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Learning Objectives 

Assess historical diagnostic data 

Prioritize symptom management

Identify two psychopharmacologic options for management 
of psychiatric diagnoses
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Referring Provider
• Non-epileptic seizures 

(psychogenic non-epileptic 
seizures/PNES) related to 
anxiety

Chief Complaint
• "Seizure episodes are getting 

worse."

Presenting Problem
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Let's Discuss...

History of Present Illness
• 15 y/o Caucasian female with history of migraine headaches, attention-

deficit hyperactivity disorder (ADHD), anxiety, postural orthostatic 
tachycardia syndrome (POTS), avoidant-restrictive food intake disorder 
(ARFID).

• Recently diagnosed with psychogenic non-epileptic seizures (PNES) after 72-
hour observation in a pediatric epilepsy monitoring unit.

• Began having motor tics that progressed into muscle spasms, followed by a 
2-hour long seizure event.

• Various non-epileptic event types that can last a few seconds to several 
minutes.

• May progress 1-2 hours
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History of Present Illness (cont.)

• Stares off, unable to respond or move, displays confusion or 
unawareness, and may carry out strange or 
abnormal movements.

• Disruptive seizure episodes
• During one episode, left home in what appeared to be a daze. 

Occasionally, she will become scared and hide. These events occur 
between 7:00 PM and bedtime.

• Midday to late afternoon, non-epileptic events involve thrashing of the 
body, difficulty breathing. Staring episodes can occur at any time of 
day, whether during dinner or riding in the car.
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Review of Symptoms

• Endorses pain in bones and joints

• Intense pain with nausea and retching 
without vomiting.

• Abdominal pain described as 
stabbing, sending pain to the back of 
her spine

• Medication nor non-
pharmacologic interventions 
provide relief

• Endorses low grade fevers of 99.5 
Fahrenheit

• Occasional constipation and diarrhea
• intermittent GI discomfort for 

years

• Eats at least two meals per day
• Experiences blackouts, related 

to POTS
• Difficulty falling asleep at night 

during the school week, may remain 
awake at night in pain.

• Best sleep on weekends between 11 pm 
and 11am

• Night sweats last three to four 
months. Denies nightmares

• Benadryl and melatonin, PRN for 
sleep, though ineffective
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Let’s Unpack…
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Symptom Review, Medical

Migraines

Avoidant-
restrictive food intake disorder (ARFID)

Functional neurological disorder (FND)

• Psychogenic non-epileptic Seizures
• Motor tics (functional)

Postural orthostatic tachycardia
syndrome (POTS)
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FND & POTS
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Symptom Review, Medical (cont.)

• Diagnoses
• ARFID
• Postural orthostatic 

tachycardia syndrome (POTS)
• Migraines
• Non-epileptic seizures/PNES

• Labs
• WNL

• Medications
• Nortriptyline 25 mg qd
• Omeprazole 25 mg qd
• Ondansetron 8 mg PRN
• Vitamin B
• Vitamin C
• Vitamin D
• Ferrous Sulfate
• Probiotics
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Symptom Review, Psychiatric

• Depression

• Anxiety

• ADHD
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Major Depressive Disorder
DSM-5 Criteria
For diagnosis, ≥ 1 of the following must be present for most of the day nearly every day 

during the same 2-week period:
• Feeling sad or being observed by others to be sad (eg, tearful) or irritable
• Loss of interest or pleasure in almost all activities (often expressed as profound boredom)

In addition, ≥ 4 of the following must be present:
• Decrease in weight (in children, failure to make the expected weight gain) or decrease or 

increase in appetite
• Insomnia or hypersomnia
• Psychomotor agitation or retardation observed by others (not self-reported)
• Fatigue or loss of energy
• Decreased ability to think, concentrate, and make choices
• Recurrent thoughts of death (not just fear of dying) and/or suicidal ideation or plans
• Feelings of worthlessness (ie, feeling rejected and unloved) or excessive or inappropriate guilt
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Major Depressive Disorder
Screening Tools
• Beck Depression Inventory (BDI)--ages 13-80
• Behavior Assessment System for Children-(BAS)-ages 2-21
• Center for Epidemiologic Studies Depression Scale (CES-D)-age 6 

through older adults
• Childrens Depression Inventory (CDI)--7 to 17 years
• Children Depression Rating Scale (CDRS)-ages 6-18
• Hamilton Depression Rating Scale (HAM-D)
• Patient Health Questionnaire (PHQ 9)
• Patient Health Questionnaire (PHQ-2)
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Anxiety Disorder
DSM 5 Criteria

• The presence of excessive anxiety and worry about a variety of topics, events, or 
activities. Worry occurs more often than not for at least six months and is 
clearly excessive.

• The worry is experienced as very challenging to control. The worry in both adults and 
children may easily shift from one topic to another.

• The anxiety and worry are accompanied by at least three of the following physical or 
cognitive symptoms (In children, only one of these symptoms is necessary for a 
diagnosis of GAD):

• Edginess or restlessness
• Tiring easily; more fatigued than usual
• Impaired concentration or feeling as though the mind goes blank
• Irritability (which may or may not be observable to others)
• Increased muscle aches or soreness
• Difficulty sleeping (due to trouble falling asleep or staying asleep, restlessness at night, 

or unsatisfying sleep)

16

13 14

15 16



Anxiety Disorder
Screening Tools

• The Hamilton Anxiety Rating Scale (HAM-A)
• The Beck Anxiety Inventory (BAI)
• The Generalized Anxiety Disorder Questionnaire IV (GADQ-IV)
• The Generalized Anxiety Disorder 7 (GAD-7)--age 11- adult
• Overall Anxiety Severity and Impairment Scale (OASIS)
• Screen for Child Anxiety Related Disorders (Scared)--a
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Attention Deficit Hyperactivity Disorder 

DSM-5 Criteria

Symptoms and/or behaviors that have persisted ≥ 6 
months in ≥ 2 settings (e.g., school, home, church).

Symptoms have negatively impacted academic, social, 
and/or occupational functioning.

In patients aged < 17 years, ≥ 6 symptoms are necessary; 
in those aged ≥ 17 years, ≥ 5 symptoms are necessary.

