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Depression in Children and Adolescents

Information for Parents and Caregivers

Definition

Children with symptoms of depression show behaviors that cause problems in getting along with others and difficulties in school. The symptoms may include being irritable or grouchy, losing interest in daily activities, losing interest in friends, complaints about feeling ill (especially stomach and head aches), and doing poorly in school.

Why do we care?

When compared to their developmental peers:

· Children who display symptoms of depression have lower levels of academic performance.

· Children who display symptoms of depression are more likely to attempt suicide.

· Children who display symptoms of depression are more likely to have unprotected sex.

· Children who display symptoms of depression are more likely to abuse substances.

What can we do about it?

· Actively observe your child’s behavior around the house.  Consider how and where your children spend their time – in their room alone, outside with peers, in front of the television.

· Think about the factors at home that may contribute to the child’s symptoms of depression.  Write these down on a piece of paper and bring them with you when meeting with school staff.

· Learn how to identify “cries for help” from children and adolescents with depression.  Know when your child needs immediate attention from you or a specialist.

· Ask teachers and school clinicians about available resources in the community.  Attempt to enroll your child in a recreational league or youth organization that utilizes their strengths and talents.

· Seek a specialist’s opinion of psychiatric treatments for depression.  Visit the library to read more about the different types of medicine prescribed for depression.

Helpful Forms and Handouts

· AACAP Facts for Families: http://www.aacap.org/info_families/index.htm.

· The Depressed Child: http://www.aacap.org/publications/factsfam/depressd.htm
· Children and Grief: http://www.aacap.org/publications/factsfam/grief.htm
· Teen Suicide: http://www.aacap.org/publications/factsfam/suicide.htm
· Psychotherapies for Children and Adolescents: http://www.aacap.org/publications/factsfam/86.htm
· Psychiatric Medications for Children and Adolescents: How Medications are Used: http://www.aacap.org/publications/factsfam/psychmed.htm
· Psychiatric Medications for Children and Adolescents:: Types of Medications: http://www.aacap.org/publications/factsfam/29.htm
· Psychiatric Medications for Children and Adolescents: Questions to Ask: http://www.aacap.org/publications/factsfam/medquest.htm
· National Mental Health Association Fact Sheets: http://www.nmha.org/infoctr/factsheets
· ¿Qué es la depresión?: http://www.nmha.org/depression/queesladepresion.cfm
· Depression: http://www.nmha.org/infoctr/factsheets/21.cfm
· Depression in Teens: http://www.nmha.org/infoctr/factsheets/24.cfm
· Dysthymic Disorder: http://www.nmha.org/infoctr/factsheets/26.cfm
· Texas Department of State Health Services: http://www.dshs.state.tx.us/mhprograms/CMAPmddED.shtm
· Suicide: What should a parent know?: http://www.dshs.state.tx.us/mhprograms/78D.pdf
· Suicide: What should I know? (for adolescents): http://www.dshs.state.tx.us/mhprograms/79D.pdf
· Childhood Depression (for children 6-12): http://www.dshs.state.tx.us/mhprograms/13D.pdf
· Life Can Be Tough (for adolescents): http://www.dshs.state.tx.us/mhprograms/12D.pdf
· A Kid’s Guide to Asking Questions about Medication: http://www.dshs.state.tx.us/mhprograms/22.pdf
· Kris, Are You Sad? (coloring book on Depression for children 5-8): http://www.dshs.state.tx.us/mhprograms/14D.pdf
· Depression Monitoring Sheet: http://www.dshs.state.tx.us/mhprograms/31D.pdf
· National Association of School Psychologists: 

· Depression in Children and Adolescents: Information for Families and Educators. http://www.naspcenter.org/pdf/social%20template.pdf
· Preventing Suicide: Information for Families and Caregivers. http://www.naspcenter.org/resourcekit/suicide2004_rk.html
· Cash, R. (2004). Depression in adolescents: When it really hurts to be a teenager. Helping Children at Home and School II: Handouts for Families and Educators. http://www.naspcenter.org/principals/nassp_depression.html
Additional Resources

