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Agenda:-

Discuss current state of mental health in kids and adolescents & 
review screening tools:
Dr. Mandakini Sadhir, Chief, Division of Adolescent Medicine

Introduce non-pharmacologic interventions to integrate into 
primary care: 
Dr. Meghan Marsac, Pediatric Psychologist, Division of Pediatric Palliative Care

Introduce pharmacologic interventions to integrate into primary 
care: 
Dr. Amy Meadows, Director, Division of Child and Adolescent Psychiatry



Current state of mental health 
in children  and adolescents 

& review screening tools

Dr. Mandakini Sadhir, MD FAAP
Chief and Medical Director

Division of Adolescent Medicine
Department of Pediatrics

Kentucky Children's Hospital 



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 

Mental health during COVID
Acute on chronic public health crisis

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. 

doi:10.1017/ipm.2020.84

COVID-19-Associated Orphan hood and Caregiver Death in the United States-

Pediatrics October 2021



• 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

CDC- Adolescent Behaviors and Experience Survey

Jones SE, Ethier KA, Hertz M, et al. Mental Health, Suicidality, and Connectedness Among High School Students During the COVID-19 Pandemic —

Adolescent Behaviors and Experiences Survey, United States, January–June 2021. MMWR Suppl 2022;71(Suppl-3):16–21. DOI:



ER visits for Mental health

Radhakrishnan L, Leeb RT, Bitsko RH, et al. Pediatric Emergency Department Visits Associated with Mental Health Conditions Before and During the COVID-

19 Pandemic — United States, January 2019–January 2022. MMWR Morb Mortal Wkly Rep 2022;71:319–324.



Depression and Anxiety prevalence

Racine N, McArthur BA, Cooke JE, Eirich R, Zhu J, Madigan S. Global Prevalence of Depressive and 

Anxiety Symptoms in Children and Adolescents During COVID-19: A Meta-analysis. JAMA Pediatr. 

Published online August 09, 2021.

Pre- Pandemic vs During Pandemic 

Generalized anxiety 11.6% vs 20.5%

Depression symptoms – 12.9% vs 25.2%



• Suicide is second cause of death among 10-24 
years ( it became 2nd most common for 10-14 years 
in 2016)

• Fastest growing rates among 10-14 years

• Significant racial disparity. Suicide rates among 
black youth 13 and younger is twice that for white 
youth

• In KY, while ED visits for self-harm decreased for 
ages<24 years, there was 8% increase in inpatient 
hospitalization.

Suicidality…

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). 

Retrieved from www.cdc.gov/injury/wisqars

Horowitz, L., Tipton, M. V., & Pao, M. (2020). Primary and Secondary Prevention of Youth Suicide. Pediatrics, 145(Suppl 2), S195–S203.

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.



Females - 50.6% higher 
Males – 3.7% higher 

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 

8% in comparison from 2016 to 2019 in every age category (ages 10 to 14, 15 to 19, and 20 to 24)

Yard E, Radhakrishnan L, Ballesteros MF, et al. Emergency Department Visits for Suspected Suicide Attempts Among Persons Aged 12–25 Years Before 

and During the COVID-19 Pandemic — United States, January 2019–May 2021. MMWR Morb Mortal Wkly Rep 2021;70:888–894.

https://kiprc.uky.edu/news/kiprc-programs-continue-help-suicide-prevention-efforts.

Females - 50.6% higher

Males – 3.7% higher

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


• 71% ( 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

Contact with primary healthcare provider prior to 
suicide for ages <25 years

Ahmedani, B. K. et al. Health care contacts in the year before suicide death,2014 Journal of General Internal Medicine, 29(6), 870–877.
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.

Scand J Public Health. 2019 Feb;47(1):9-17. doi: 10.1177/1403494817746274. Epub 2017 Dec 5. PMID: 29207932.



Social 
Media use 

during 
Pandemic



• 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/Internet 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

Challenges of Internet use

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

Sexting and Sexual Behavior in At Risk Adolescents, Houck, Christopher et al, Pediatrics. 2014 Feb;133(2):e276-82

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/asq-toolkit-materials

• Depression
• PHQ 9 Modified for Teens 11-17 years

• Beck Depression Inventory- ≥13, 21 self-report items

• Child Depression Inventory 7-17 years old, Child, parent and teacher version

• CESD ≥6, 20 self-report items

• Anxiety
• GAD 7 – 1-17 years

• SCARED ( child and parent version) ≥8

Screening

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



Introduce non-pharmacologic 
interventions to integrate 

into primary care

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



Emerging symptoms of mild 
to moderate severity

• Improve the patient’s 
functioning

• Reduce distress in the patient 
and parents

• Potentially prevent a later 
disorder

Identified as needing mental 
health

• Overcome access barriers

• Manage symptoms / distress 
while awaiting for higher level 
of care

• Monitor well-being while 
awaiting higher levels of care

Goals of Brief Therapeutic Interventions 

AAP Policy Statement: Meschan Foy, 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



AAP Policy Statement: Meschan Foy, 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



AAP Policy Statement: Meschan Foy, 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

Goals of Brief Therapeutic Interventions 



• H = Hope

• E = Empathy

• L2 = Language, Loyalty

• P3 = Permission, Partnership,  Plan

Quick Strategies: 
Common Factors Approach

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



SAMHSA definition of Trauma-Informed Care

Respond

Recognize

Realize

Quick Strategies: 
Trauma-Informed Care



• 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



American Academy of Child & Adolescent Psychiatry

• https://www.aacap.org/

American Academy of Pediatrics

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

National Alliance of Mental Illness (NAMI)

• https://nami.org/Home

Eastern Kentucky University

• https://counselingcenter.eku.edu/101-ways-cope-stress

National Suicide Hotline

• https://suicidepreventionlifeline.org/

• 800-273-8255 (ENGLISH) / 888-628-9454 (SPANISH) 

Quick Strategies: 
Psychoeducation Resources

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: 
Psychoeducation Resources : There’s an  APP for that



Books

Disclosure: Dr. Meghan 

Marsac is co-author of Afraid 

of the Doctor and receives 

royalties from sales. 