Attention Deficit Hyperactivity Disorder 

Inattentive Type
• Displays poor listening skills 
• Loses and/or misplaces items needed to complete activities or tasks
• Sidetracked by external or unimportant stimuli
• Forgets daily activities 
• Diminished attention span 
• Lacks ability to complete schoolwork and other assignments or to follow 

instructions
• Avoids or is disinclined to begin homework or activities requiring concentration
• Fails to focus on details and/or makes thoughtless mistakes in schoolwork or 

assignments
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Attention Deficit Hyperactivity Disorder 
Hyperactive Symptoms:
• Squirms when seated or fidgets 
with feet/hands
• Marked restlessness that is difficult 
to control
• Appears to be driven by “a motor” or 
is often “on the go”
• Lacks ability to play and engage in 
leisure activities in a quiet manner
• Incapable of staying seated in class
• Overly talkative

Impulsive Symptoms:
• Difficulty waiting turn
• Interrupts or intrudes into 
conversations and activities of 
others
• Impulsively blurts out answers 
before questions completed
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Attention Deficit Hyperactivity Disorder

Screening Tools
• NICHQ Vanderbilt (Parent, Teacher)

• The Vanderbilt Assessment Scale is a 55-question assessment tool that reviews 
symptoms of ADHD. It also looks for other conditions such as conduct disorder, 
oppositional-defiant disorder, anxiety, and depression. These scales should NOT be 
used alone to make any diagnosis. You must take into consideration information 
from multiple sources

• Conners
• The Conners Comprehensive Behavior Rating Scale (CBRS) is a tool used to gain a 

better understanding of academic, behavioral and social issues that are seen in 
young children between ages 6 to 18 years old. It is frequently used to assist in the 
diagnosis of attention deficit hyperactivity disorder (ADHD).

• The Conners Clinical Index (Conners CI) is a shorter 25-question version. The form 
can take anywhere from five minutes to an hour and a half to complete, depending 
on which version you’re asked to fill out.
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We Need A Messenger 
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Pathophysiology of Disorders
Neurotransmitters
Neurotransmitters are chemical messengers that your body can’t function without. Their job is to carry 
chemical signals (“messages”) from one neuron (nerve cell) to the next target cell. The next target cell can 
be another nerve cell, a muscle cell or a gland.
• Serotonin (Depression, Anxiety)

• Serotonin is an inhibitory neurotransmitter. Serotonin helps regulate mood, sleep patterns, 
sexuality, anxiety, appetite and pain.

• Dopamine (Depression, ADHD)
• Dopamine plays a role in your body’s reward system, which includes feeling pleasure, achieving 

heightened arousal and learning. Dopamine also helps with focus, concentration, memory, sleep, 
mood and motivation.

• Norepinephrine (Depression, Anxiety, ADHD)
• Norepinephrine (also called noradrenaline) increases blood pressure and heart rate. It’s most widely 

known for its effects on alertness, arousal, decision-making, attention and focus. Many medications 
(stimulants and depression medications) aim to increase norepinephrine levels to improve focus or 
concentration to treat ADHD or to modulate norepinephrine to improve depression symptoms.

• GABA (Anxiety)
• GABA is the most common inhibitory neurotransmitter of your nervous system, particularly in your 

brain. It regulates brain activity to prevent problems in the areas of, irritability, concentration, sleep, 
seizures and depression.
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Let's Prescribe
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Psychotropic Interventions

Stimulants
• Methylphenidates
• Amphetamines
• Non-stimulants

• Strattera (Atomoxetine)
• Qelbree (Viloxazine)
• Intuniv (Guanfacine)

• Selective 
Serotonin Reuptake 
Inhibitor

• Lexapro (Escitalopram)
• Prozac (Fluoxetine)
• Zoloft (Sertraline)

• Anxiety
• Depression
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Additional Treatment Options

• L-Methylfolate
• Folate deficiency is implicated as a risk factor for MDD and is also associated with greater severity of depressive 

symptoms and poor responsiveness to antidepressants.

• Vitamin B
• Vitamin B-12 and other B vitamins play a role in producing brain chemicals that affect mood and other brain functions. 

Low levels of B-12 and other B vitamins such as vitamin B-6 and folate may be linked to depression.

• Vitamin C
• There is evidence suggesting that vitamin C deficiency is related to adverse mood and cognitive effects.

• Vitamin D
• Vitamin D is found to be important not only for physical health problems but also to address various mental health 

issues, as suggested by some meta-analyses conducted mainly for depression.

• Folate
• Suboptimal serum and red blood cell folate levels have been associated with a poorer response to 

antidepressant therapy, a greater severity of symptoms, later onset of clinical improvement, and overall 
treatment resistance.
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Non-
Pharmacological 
Interventions 

Psychotherapy
• Mindfulness/Stress Management
• Cognitive Behavioral Therapy
• Interpersonal Therapy
• Art Therapy
• Group, Family Therapy
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So, What Shall I Do?

© 2023 National Association of Pediatric Nurse Practitioners

Validate the diagnosis and 
presenting factors Assess historical diagnostic data

Determine which factor(s)
is/are most disruptive

Prioritize symptom management to 
prevent worsening

Then, identify the appropriate psychopharmacologic
agent (s) for effective management
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Speaker Disclosure

• No disclosures
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Objectives:

• Generate thoughtful discussion regarding medication 
management of adolescent anxiety and depression

• Validate challenges in management of adolescents with 
multiple chronic illnesses 
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My Role!

• Types of patients
• My experience
• My observation
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Evidence

• CAMS-Child/Adolescent Anxiety Multimodal Study
Compton, S.N., Walkup, J.T., Albano, A.M. et al. (2010). Child/Adolescent 
Multimodal Study (CAMS): rationale, design and methods. Child & 
Adolescent Psychiatry & Mental Health 4(1)

• TADS-Treatment for Adolescent Depression Study
March, J.S., Silva, S., Petrycki, J. et al. (2007). The Treatment for Adolescents 
with Depression Study (TADS). Archives of General Psychiatry 64 (10)
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1st appt 1/13/22

• 15 yo female-referred from PCP 
• On Prozac 60 mg for anxiety, not improving
• Anxiety since 7th grade, Dx with IBS/IBD in 7th grade
• Reports daily belly pain, panic attacks; anxiety about everything
• PHQ-9 : 21   GAD-7: 20
• Dx: Generalized Anxiety D/o and MDD-moderate
• Plan-taper off Prozac 60 mg and transition to Zoloft 25 mg; 

refer to therapy

6

QUESTIONS:

• Should I increase to Prozac 80 mg or transition to another 
SSRI?