National Alliance on Mental Illness. (2005). Family guide: What families should know about adolescent depression and treatment options. Retrieve December 7, 2005 from http://www.nami.org/Content/ContentGroups/CAAC/Family_Guide_final.pdf.
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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You've probably probably heard the term "neurotransmitter" before,  but what does this really mean?  Neurotransmitters are chemical messengers within the brain that facilitate communication between nerve cells. 
Let's illustrate with serotonin.  Figure 1 depicts the junction between two nerve cells.  Packets of serotonin molecules are released from the end of the presynaptic cell (the axon)  into the space between the two nerve cells (the synapse).  These molecules may then be taken up by serotonin receptors of the postsynaptic nerve cell (the dendrite) and thus pass along their chemical message.  Excess molecules are taken back up by the presynaptic cell and reprocessed.
Several things might potentially go wrong with this process and lead to a serotonin deficit.  Just to enumerate a few possibilities:
· Not enough serotonin is produced, 

·  There are not enough receptor sites to receive  serotonin, 

· Serotonin is being taken back up too quickly before it can reach receptor sites,  

· Chemical precursors to serotonin (molecules that serotonin is manufactured from) may be in short supply, or 

· Molecules that facilitate the production of serotonin may be in too short supply. 

As you can see, if there is a breakdown anywhere along the path, neurotransmitter supplies may not be adequate for your brain's needs.  Inadequate supplies lead to the symptoms that we know as depression.
The Primary Players
There are three basic molecules, known  chemically as monoamines, which are thought to play a role in mood regulation:   norepinephrine, serotonin, and dopamine. 
Norepinephrine
In the 1960s Joseph J. Schildkraut of Harvard University cast his vote with norepinephrine as the causative factor for depression in the now classic "catecholamine" hypothesis of mood disorders. He proposed that depression stems from a deficiency of norepinephrine  in certain brain circuits and that mania arises from an overabundance of this substance.  There is indeed a large body of evidence that supports this hypothesis, however, changes in norepinephrine levels do not affect mood in everyone.  The implication is that medications such as reboxetine, which specifically targets norepinephrine, will work for some persons but not others.  
Serotonin
Obviously there must be some other factor that interacts with norepinephrine to cause depression.  Serotonin has been found to be this other factor. Serious investigations into serotonin's role in mood disorders, however, have been going on for almost 30 years, ever since Arthur J. Prange, Jr., of the University of North Carolina at Chapel Hill, Alec Coppen of the Medical Research Council in England and their co-workers put forward the so-called "permissive hypothesis". This view held that synaptic depletion of serotonin was another cause of depression, one that worked by promoting, or "permitting," a fall in norepinephrine levels. 
So, although, norepinephrine still played a major role in depression, serotonin levels could be manipulated to indirectly raise norepinephrine.  Newer antidepressants like Effexor are actually targeted at both serotonin and norepinephrine. Tricyclics (TCAs) also affect both norepinephrine and serotonin, however, they have the added effect of influencing histamine and acetylcholine, which produces the side-effects that TCAs are known for, such as dry mouth or eyes, peculiar taste in mouth, sensitivity to light of the eyes, blurry vision, constipation, urinary hesitancy, and others.  SSRIs do not affect histamine and acetylcholine and thus do not have the same side-effects as the older medications.
Dopamine
A third substance that may play a role in mood is dopamine.  Dopamine is associated with the reward, or reinforcement, that we get which causes us to continue participating in an activity. There is some evidence that, at least for a subset of patients, dopamine plays a role in depression. Dopaminergic substances and stimulants have been used as antidepressants when other measures have failed. Some studies have investigated dopaminergic agents as a rapid method of relieving depression (in contrast to medications which may take up to six weeks to exhibit their full effect).  
Self-Medicating?
Although agents that work selectively on dopamine have the benefit of fast action, they have also exhibited some properties which have kept them from being as widely used as other antidepressants.  Dopamine is a neurotransmitter that is associated with addiction and it's production is stimulated by drugs such as cocaine, opiates and alcohol (which may explain why depressed persons choose to self-medicate with drugs and alcohol. Drug specifically targeted at dopamine, for example amineptine (Survector), present the potential for abuse. For this reason, amineptine is not approved for use in the US or Britain at this time.
                                        ~About.com Bipolar Site
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The Depressed Child
No. 4; Updated July 2004

Not only adults become depressed. Children and teenagers also may have depression, which is a treatable illness. Depression is defined as an illness when the feelings of depression persist and interfere with a child or adolescent’s ability to function.

About 5 percent of children and adolescents in the general population suffer from depression at any given point in time. Children under stress, who experience loss, or who have attentional, learning, conduct or anxiety disorders are at a higher risk for depression. Depression also tends to run in families.

