.app

BeyondNow

Suicide Safety Plan

Inquiry Health LLC  Medical *h ok ko264 8

HealthCare
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American veteran

CONVERSATION STARTERS

BEHAVIORAL HEALTH
TREATMENT SERVICES LOCATOR

notek

Support is
one touch away

a theme

Sample language for
effective patient interaction

eitup? Choose a
maore personal

rrience

Feeling notOK? Press for
help.

Press the button above to notify your trusted
contacts that you are notOK

BeyondNow

Planning your way to
safety



https://store.samhsa.gov/product/suicide-safe
https://www.suicidesafetyplan.app/
https://www.NotOK.app

When to refer depression or anxiety?

» Refer to a psychiatrist or a
higher level of care with:
* Psychosis
« Coexisting substance abuse
« Multiple medication trials
« Severe functional impairment

 Acute suicidal thoughts, plan,
or intent

This Photo by Unknown Author is licensed under CC BY
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Resources at UK (and Beyond)

UK Psychiatry : 859-323-6021

UK Adolescent Medicine:859-323-5643

eIntegrated mental health support available for 10 and older adolescent established for primary
care, reproductive health, LGBTQIA, eating disorder, nutritional management, high risk behaviors

K Inpatient Adolescent Behavioral Health Unit Intake: 859-323-9523

UK MDs: 800-888-5533 or 859-257-5522

UK ERs: Kentucky Children's Hospital/Chandler and Good Samaritan

New Vista — includes mobile crisis services: 1-800-928-8000