• Which came first the belly pain or anxiety?
• What else could be causing the belly pain?
• What happened in 7th grade?

7

Appt 2/7/22

• No noticeable difference since starting Zoloft 
• Feeling hopeless, sad and irritable
• Attending therapy 
• IEP
• PHQ-9:  19
• GAD-7: 21
• Increase Zoloft to 50 mg daily
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Appt 2/28/22

• Slight improvement, less jittery
• PHQ-9: 16
• GAD-7: 15
• Increase Zoloft 75 mg daily and add Hydroxyzine 25 mg BID-

TID for anxiety/sleep PRN

• Mychart message from mom 3/14/22-Reporting increased belly 
pain with increase in Zoloft to 75 mg.
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SO NOW WHAT???

• 75 mg made belly pain worse
• 50 mg hurt x 2 weeks, but eventually resolved
• 25 mg anxiety worse, still belly pain manageable 
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QUESTIONS?

• What else should I consider- ADHD, trauma ???? 
• Pt has tried 2 SSRIs at this point, should I try another? 
• Should I transition her to a SNRI?
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Appt 3/31/22

• On Zoloft 50 mg
• On Spring break
• Belly pain continues, anxiety continues 
• C/o being jittery and shaky
• C/o Inattention
• Plan-Taper off Zoloft, Transition to Lexapro 5mg
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Mental Status

• Mostly virtual visits-seen in person twice
• Soft spoken, anxious appearing

13

Appt 4/12/22

• Anxiety has improved with Lexapro but depression is worse
• Poor motivation
• Continued belly pain
• PHQ: 21  GAD-7: 17
• Plan-increase Lexapro 10 mg

14

Appts 4/28/22 & 5/19 22

• Lexapro providing benefit
• Scheduled for endoscopy and colonoscopy (worried about 

anesthesia)
• Passive thoughts of self harm, reporting panic attacks
• Attending school every day
• Continues with therapy and acupuncture
• Plan-increase Lexapro to 15 mg
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Appt 7/14/22

• Stomach pain-manageable
• Therapy-EOW (note from therapist is pt is having intrusive 

thoughts and numb hands)
• Depression/Sadness-improved
• PHQ-9: 15  GAD-7: 9
• Plan-Increase Lexapro to 20 mg 
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Appt 8/8/22

• Lexapro at 20 mg has been a good change
• Sleeping better
• Panic and anxiety has been less
• Scheduled for GYN surgery
• Therapy continues
• GAD-7: 12
• Plan-continue Lexapro 20 mg
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Appt 9/8/22

• 11th grader
• Anxious and on edge due to school
• Sadness/depression due to anxiety r/t school
• PHQ-9: 18  GAD-7: 14
• Plan: Cont therapy, Lexapro 20 mg and add Buspar 15 mg BID
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Appt 10/5/22

• Didn’t try Buspar for fear of worsening stomach pain
• Anxiety is better compared to last appt
• Still having numbness in hand when anxiety is really high
• Therapy continues
• Continues with Lexapro
• Using Hydroxyzine PRN
• PHQ-9: 16  GAD-7: 14

• WHAT HAVE I MISSED???
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Appt 1/18/23
• Now in the 11th grade
• No significant improvement
• Attending school partially
• Not taking any GI meds
• Mood “Blah”
• PHQ-9: 17  GAD-7: 16
• CHILD SCARED                 PARENT SCARED
• Total 62 Total 55
• Panic 23                             Panic 10
• GAD 16                              GAD 17
• Separation 7                     Separation 1
• Social 10                            Social 10
• School 6                             School 8

20

17 18

19 20



HOW WOULD YOU PROCEED? 

21

RESOURCES

22

//www.aacap.org/AACAP/Families_and_Youth/Family_Resources/
Pents_Medication_Guides.aspx

www.childmind.org

https://www.aacap.org/AACAP/Families_and_Youth/Family_Resources/P
arents_Medication_Guides.aspx
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Learning Objectives
• Review DSM 5-TR criteria for Autism Spectrum Disorder, ADHD, 

Generalized Anxiety Disorder, Persistent Depressive Disorder 
(dysthymia), Unipolar Major Depression/Major Depressive Disorder.

• Review standardized testing results as they relate to 
psychoeducational, speech, motor, and adaptive ability 
assessments.

• Identify screening measures for ADHD, depression, and anxiety.
• Identify psychopharmacologic options for management of 

inattention, anxiety and depression.
• Identify resources beyond medication to manage disorders of 

mood, behavior, learning, and neurodevelopment.

3

Case for Study

• TF is a 20 year old male
• Diagnoses: 

• Autism spectrum disorder
• ADHD- predominantly inattentive subtype
• Generalized Anxiety Disorder
• Persistent depressive disorder (dysthymia)
• Unipolar major depression/Major Depressive Disorder

• In the presence of: graphomotor disorder, variable cognition with 
typical speech/language.
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Case for Study

• Birth History-36-week twin A born at 5 lbs, 7 oz. 
• C-section was planned because of condition/concern of twin.

• Living with mother and twin brother.  
• Parents divorced. Dad lives out of area. 
• Mother is a special education teacher.  

• University student studying history.
• 5 hours from home and dorming on campus.  

• Comes home for the summers
• Works as an assistant for elementary summer school programs.  
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Psychoeducational / Developmental Testing

• Psychoeducational testing done April and May 2016 (13 years 
old): 

• WISC-IV (intelligence testing)
• verbal comprehension 106, perceptual reasoning 82, 

working memory 99, processing speed 56
• WIAT-III (achievement testing) 

• reading comprehension and fluency 101, mathematics 
composite 86, math fluency composite 76, essay 
composition 95.

• No motor, speech/language, or adaptive testing results

6

Psychoeducational / Developmental Testing

7

Study.com

Case for Study

• TF was initially seen in our clinic in 2010, age 9. 

Diagnoses made:  
• ADHD- predominantly inattentive subtype
• Graphomotor disorder  

8
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Screening Tools- ADHD
• NICHQ- Vanderbilt Assessment Scale- Teacher Informant/ Follow Up-

Teacher Informant
• NICHQ- Vanderbilt Assessment Scale- Parent Informant/ Follow Up-

Parent Informant

• Initial screens assess for symptoms of inattention and 
hyperactivity/impulsivity + 3 other comorbidities—oppositional-
defiant behaviors, conduct disordered behaviors, and 
anxiety/depression.  The second section is a set of performance 
measures. 