The behavior of depressed children and teenagers may differ from the behavior of depressed adults. Child and adolescent psychiatrists advise parents to be aware of signs of depression in their youngsters.

If one or more of these signs of depression persist, parents should seek help: 

· Frequent sadness, tearfulness, crying 

· Hopelessness 

· Decreased interest in activities; or inability to enjoy previously favorite activities 

· Persistent boredom; low energy 

· Social isolation, poor communication 

· Low self esteem and guilt 

· Extreme sensitivity to rejection or failure 

· Increased irritability, anger, or hostility 

· Difficulty with relationships 

· Frequent complaints of physical illnesses such as headaches and stomachaches 

· Frequent absences from school or poor performance in school 

· Poor concentration 

· A major change in eating and/or sleeping patterns 

· Talk of or efforts to run away from home 

· Thoughts or expressions of suicide or self destructive behavior 

A child who used to play often with friends may now spend most of the time alone and without interests. Things that were once fun now bring little joy to the depressed child. Children and adolescents who are depressed may say they want to be dead or may talk about suicide. Depressed children and adolescents are at increased risk for committing suicide. Depressed adolescents may abuse alcohol or other drugs as a way to feel better. 

Children and adolescents who cause trouble at home or at school may also be suffering from depression. Because the youngster may not always seem sad, parents and teachers may not realize that troublesome behavior is a sign of depression. When asked directly, these children can sometimes state they are unhappy or sad.

Early diagnosis and treatment are essential for depressed children. Depression is a real illness that requires professional help. Comprehensive treatment often includes both individual and family therapy. For example, cognitive behavioral therapy (CBT) and interpersonal psychotherapy (IPT) are forms of individual therapy shown to be effective in treating depression. Treatment may also include the use of antidepressant medication. For help, parents should ask their physician to refer them to a qualified mental health professional, who can diagnose and treat depression in children and teenagers. 

	Adolescent Depression: Helping Depressed Teens

	
	
	

	 



Need More Info? 
· fact sheet index 

· Find treatment 

· Find therapist 

· Find support groups 

· Find local affiliate 

· Medication Info 
· Help paying for prescriptions 
· Dissatisfied with treatment 

· Medicare Part D info 

· Reprint and Link Permission 

It’s not unusual for young people to experience "the blues" or feel "down in the dumps" occasionally. Adolescence is always an unsettling time, with the many physical, emotional, psychological and social changes that accompany this stage of life. 

Unrealistic academic, social, or family expectations can create a strong sense of rejection and can lead to deep disappointment. When things go wrong at school or at home, teens often overreact. Many young people feel that life is not fair or that things "never go their way." They feel "stressed out" and confused. To make matters worse, teens are bombarded by conflicting messages from parents, friends and society. Today’s teens see more of what life has to offer — both good and bad — on television, at school, in magazines and on the Internet. They are also forced to learn about the threat of AIDS, even if they are not sexually active or using drugs. 

Teens need adult guidance more than ever to understand all the emotional and physical changes they are experiencing. When teens’ moods disrupt their ability to function on a day-to-day basis, it may indicate a serious emotional or mental disorder that needs attention — adolescent depression. Parents or caregivers must take action. 

Dealing With Adolescent Pressures 
When teens feel down, there are ways they can cope with these feelings to avoid serious depression. All of these suggestions help develop a sense of acceptance and belonging that is so important to adolescents. 

· Try to make new friends. Healthy relationships with peers are central to teens’ self-esteem and provide an important social outlet. 

· Participate in sports, job, school activities or hobbies. Staying busy helps teens focus on positive activities rather than negative feelings or behaviors. 

· Join organizations that offer programs for young people. Special programs geared to the needs of adolescents help develop additional interests. 

· Ask a trusted adult for help. When problems are too much to handle alone, teens should not be afraid to ask for help. 

But sometimes, despite everyone’s best efforts, teens become depressed. Many factors can contribute to depression. Studies show that some depressed people have too much or too little of certain brain chemicals. Also, a family history of depression may increase the risk for developing depression. Other factors that can contribute to depression are difficult life events (such as death or divorce), side-effects from some medications and negative thought patterns. 

Recognizing Adolescent Depression 
Adolescent depression is increasing at an alarming rate. Recent surveys indicate that as many as one in five teens suffers from clinical depression. This is a serious problem that calls for prompt, appropriate treatment. Depression can take several forms, including bipolar disorder (formally called manic-depression), which is a condition that alternates between periods of euphoria and depression. 