Quick Strategies: 
Identify and Encourage Social Support

• 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: 
Diaphragmatic Breathing / Belly Breathing / Box Breathing 

© 2021 Melissa J. Hogan  & Meghan L. Marsac

All rights reserved. Do not copy or distribute without 

permission.

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



Quick Strategies: 
Distraction

Squirrel!
- Doug from the movie UP

Best as a short-term solution

Some ideas:

- Blow bubbles

- Blow a pinwheel

- Watch video

- Listen to music

Pitfalls:

- Overstimulation

- Tending toward 

avoidance



Hearing

Sight

Touch

Taste

Smell

Consider 

the Senses

© 2021 Melissa J. Hogan  & Meghan L. Marsac

All rights reserved. Do not copy or distribute without 

permission.

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

Quick Strategies: 
Mindfulness



Introduce pharmacologic 
interventions to integrate 

into primary care:
Dr. Amy Meadows, Director, Division of Child 

and Adolescent Psychiatry



First-Line Treatments for Depression

• Medication
• SSRIs

• Psychotherapy
• Cognitive Behavioral Therapy

• Interpersonal Psychotherapy

• Family Therapy

• Address Comorbidities
• Insomnia

• AnxietyThis Photo by Unknown Author is licensed under CC BY-SA-NC

http://brewminate.com/depression-and-suicide-has-risen-among-teens-and-here-is-a-likely-culprit/
https://creativecommons.org/licenses/by-nc-sa/3.0/


Treatment for Adolescents with Depression Study 
(TADS)

• N=439 MDD Adolescents, 
12wk, doses 10-40mg. 

• Combination (Fluoxetine + 
CBT) most effective

• Clinical Global Improvement: 
Combo (71%) > Fluoxetine 
(61%) > CBT (43%) > 
Placebo (35%). 

• Suicidal Ideation in 29%

TADS Team. (2004) “Fluoxetine, cognitive-behavioral therapy, and their combination for 

adolescents with depression.” JAMA, 292: 807.



Meta-analysis 2016…

• Found AGAIN that tricyclics 
are ineffective for adolescents

• Fluoxetine is most effective

• Other SSRIs were called 
“ineffective” in a “network 
analysis”

Cipriani et al (2016) “Comparative efficacy and tolerability of antidepressants for major 

depressive disorder in children and adolescents: a network meta-analysis” Lancet, 388: 881-

890.

Summary: Fluoxetine is effective for 

adolescent depression.



Medications for Depression

• Most evidence for fluoxetine 
(Prozac)

• Starting dose range from 2.5 
mg (young, pre-pubertal 
children) to 10mg (most 
adolescents)

• Dose increases Q2 weeks to 
20-80mg/day

• Most common side effect is 
GI (nausea, stomach upset, 
diarrhea)

• Small risk of agitation, 
secondary mania

• Increases risk of suicidal 
ideation (from 2% to 4%) 
during initiation



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

First-Line Treatments for Anxiety



•N=488 (7y-17y) Anxiety

•CBT (14 sessions) or 
Sertraline

•Combination (SSRI + CBT) 
most effective

•Clinical Global Improvement: 
Combination 81% > CBT 60% 
> SSRI 55% > Placebo 24%

Child and Adolescent Anxiety Multimodal Study 
(CAMS)



• Most evidence for sertraline 
(Zoloft)

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

• Dose increase Q2weeks to 
goal 100-250mg

• Same general side effect 
profile as fluoxetine

Medications for Anxiety



• 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

Medications for Anxiety and Depression



Stepwise Approach to Medication

Step 1

SSRI (Fluoxetine, 
Citalopram/Escitalopram, 
Sertraline)

Step 2

Second SSRI

•Step 2A: Partial Response = 
SSRI + Augment (Bupropion, 
Mirtazapine, Lithium)

Step 3

Alternate class SNRI, 
NDRI, SPARI

Step 4

Reassess diagnosis, 
treatment intensity

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



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 q1-2 weeks for at least 
4 weeks.



Cates plot of antidepressant effects of MDD

Dwyer, J. B., & Bloch, M. H. (2019). Antidepressants for pediatric patients. Current 

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 

children and adolescents in clinical practice. J Can Acad Child Adolesc Psychiatry. 25(1):4–

10.



• Continue SSRI for 6-12 months 
after achieving remission

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

When to stop medications?



Safety Planning



Elements of a Safety Plan

Coping techniques 

for potential future 

suicidal thoughts

1

Environmental

safety and means 

restriction

2

Identify support 

people

3

Provide resources

• Suicide Hotline 1-800-

273-TALK

• New Vista 1-800-928-

8000

4



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 Safety Plan
• https://www.suicidesafetyplan.app/

• NotOK
• https://www.NotOK.app

• BeyondNow

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

https://www.mizzseven.com/2020/08/10-tips-yang-berguna-dari-child.html
https://creativecommons.org/licenses/by/3.0/


Resources at UK (and Beyond)
UK Psychiatry : 859-323-6021

•Integrated mental health support available for 10 and older adolescent established for primary 

care, reproductive health, LGBTQIA, eating disorder, nutritional management, high risk behaviors

UK Adolescent Medicine:859-323-5643

UK 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