• Follow-up scales assess the first 18 core ADHD symptoms + the 
same performance items.  Comorbid mood and behaviors are not 
included.  A side-effect reporting scale that can be used to both 
assess and monitor the presence of adverse reactions to 
medications prescribed is added.
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DSM-5-TR Diagnosis- ADHD
Diagnostic Criteria
• A persistent pattern of inattention and/or hyperactivity-impulsivity that 

interferes with functioning or development.
• Inattention: At least 6 of 9 symptoms 
• Hyperactivity and impulsivity: At least 6 of 9 symptoms

Note: For those age 17 +, at least 5 symptoms are required for either or 
both categories.
• Several symptoms were present prior to age 12 years
• Several symptoms are present in two or more settings 
• Symptoms interfere with social, academic, or occupational functioning
• Symptoms are to a degree that is inconsistent with developmental level
• Symptoms are not better explained by another mental disorder or drug.
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DSM-5-TR Diagnosis- ADHD

Diagnostic Criteria
Specify presentation type
• Combined presentation
• Predominantly inattentive presentation
• Predominantly hyperactive/impulsive presentation
• In partial remission

Specify current severity
• Mild, Moderate, Severe
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Treatment- ADHD
Medication
• In 2011, stimulants were prescribed and have been continued to 

present.
Dexmethylphenidate XR in AM (50 mg) 
Methylphenidate after school (20 mg)

Educational supports
• In 2014 (my first visit with TF and mother): 6th grade student in 

general education, 504 with special education consult in core 
subjects and OT/scribe for handwriting. 

• By high school: Resource room, organizational supports and 
handwriting supports through technology for tracking and 
referencing assignments and typing, rather than hand writing.
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DSM-5-TR Diagnosis- Specific Learning Disorder

• Graphomotor Disorder – A specific learning disorder in writing 
related to fine motor deficits.

• Learning disabilities/disorders are in reading, writing, and 
math.

• Writing disability can be in handwriting, spelling, grammar and 
syntax, or formulating, expressing, and organizing ideas in 
writing.
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Treatment- Graphomotor Disorder

• 504 plan with special education consult in core subjects, OT, 
and scribe for handwriting in elementary and middle school. 

• 504 with a resource room and Chrome book for typing by high 
school.

• Accommodations for college board testing (SAT and AP exams-
motoric writing accommodations)
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Treatment- Educational Supports
Specialized services for students with learning difficulty fall 
under 3 laws:
• Every Student Succeeds Act governs general education and the 

provision of short term mental health or academic supports (RTI).
• Section 504 of the Rehabilitation Act is a civil rights law prohibiting 

discrimination on the basis of disability in programs receiving 
federal funding.  

• In this case, TF is receiving equal access to general education materials 
through scribe, word processing

• Other examples- braille or amplification systems, extra time on tests, mobility 
accommodations, toileting accommodations).  Disability "substantially 
impairs one or more major life activities."

• Individuals with Disabilities Education Act provides services to 
individuals ages 3-21 years with a disability “adversely affecting the 
child's education" and “requiring specialized instruction and related 
services.” 

15

(Up to Date, 
2023)

Screening Tools- Anxiety

• Used initially and to assess treatment progress
• SCARED parent and child self-report instruments assesses 

clinical symptoms of anxiety in children (41 items).  
• Scores with significant cutoffs are given for anxiety disorder

broadly, panic disorder, generalized anxiety disorder, 
separation anxiety disorder, social anxiety disorder, and 
significant school avoidance

• Free
• Sensitivity and specificity for the SCARED for detection of any 

anxiety disorder in individuals age 7 to 18 are between 0.5 and 
0.88 and 0.56 and 0.98, respectively. 
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Case for Study- Anxiety

Recent Review Flowsheet Data

PHQ Scores
9/15/202
2

8/18/202
2

6/24/202
2 5/8/2022

12/28/20
21

11/4/202
1

10/21/20
21

PHQ Q9 - Better Off 
Dead

1 1 2 3 1 1 2

PHQ Calculated Score 7 5 9 13 16 6 15
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Scared Child Scores 10/21/2021 9/15/2022
Anxiety Disorder Score (>/=25) 27 17
Panic Disorder Score (>/=7) 4 0
Generalized Anxiety Score (>/=9) 14 9
Separation Anxiety Score (>/=5) 1 0
Social Anxiety Score (>/=8) 7 8
School Avoidance Score (>/=3) 1 0

DSM-5-TR Diagnosis- Unspecified Anxiety Disorder

Symptoms characteristic of an anxiety disorder are present and 
causing clinically significant distress or functional impairment

However:
• Symptoms do not meet the full criteria for any more specific anxiety, 

adjustment, or depression disorder
AND/OR
• There is insufficient information to make a more specific diagnosis
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DSM-5-TR Diagnosis- Generalized Anxiety Disorder
Diagnostic Criteria
• Excessive anxiety, occurring more days than not for at least 6 months, about 

numerous events or activities
• Worry is difficult to control
• The anxiety is associated with 3+ of the following six symptoms:

Note: Only one item is required in children.
• Restlessness or feeling keyed up or on edge.
• Being easily fatigued.
• Difficulty concentrating or mind going blank.
• Irritability.
• Muscle tension.
• Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep).

• The anxiety or physical symptoms cause clinically significant distress or 
functional impairment

• Not attributable to the substance effects or another medical condition
• The disturbance is not better explained by another mental disorder

19

Treatment- Anxiety

20

AACAP 2020
Guidelines for Treatment of Anxiety Disorders in Children and 
Adolescents

Recommendations:
•Psychotherapy is the first-line treatment, particularly for 
mild to moderate presentations.

•Psychotherapy + medication may be considered for more 
severe presentations or when quality psychotherapy is 
unavailable. 