Depression can be difficult to diagnose in teens because adults may expect teens to act moody. Also, adolescents do not always understand or express their feelings very well. They may not be aware of the symptoms of depression and may not seek help. 

These symptoms may indicate depression, particularly when they last for more than two weeks: 

· Poor performance in school 

· Withdrawal from friends and activities 

· Sadness and hopelessness 

· Lack of enthusiasm, energy or motivation 

· Anger and rage 

· Overreaction to criticism 

· Feelings of being unable to satisfy ideals 

· Poor self-esteem or guilt 

· Indecision, lack of concentration or forgetfulness 

· Restlessness and agitation 

· Changes in eating or sleeping patterns 

· Substance abuse 

· Problems with authority 

· Suicidal thoughts or actions 

Teens may experiment with drugs or alcohol or become sexually promiscuous to avoid feelings of depression. Teens also may express their depression through hostile, aggressive, risk-taking behavior. But such behaviors only lead to new problems, deeper levels of depression and destroyed relationships with friends, family, law enforcement or school officials. 

Treating Adolescent Depression 
It is extremely important that depressed teens receive prompt, professional treatment. Depression is serious and, if left untreated, can worsen to the point of becoming life-threatening. If depressed teens refuse treatment, it may be necessary for family members or other concerned adults to seek professional advice. 

Therapy can help teens understand why they are depressed and learn how to cope with stressful situations. Depending on the situation, treatment may consist of individual, group or family counseling. Medications that can be prescribed by a psychiatrist may be necessary to help teens feel better. 

Some of the most common and effective ways to treat depression in adolescents are: 

· Psychotherapy provides teens an opportunity to explore events and feelings that are painful or troubling to them. Psychotherapy also teaches them coping skills. 

· Cognitive-behavioral therapy helps teens change negative patterns of thinking and behaving. 

· Interpersonal therapy focuses on how to develop healthier relationships at home and at school. 

· Medication relieves some symptoms of depression and is often prescribed along with therapy. 

When depressed adolescents recognize the need for help, they have taken a major step toward recovery. However, remember that few adolescents seek help on their own. They may need encouragement from their friends and support from concerned adults to seek help and follow treatment recommendations. 

Facing The Danger Of Teen Suicide 
Sometimes teens feel so depressed that they consider ending their lives. Each year, almost 5,000 young people, ages 15 to 24, kill themselves. The rate of suicide for this age group has nearly tripled since 1960, making it the third leading cause of death in adolescents and the second leading cause of death among college-age youth. 

Studies show that suicide attempts among young people may be based on long-standing problems triggered by a specific event. Suicidal adolescents may view a temporary situation as a permanent condition. Feelings of anger and resentment combined with exaggerated guilt can lead to impulsive, self-destructive acts. 

Recognizing The Warning Signs 
Four out of five teens who attempt suicide have given clear warnings. Pay attention to these warning signs: 

· Suicide threats, direct and indirect 

· Obsession with death 

· Poems, essays and drawings that refer to death 

· Dramatic change in personality or appearance 

· Irrational, bizarre behavior 

· Overwhelming sense of guilt, shame or rejection 

· Changed eating or sleeping patterns 

· Severe drop in school performance 

· Giving away belongings 

REMEMBER!!! These warning signs should be taken seriously. Obtain help immediately. Caring and support can save a young life. 

Helping Suicidal Teens 

· Offer help and listen. Encourage depressed teens to talk about their feelings. Listen, don’t lecture. 

· Trust your instincts. If it seems that the situation may be serious, seek prompt help. Break a confidence if necessary, in order to save a life. 

· Pay attention to talk about suicide. Ask direct questions and don’t be afraid of frank discussions. Silence is deadly! 

· Seek professional help. It is essential to seek expert advice from a mental health professional who has experience helping depressed teens. Also, alert key adults in the teen’s life — family, friends and teachers. 

Looking To The Future 
When adolescents are depressed, they have a tough time believing that their outlook can improve. But professional treatment can have a dramatic impact on their lives. It can put them back on track and bring them hope for the future. 

For More Information:
Contact your local Mental Health Association, community mental health center, or: 

If you or someone you know is contemplating suicide, 
call 1-800-273-TALK (1-800-273-8255). 