•Combination treatment may be a more effective short-term 
treatment for anxiety in children and adolescents than 
either treatment alone.
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Treatment- Anxiety

21

AACAP 2020
Guidelines for Treatment of Anxiety Disorders in Children and 
Adolescents

Pharmacotherapy:
• Selective serotonin reuptake inhibitor [SSRI]- 1st line
• Serotonin norepinephrine reuptake inhibitor [SNRI]- 2nd 

option

Psychotherapy:
• Cognitive Behavioral Therapy

In the context of a protracted severe shortage of child and adolescent trained behavioral health 
specialists, pharmaco-therapeutic task-sharing with pediatric practitioners, particularly for moderate 
anxiety presentations, can greatly expand access to safe and effective care while conserving child and 
adolescent psychiatrists for the management of more severe and complex presentations

Treatment- Anxiety

Switching antidepressants
Little evidence to guide antidepressant switching strategies in 
pediatric patients

Options: 
• tapering and discontinuing the first SSRI before adding the second
• cross-titration
• direct switch

(Up to Date, 2022)
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Case for Study- Anxiety

•Prior to me:
•2012: Initially citalopram (Celexa) 10 mg prescribed.  SSRI 
(maximum 40 mg in adults)
•2013: Switched to imipramine (Tofranil) 10 mg prescribed.  
Tricyclic antidepressant.  Increased to 40 mg over the course of 3 
months without noted benefit. (maximum 50 mg in 6-12 yr olds)
•2013: Switched to sertraline (Zoloft).  SSRI.  Gradually increased 
to 125 mg (maximum 200 mg in kids 6+)

23

Case for Study- Anxiety
2014 My first visit with TF and mother
•Sertraline has been gradually increased to 125 mg daily. 
•Helping reduce worry, but still fidgeting, chewing and ripping his clothes, picking his skin, 
removing buttons. 
•As the medication has been increased, TF has become thirstier and hungrier.  He is obese.  
Thyroid and glucose labs unremarkable.
•Rather than maximizing sertraline to 200 mg daily, I switched to fluvoxamine (Luvox) SSRI.  
Direct switch to 50 mg daily in 2 divided doses.

2015 (1.5 years later)
•Fluvoxamine maximized to 150 mg twice daily
•Ongoing anxiety and repetitive grooming behaviors 
•Low frustration tolerance, but trying to implement learned coping strategies from 
therapy.
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Case for Study- Anxiety
2016 (3 months after Fluvoxamine maximized) 
•Added propranolol (Inderal) beta blocker to further target anxiety symptoms.  Titrated up to 20 mg 
daily in AM and immediately after school.
•Ongoing anxiety and picking behaviors + superimposed dental trauma.
•3rd SSRI.  Dose maximized.  Tricyclic previously reported unhelpful.  Sertraline and fluvoxamine helpful, just not helpful 
enough.

2016 (6 months after propranolol added)
•Reports decreased anxiety, but ongoing chewing on non food items and skin picking. Strategies like gum chewing and 
hand manipulatives have limited benefit. 
•Starting talking about DRO (differential reinforcement of anxiety)/habit reversal strategies.  Done for patients with 
motor/vocal tics.  Some evidence to suggest in could be helpful for repetitive grooming behaviors.

4/2018-10/2018
•A psychologist within our department did DRO with TF within our behavior treatment program
•Much improvement in skin picking and chewing with the use of a fidget for hands, as well as a vibrating bracelet that 
alarmed when TF's hand was lifted to his face/upper arms

25

Case for Study- Anxiety

Fall 2018-Spring 2021 
•Doing well.  Mood stable and repetitive grooming behaviors low.

Summer 2019
•Gradually reduced fluvoxamine from 150 mg twice daily to 100 
mg twice daily.  Continue propranolol 20 mg twice daily.

26

Case for Study- Autism Spectrum Disorder

• TF was initially seen in our clinic in 2010, though due to 
charting system changes, I cannot view records that far back.  
I’m assuming an ADOS was completed at that time and an 
autism spectrum disorder was ruled out.

• 6/2018- Autism spectrum disorder diagnosis was made by a 
psychologist within our department related to ongoing 
difficulties reading social cues, friendship difficulties.  ADOS 
completed.

27

DSM-5-TR Diagnosis- Autism Spectrum Disorder

Diagnostic Criteria
• Persistent deficits in social communication and social interaction across multiple 

contexts, as manifested by all of the following:
1)Deficits in social-emotional reciprocity
2) Deficits in nonverbal communicative behaviors used for social interaction
3) Deficits in developing, maintaining, and understanding relationships

• Restricted, repetitive patterns of behavior, interests, or activities, as manifested 
by at least two of the following:

1)Stereotyped or repetitive motor movements, use of objects, or speech 
2)Insistence on sameness, inflexible adherence to routines, or ritualized 

patterns of verbal or nonverbal behavior 
3)Highly restricted, fixated interests that are abnormal in intensity or focus 
4)Hyper or hypo reactivity to sensory input or unusual interest in sensory 

aspects of the environment 
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DSM-5-TR Diagnosis- Autism Spectrum Disorder

Diagnostic Criteria
• Symptoms must be present in the early developmental period (but may become more apparent 

over time)
• Symptoms cause clinically significant impairment in social, occupational, or other important areas 

of current functioning.
• These disturbances are not better explained by intellectual disability or global developmental 

delay. 
• Specify current severity

• Requiring very substantial support; substantial support; support
• Specify :

• With or without accompanying intellectual impairment; language impairment
• Specify :

• Associated with a known genetic or other medical condition or environmental factor; with a 
neurodevelopmental, mental, or behavioral problem

• Specify:
• With catatonia

29

Treatment- Autism Spectrum Disorder

Supporting the symptoms of social communication deficits; 
restrictive and repetitive behaviors.
• Early, intensive behavioral and educational interventions

• School supports
• Mental health therapy for co-occurring mood or behavior disorders
• Behavioral intervention and skill building
• Direct social skills instruction

• Pharmacotherapy for co-occurring mood, behavior, and sleep 
challenges

• Safety intervention/awareness
• Routine care with particular attention to feeding, sedentary 

behaviors, safety, sleep, toileting, and seizures.
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Case for Study- Autism Spectrum Disorder

Supporting the symptoms of social communication deficits; 
restrictive and repetitive behaviors.
• Early, intensive behavioral and educational interventions

• School supports
• Mental health therapy for co-occurring mood or behavior disorders
• Behavioral intervention and skill building
• Direct social skills instruction

• Pharmacotherapy for co-occurring mood, behavior, and sleep 
challenges

• Safety intervention/awareness
• Routine care with particular attention to feeding, sedentary 

behaviors, safety, sleep, toileting, and seizures.
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Case for Study- Depression

•Graduated June 2020 from High School
•8/2020- off to college- Isolated because of COVID pandemic and roommate moved out 
fairly quickly.

•Summer 2021- Reported becoming depressed in Spring semester. Started counseling at 
University in March 2021 and will likely return next year. No counseling while home for 
the summer. 
•Felt isolated throughout the year.  Few friends. Will be in a suite next year. 
•During time home for summer, spends time with twin brother and his friend, but 
continues to feel as though he is without friends. 
•Describes being busy with 3 jobs for the summer, but feeling sad and anhedonia. Cries 
himself to sleep at night- goes to bed early so his mother doesn't see him crying.  Denies 
feeling suicidal or homicidal.  Continued medications unchanged and suggested finding a 
local counselor for the summer.

•10/2021- Mother called the office mentioning TF has been "very depressed" x 1 year.
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Screening Tools- Depression

• Initial and to assess treatment progress
• PHQ-9: 9 questions to screen for depression.
• General population screen; can be used with children and 

adolescents age 11 +. 
• Sensitivity and specificity 88% for major depression

• Interpretation of Total Raw Score 
0-4 None 
5-9 Mild 
10-14 Moderate 
15-19 Moderately severe 
20-27 Severe 

33

DSM-5-TR Diagnosis- Persistent Depressive Disorder

Diagnostic Criteria 
• Depressed mood for most of the day, for more days than not, 

for at least 2 years.
• Note: In children and adolescents, mood can be irritable and duration 

must be at least 1 year.
• Presence, while depressed, of two (or more) of the following:

• Poor appetite or overeating.
• Insomnia or hypersomnia.
• Low energy or fatigue.
• Low self-esteem.
• Poor concentration or difficulty making decisions.
• Feelings of hopelessness.
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DSM-5-TR Diagnosis- Persistent Depressive Disorder

Diagnostic Criteria 
• During the 1-2 year period, the individual has never been without the symptoms for more than 2 months at a time.
• Never a manic episode or a hypomanic episode.
• Not better explained by a psychotic disorder.
• Symptoms are not attributable to the physiological effects of a substance or another medical condition.
• Symptoms cause clinically significant distress or functional impairment.
• Note: If criteria are sufficient for a diagnosis of a major depressive episode at any time during the 2-year period of 

depressed mood, then a separate diagnosis of major depression should be made in addition to the diagnosis of 
persistent depressive disorder along with the relevant specifier

Specify : With anxious distress, With atypical features 
Specify : In partial or full remission
Specify: Early onset (before age 21 years) or Late onset: (age 21 years or older)
Specify: With pure dysthymic syndrome, With persistent major depressive episode, With intermittent major 
depressive episodes, with current episode, With intermittent major depressive episodes, without current episode
Specify current severity: Mild, Moderate, Severe
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DSM-5-TR Diagnosis- Major Depressive Disorder
Diagnostic Criteria
• Five (or more) of the following symptoms have been present during the 

same 2-week period and represent a change from previous functioning; at 
least one of the symptoms is either (1) depressed mood or (2) loss of 
interest or pleasure

• Depressed mood most of the day, nearly every day (Note: In children and 
adolescents, can be irritable mood.)

• Markedly diminished interest or pleasure in all, or almost all, activities most of the 
day, nearly every day

• Significant weight loss when not dieting or weight gain, or decrease or increase in 
appetite nearly every day 

• Insomnia or hypersomnia nearly every day
• Psychomotor agitation or retardation nearly every day (observable by others)
• Fatigue or loss of energy nearly every day
• Feelings of worthlessness or excessive or inappropriate guilt nearly every day
• Diminished ability to think or concentrate, or indecisiveness, nearly every day
• Recurrent thoughts of death; recurrent suicidal ideation without a specific plan; a 

specific suicide plan; or a suicide attempt
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DSM-5-TR Diagnosis- Major Depressive Disorder

Diagnostic Criteria
• The symptoms cause significant distress or functional impairment
• The episode is not attributable to a substance or another medical 

condition.
• Not better explained by psychotic disorders.
• Never been a manic episode or a hypomanic episode.
Specify if:
• With anxious distress; With mixed features; With melancholic 

features; With atypical features; With mood-congruent 
psychotic features; With mood-incongruent psychotic features; 
With catatonia; With peri-partum onset; With seasonal patterns
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DSM-5-TR Diagnosis- Persistent Depressive Disorder

• Persistent depressive disorder often has an early, sudden onset 
and is chronic.

• When symptoms rise to the level of a major depressive 
episode, they are likely to subsequently revert to a lower level. 
However, depressive symptoms are much less likely to resolve 
fully in a given period of time in the context of persistent 
depressive disorder than they are in a non-chronic major 
depressive episode.

38

Treatment- Depression

39

AAP (GLAD-PC) 2018 
Guidelines for Treatment of MDD in 
Children and Adolescents

AACAP 2022
Guidelines for Treatment of Major and 
Persistent Depressive Disorders in Children 
and Adolescents

Recommendations: Medication + psychotherapy; 
or medication alone; or psychotherapy alone. 
Combination therapy like more efficacious than 
CBT alone.

Mild depression- monitoring symptoms with 
psychosocial support but not medication or 
therapy; 

Moderate depression- start medication, 
psychotherapy, or both.  

Severe depression/comorbidities- refer out to a 
mental health specialist.

Recommendations: Medication + psychotherapy; or 
medication alone; or psychotherapy alone. 

Mild depression- monitoring symptoms with 
psychosocial support but not medication or 
therapy; 

Moderate to Severe depression- start medication, 
psychotherapy, or both, with continuation of 
treatment for a sufficient period of time to reduce 
the risk of relapse or recurrence.

Treatment- Depression

40

AAP (GLAD-PC) 2018 
Guidelines for Treatment of MDD in Children 
and Adolescents

AACAP 2022
Guidelines for Treatment of Major and 
Persistent Depressive Disorders in 
Children and Adolescents

Medication: Fluoxetine FDA approved for use in 
children and adolescents with depression (7+).  
Escitalopram FDA approved for use in adolescents 
with depression (12+)

Psychotherapy: Both CBT and IPT

• Monitoring in 6-8 week periods.  
• If after 6-8 weeks, partial improvement or no 

improvement noted, add another therapy/ adjust 
medications.  