National Mental Health Association
2000 N. Beauregard Street, 6th Floor 
Alexandria, VA 22311
Phone 703/684-7722
Fax 703/684-5968
Mental Health Resource Center 800/969-NMHA
TTY Line 800/433-5959 

American Academy for Child and Adolescent Psychiatry
3615 Wisconsin Avenue NW
Washington, DC 20016
www.aacap.org
American Association of Suicidology
4201 Connecticut Avenue NW; Suite 310
Washington, DC 20008
Phone: 202-237-2280
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II.  Psychoeducation for the Child
II.  Psychoeducation for the Child- Contains information on Depression and how to talk to children about ADHD.
1) NIMH – Let’s Talk About Depression

http://www.pueblo.gsa.gov/cic_text/health/lets-talk/letstalk.pdf
2) Texas Department of Mental Health and Mental Retardation:  Childhood Depression

http://www.dshs.state.tx.us/mhprograms/13D.pdf
3) Psychology Information:  Let’s Talk about Depression

http://www.psychologyinfo.com/depression/teens.htm
4) NIMH – What do These Students Have in Common?

http://www.mhat.org/publications/NIMH_college_students.pdf
5) NASP – Depression in Adolescents:  When it Really Hurts to be a Teenager

http://www.nasponline.org/resources/intonline/depression.pdf
6) NIMH – What to do When a Friend is Depressed…

http://www.tourettesyndrome.net/Files/friend.pdf
7) Texas Department of Mental Health and Mental Retardation:  Kris, Are You Sad?

http://www.dshs.state.tx.us/mhprograms/14D.pdf
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	Let's Talk About Depression

Approximately 4 out of 100 teenagers get seriously depressed each year.  Sure, everybody feels sad or blue now and then. But if you're sad most of the time, and it's giving you problems with: 
· your grades  
· your relationships with your family and friends  
· alcohol, drugs, or sex 
· controlling your behavior in other ways  
then the problem may be - DEPRESSION   
The good news is.... you can get treatment and FEEL BETTER SOON 
· What is depression? 
· Symptoms of Depression 

· Symptoms of a Manic Episode 
· Talk to Someone About Depression 
· Treatment for Depression 
· What About Suicide? 

· Why do people get depressed? 

· Alcohol, Drugs and Depression 

· Myths About Depression 

Other Psychology Links 
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What is Depression?

Clinical Depression is a serious illness that can affect anybody, including teenagers. It can affect your thoughts, feelings, behavior, and overall health.  
Most people with depression can be helped with treatment.  But, most depressed people never get the help they need. And, when depression isn't treated, it can get worse, last longer, and prevent you from getting the most out of your life. Remember, you're only a teenager once.
How do I know when I'm depressed?  
How can I tell if a friend might be depressed?
First, there are two kinds of depression: The sad kind, called major depression, dysthymia or reactive depression, and manic-depression or bipolar illness, when feeling down and depressed alternates with being speeded-up and sometimes acting reckless.  
If you have had several of these symptoms, and they've lasted several weeks, or cause a big change in your routine, you should talk to someone who can help, like a psychologist, or your school counselor! 
WHEN YOU'RE DEPRESSED.. 

· You feel sad or cry a lot and it doesn't go away.  
· You feel guilty for no real reason; you feel like you're no good; you've lost your confidence.  
· Life seems meaningless or like nothing good is ever going to happen again. 
· You have a negative attitude a lot of the time, or it seems like you have no feelings. 
· You don't feel like doing a lot of the things you used to like-- like music, sports, being with friends, going out-- and you want to be left alone most of the time.  
· It's hard to make up your mind. You forget lots of things, and it's hard to concentrate. 
· You get irritated often. Little things make you lose your temper; you overreact. 
· Your sleep pattern changes; you start sleeping a lot more or you have trouble falling asleep at night. Or you wake up really early most mornings and can't get back to sleep. 
· Your eating habits change; you've lost your appetite or you eat a lot more. 

· You feel restless and tired most of the time.  
· You think about death, or feel like you're dying, or have thoughts about committing suicide 
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WHEN YOU'RE MANIC...