• If mood greatly improved after 6-8 weeks, make no 
change.  Continue medication x 1 year after 
symptom resolution.  Continue mood monitoring 
6-24 months.  

Medication: Selective serotonin reuptake inhibitor 
[SSRI] medication [except paroxetine] 

Psychotherapy: Both CBT and IPT

Significant limitations in the quality and quantity of 
rigorous empirical support for the etiology, assessment, 
and treatment of depression in children and adolescents. 
The paucity of depression research in youth is disturbingly 
out of proportion to the magnitude of the personal and 
public health impact of the illness. 
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Treatment- Depression

41

Therapy
CBT IPT
Thoughts influence behaviors and feelings and 
vice versa. Treatment targets patient’s thoughts 
and behaviors to improve his or her mood.

Interpersonal problems may cause or exacerbate 
depression, and that depression, in turn, may 
exacerbate interpersonal problems. Treatment 
targets patient’s interpersonal problems to 
improve both interpersonal functioning and his or 
her mood.

Essential elements of CBT include increasing 
pleasurable activities (behavioral activation), 
reducing negative thoughts (cognitive 
restructuring), and improving assertiveness and 
problem-solving skills to reduce feelings of 
hopelessness. 

Essential elements of interpersonal therapy 
include identifying an interpersonal problem 
area, improving interpersonal problem-solving 
skills, and modifying communication patterns.

(American Academy of Pediatrics [AAP], 
2018)

Case for Study- Depression
Mid October 2021

TF echoes much of mother’s phone call to DBP RN day before.

Cordial, denies feeling bullied; Doing well academically. Involved in student government and has a radio show.

Focus with current medication ok. Denies feeling distracted by worry or sadness.

Increased anxiety. Checking behaviors. Checking at least 5 times before leaving room or going to bed at night. Recognizes this as 
not being functional; mild to moderately distressing. Denies panic. 

'Mood a bit down' lately. 'Somewhat depressed even when good stuff is going on.' 

No specific plans of hurting or killing self. Some thoughts of this, but quickly dismiss- jumping into traffic. Identifies mother as a 
protective factor - "that wouldn't be good for my mom."

Physically well; Sleeping well.

Counseling center appointment today. 

Plan:
Follow up with University Counseling 
Continue medications unchanged.

• Focalin XR 50 mg (TWO 25 mg capsules) daily 6-8 am + Ritalin 20 mg at 3 pm as needed for ADHD symptoms.
• Fluvoxamine 100 mg in AM and 100 mg at 3 pm + Propranolol 20 mg in AM and 20 mg at 3 pm for anxiety symptoms.
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Case for Study- Depression
Late October 2021

Ongoing increased anxiety. Checking behaviors. Somewhat burdensome. Denies panic. 

Clarifies depression seemed to be triggered last year by starting college/being away from home, but continued to 
feel sad and lonely when home for summer and upon returning to school this fall. 

No real mood change from last week. Mood seems to fluctuate throughout the day. Quick thoughts of suicide 
without actions or plans. Plays out in his mind what would happen if he were gone. Mom "wouldn't 
appreciate it". Talks to mom on phone weekly at a set time.

Weekly counseling commenced at University counseling center.

Plan:
• Weekly counseling 
• Increase Fluvoxamine to 150 mg in AM and 100 mg at 3 pm for anxiety symptoms.
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Case for Study- Depression

Mid November 2021

Unclear if mood is better, but busier and going to therapy consistently seems to help.
Busy with courses and activities
Having flashes of thoughts of being dead/killing/hurting self about once every 2 
days. Brief. No specific plans.

Reduced checking behaviors since fluvoxamine increase 2 weeks ago. 
Denies panic.

Plan:
• Weekly counseling 
• Continue ADHD and anxiety meds unchanged

44

41 42

43 44



Case for Study- Depression

Late December 2021

Did well academically in classes. 
Continuing weekly counseling at college when school in session. 
Continues student government and radio show activities on campus. No friends. 

More depressed recently. Nice to see mom and brother. Wonders if some feelings of depression 
may relate to brother having a girlfriend. She is coming to visit today.

No suicidal thoughts. No panic. 

Plan:
• Weekly counseling 
• Continue ADHD and anxiety meds unchanged
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Case for Study- Depression
Early May 2022

Did well academically in classes.
Did not do counseling at college in the spring semester- counseling center booked- gave him recommendations 
for community based therapists, but never followed through. Plans to resume counseling at school in the fall.

Anxiety stable.  Denies panic.

More depressed recently. Suicidal thoughts about every other day. No plan. Mother remains a protective factor.

No college over summer. Job as an aide for special education students now and through the summer.

Sleeping well.

Plan:
• SSRI direct switch to better target depression symptoms, as the fluvoxamine is nearly maximized and 

though helpful for anxiety, doesn't seem to be helping depression. 
• Stop fluvoxamine 250 mg and start escitalopram 10 mg in AM the following day.
• After 1 week, increase to 15 mg daily in AM.
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Case for Study- Depression

Late June 2022

No counseling over summer.  Job as an aide for special education students.

Sleeping well.
Focus and anxiety stable.
Noted improvement in symptoms of depression with switch to escitalopram, but feels further 
improvement is needed.

Plan:
• Increase escitalopram from 15 mg to 20 mg in AM to target anxiety and depression.

47

Case for Study- Depression

August 2022

More anxious than usual, mom notes too. Not feeling paranoid or having hallucinations, but finds 
himself looking behind, on edge. Occurring 1-2 months now.

Depression seems better. Feels escitalopram switch was effective for mood. 

Went to therapy a couple times locally over the summer too. Plans to resume therapy on campus in 
fall.

Plan:
• Continue escitalopram 20 mg in AM to target anxiety and depression.
• Increase propranolol from 20 mg to 30 mg daily in AM and at 3 pm for anxiety symptoms.
• Resume psychotherapy at University.
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Case for Study- Depression

September 2022

Reduced anxiety.  Some checking behaviors before bed only.  Feels manageable.

Depression stable at this time. He feels current pharmacotherapy + counseling over the summer + 
positive life events have all contributed to improvements in mood and plans to restart mental health 
counseling on campus this fall.

No concerns for attention level or sleep.

Plan:
Follow up with University Counseling 
Continue medications unchanged.

• Focalin XR 50 mg (TWO 25 mg capsules) daily 6-8 am + Ritalin 20 mg at 3 pm as needed for 
ADHD symptoms.

• Escitalopram 20 mg in AM + Propranolol 30 mg in AM and 30 mg at 3 pm for anxiety 
symptoms.
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Case for Study- Depression
PHQ-2/9 Full Survey 9/15/22 8/18/22 6/23/20225/8/2022 12/28/2021 11/4/2021 10/21/2021

PHQ9 Q1 -
Interest/Pleasure

1 1 1 1 2 1 1

PHQ9 Q2 - Feeling Hopeless 2 1 2 3 3 1 3
PHQ9 Q3 - Trouble Sleeping 0 0 0 0 0 0 0
PHQ9 Q4 - Feeling Tired 1 0 0 1 2 1 1
PHQ9 Q5 - Poor Appetite 0 0 0 1 1 0 2
PHQ9 Q6 - Feeling Bad 2 1 3 3 2 0 3
PHQ9 Q7 - Trouble 
Concentrating

0 0 0 0 2 0 0

PHQ9 Q8 - Moving Slowly 0 1 1 1 3 2 3
PHQ9 Q9 - Better Off Dead 1 1 2 3 1 1 2
PHQ9 Calculated Score 7 5 9 13 16 6 15
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(0) Not at all (1) Several days (2) More than half the days (3) Nearly every day

Case for Study- Anxiety

Recent Review Flowsheet Data

PHQ Scores
9/15/202
2

8/18/202
2

6/24/202
2 5/8/2022

12/28/20
21

11/4/202
1

10/21/20
21

PHQ Q9 - Better Off 
Dead

1 1 2 3 1 1 2

PHQ Calculated Score 7 5 9 13 16 6 15

51

Scared Child Scores 10/21/2021 9/15/2022
Anxiety Disorder Score (>/=25) 27 17
Panic Disorder Score (>/=7) 4 0
Generalized Anxiety Score (>/=9) 14 9
Separation Anxiety Score (>/=5) 1 0
Social Anxiety Score (>/=8) 7 8
School Avoidance Score (>/=3) 1 0

Case for Study- Suicide Risk

• 10/2021- Mother called the office mentioning TF has been "very depressed" x 1 year, but
began making suicidal statements in September 2021. Statements include "I feel so 
down that I wish I was gone" and "No one would care if I jumped in front of a car and 
was gone." When mother inquired about plan and intent, he stated that he does not 
have a plan. He stated "I would've done it already if it wasn't for you mom." Mother 
sends him texts to remind him that he is important to her and reminds him of all of his 
achievements. 

• 10/2021- Appointment with me.  Mentions above information.  Specific plan of jumping 
in front of a car, but no intent because feels this would be too hurtful for his mother.

• During all subsequent visits, suicidal ideation never remits.  Seems to improve with 
reported improvements in depression in Spring 2022-Fall 2022.  Never a suicidal plan he 
feels he would act on.  Continuing over time to cite his mother as a protective factor.
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Case for Study- Suicide Risk
PHQ-2/9 Full Survey 9/15/22 8/18/22 6/23/20225/8/2022 12/28/2021 11/4/2021 10/21/2021

PHQ9 Q1 -
Interest/Pleasure

1 1 1 1 2 1 1

PHQ9 Q2 - Feeling Hopeless 2 1 2 3 3 1 3
PHQ9 Q3 - Trouble Sleeping 0 0 0 0 0 0 0
PHQ9 Q4 - Feeling Tired 1 0 0 1 2 1 1
PHQ9 Q5 - Poor Appetite 0 0 0 1 1 0 2
PHQ9 Q6 - Feeling Bad 2 1 3 3 2 0 3
PHQ9 Q7 - Trouble 
Concentrating

0 0 0 0 2 0 0

PHQ9 Q8 - Moving Slowly 0 1 1 1 3 2 3
PHQ9 Q9 - Better Off Dead 1 1 2 3 1 1 2
PHQ9 Calculated Score 7 5 9 13 16 6 15
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(0) Not at all (1) Several days (2) More than half the days (3) Nearly every day

Suicide Risk

• Both Autism Spectrum Disorders and Depressive Disorders are associated with 
increased suicidal thoughts and behavior.

54

Impaired social communication is a risk 
factor for self-harm with suicidal intent, 
suicidal thoughts, and suicide plans by age 
16 years.

Adolescents and young adults with autism 
spectrum disorder have an increased risk of 
suicide attempts.

Those with depressive disorders have a 17x 
increased risk for suicide over age and sex 
matched peers. 

The likelihood of suicide attempts lessens in 
middle and late life, but the risk of death by 
suicide does not.

Anhedonia has a particularly strong 
association with suicidal ideation.

(APA, 2022)

Suicide Risk

• Other features associated with an increased risk for death by 
suicide:

• Being single, living alone, social disconnectedness, early life adversity, 
availability of lethal methods such as a firearm, sleep disturbance, 
cognitive and decision-making deficits, and having prominent feelings 
of hopelessness

• Biggest risk factor for suicide is a past history of suicide attempts or 
threats

(APA, 2022)
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Another thought for suicide screening…
Columbia Suicide Severity Rating Scale (CSSRS) Triage Version
Always ask questions 1 and 2. 
• Past Month 
1) Have you wished you were dead or wished you could go to sleep and not wake up?
2) Have you actually had any thoughts about killing yourself? 
• If YES, ask questions 3, 4, 5 and 6. 
• If NO, skip to question 6. 
3) Have you been thinking about how you might do this? 
4) Have you had these thoughts and had some intention of acting on them? 
5) Have you started to work out or worked out the details of how to kill yourself? Did you intend to 
carry out this plan? 
• Past 3 Months 
6) Have you done anything, started to do anything, or prepared to do anything to end your life? 
If YES to 2 or 3, seek behavioral healthcare for further evaluation. 
If the answer to 4, 5 or 6 is YES, get immediate help: Call or text 988, call 911 or go to the emergency 
room. STAY WITH THEM until they can be evaluated. 
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Treatment- Suicide Risk

• Medication and psychotherapy to treat anxiety and depression.
• Suicide and Crisis Lifeline 988
• Ongoing assessment of suicidality, protective factors and risk 

factors with visits.  Inquiring about means/ feasibility and 
preparatory behaviors.  Inquiring/helping to establish a safety 
plan.
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