· You feel high as a kite... like you're "on top of the world".  
· You get unreal ideas about the great things you can do... things that you really can't do. 
· Thoughts go racing through your head; you jump from one subject to another, and you talk a lot. 
· You're a nonstop party, constantly running around. 
· You do too many wild or risky things: with driving, with spending money, with sex, etc. 
· You're so "up" that you don't need much sleep. 
· You're rebellious or irritable and can't get along at home or school, or with your friends 
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Talk to Someone About Depression

If you think you're depressed... TALK TO SOMEONE!
If you are concerned about depression in yourself or a friend, TALK TO SOMEONE WHO CAN HELP. There are many people who you can talk to: 
· a psychologist 
· your school counselor 
· your parents, or a trusted family member 
· your family doctor 
· your clergy  
· a professional at a mental health center 
Remember - Depression can affect people of any age, race, ethnic, or economic group
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Treatment for Depression

LET'S GET SERIOUS HERE.  
Having depression doesn't mean that a person is weak, or a failure, or isn't really trying... it means they need TREATMENT.   
Most people with depression can be helped with COUNSELING, provided by a professional psychologist, and some are helped with Counseling and Medicine. 
COUNSELING, or psychotherapy, means talking about feelings with a trained psychologist who can help you change the relationships, thoughts, or behaviors that are causing the depression. Think about it, you feel depressed because you think your life is bad. What if you're wrong? What if you're missing all the good things around you? What if your future holds a lot more promise than you think? When you're depressed, you're in a rut, and you can't see anything good. You need to talk to someone who can help you get out of that rut! Don't wait, ask your parents, or your school counselor for help today. 
MEDICINE is used to treat depression that is severe or disabling. Antidepressant medications are not "uppers" and are not addictive. When depression is so bad that you can't focus on anything else, when it interferes with your life in an overwhelming way, medication might be necessary, in addition to counseling. But most often, counseling alone is sufficient. 
With treatment, most depressed people start to feel better in just a few weeks. 
So remember, when your problems seem too big and you're feeling low for too long, 
                           YOU ARE NOT ALONE! 
There's help out there and you CAN ask for help. And if you know someone who you think is depressed, YOU CAN HELP. Listen and encourage your friend to ask a parent or a responsible adult about treatment. If you friend doesn't ask for help soon, talk to an adult you trust and respect-- especially if your friend mentions suicide.  Your friend's life is more important than keeping a secret! 
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What About Suicide?

Most people who are depressed do not commit suicide. But depression increases the risk for suicide or suicide attempts. It is NOT true that people who talk about suicide do not attempt it. Suicidal thoughts, remarks, or attempts are ALWAYS SERIOUS... if any of these happen to you or a friend, you must tell a responsible adult IMMEDIATELY ....it's better to be safe than sorry.  
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Why do people get depressed? 

Sometimes people get seriously depressed after something like a divorce in the family, major financial problems, someone you love dying, a messed up home life, or breaking up with a boyfriend or girlfriend. Other times, depression just happens. Often teenagers react to the pain of depression by getting into trouble: trouble with alcohol, drugs, or sex; trouble with school or bad grades; problems with family or friends. This is another reason why it's important to get treatment for depression before it leads to other trouble.  
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Alcohol, Drugs and Depression  

A lot of depressed people, especially teenagers, also have problems with alcohol or other drugs. (Alcohol is a drug, too.) Sometimes the depression comes first and people try drugs as a way to escape it. (In the long run, drugs or alcohol just make things worse.) Other times, the alcohol or other drug use comes first, and depression is caused by :  
· the drug itself, or  
· withdrawal from it, or 
· the problems that substance abuse causes. 
And sometimes you can't tell which came first... the important point is that when you have both of these problems, the sooner you get treatment, the better. Either problems can make the other worse and lead to bigger trouble, like addiction or flunking school. You have to be honest about both problems-- first with yourself and then with someone who can help you get into treatment... it's the only way to really get better and stay better.  
REMEMBER: YOU CAN HELP YOURSELF, 
OR A FAMILY MEMBER, 
OR A FRIEND 
FIND TREATMENT FOR DEPRESSION. 
DO IT NOW!
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Myths about depression

Myths often prevent people from doing the right thing. Some common myths about depression:  
· MYTH: It's normal for teenagers to be moody; Teens don't suffer from "real" depression.  
FACT: Depression is more than just being moody. And it can affect people at any age, including teenagers.  
· MYTH: Telling an adult that a friend might be depressed is betraying a trust. If someone wants help, he or she will get it. 
FACT: Depression, which saps energy and self-esteem, interferes with a person's ability or wish to get help. It is an act of true friendship to share your concerns with an adult who can help. No matter what you "promised" to keep secret, your friend's life is more important than a promise. 
· MYTH: Talking about depression only makes it worse.  
FACT: Talking about your feelings to someone who can help, like a      psychologist, is the first step towards beating depression. Talking to a close friend can also provide you with the support and encouragement you need to talk to your parents or school counselor about getting evaluated for depression. 
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Thanks and appreciation are extended to the National Institute of Mental health
for providing much of the information for this topic.
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III.  ADHD Teachers/Schools
III.  ADHD Teachers/Schools- This section is for educators and related staff and has information on teaching strategies to use with Depressed students.
1) MSMHA ADHD- Depression in Children and Adolescents 

http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9244/TeachersDepressioninChildrenandAdolescents2.pdf
2) MACMH – Depression

http://www.macmh.org/publications/ecgfactsheets/Depression.pdf
3) NASP – Depression in Young Children:  Information for Parents and Educators

http://www.nasponline.org/resources/intonline/depression_yc.pdf
4) NASP – Depression in Children and Adolescents:  A Primer for Parents and Educators

http://www.nasponline.org/resources/principals/nasp_depreng.pdf
5) NASP – Depression:  Helping Students in the Classroom

http://www.nasponline.org/publications/cq/cq353depression.aspx
6) Texas Department of State Health Services – Tips for Teachers:  Medication and Depression
http://www.dshs.state.tx.us/mhprograms/43D.pdf
7) AACAP – Normal Adolescent Development:  Middle School and Early High School Years

http://www.aacap.org/cs/root/facts_for_families/normal_adolescent_development_part_i
8) AACAP – Teen Suicide

http://www.aacap.org/cs/root/facts_for_families/teen_suicide
9) SPRC -  Maryland Suicide Prevention Fact Sheet 

http://www.sprc.org/stateinformation/PDF/statedatasheets/md_datasheet.pdf
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Depression: Helping Students in the Classroom

By Thomas Huberty, PhD, NCSP Indiana University

Michael is a 14-year-old boy in the eighth grade from an intact, professional family. He has a 16-year-old brother and a 10-year-old sister who do very well in school and demonstrate no problems. Michael is considered to be very bright, as shown by past grades and achievement test scores. Over the past few months, however, teachers have reported that Michael will not complete his homework or may complete it and not turn it in. He has a history of inconsistent performance over the past 2–3 years, which seems to have worsened these past few months. In the classroom he sits in the back, does not participate, doodles on his papers, and shows little interest in the activities. He is not disruptive or attention seeking and seems to want to avoid interacting with others. When asked why he is not doing his work, he says that, "I don’t know," "I don’t care," "It’s not important," or "No one cares, anyway." Other students view him as "odd" and a "geek," and report that they do not want to be around him. Over time, he becomes more socially isolated. Now, he has only one or two friends who are not part of the social mainstream. He does show occasional irritability or anger when pushed, but he is not aggressive or overtly noncompliant. Most of the teachers describe him as "lazy" and "unmotivated" and show little interest in trying to help him.

Background

Michael’s story is based on a real student and reflects characteristics of some children who are depressed. These behaviors are not unique to depression, and some students with depression may have some different characteristics. Teachers often have depressed students in their classrooms, and they have difficulty recognizing them or knowing what to do to increase performance. These students often are seen as lazy and they do not respond to typical methods of discipline, including suspensions, penalties, or encouragements. Most depressed children are not being deliberately defiant and uncooperative, but cannot muster the personal resources to perform as well as they are able. They may think in non-productive ways, such as, "I did poorly on a test because I am a stupid person," rather than, "I did poorly because I did not study hard enough" or in all-or-none, "I am terrible at everything," rather than, "I am good at some things and not as good at other things." Working with depressed children and adolescents requires that educators know about depression, its characteristics and effects on school performance, and what can be done to help these students in the classroom.

Depression in the classroom. Depression is a term we are hearing more often regarding children and adolescents. For many years, it was believed that young people could not experience depression, but we now know that they can and do become depressed, sometimes to a serious level. With sufficient information, teachers can detect depression and are in a good position to identify it and seek help for the student. In the classroom, depressed students may appear unmotivated and uncaring about their work when, in fact, they are unable to function to their level of ability. Often, they have difficulty with sustaining attention, effort, performance, and social relationships. Coaxing, cajoling, punishment, and reinforcement typically have little effect on behavior and achievement.

Left untreated, depression can lead to continued academic and social problems, substance abuse, social alienation, risk-taking behavior, and suicidal thinking and behavior, perhaps into adulthood. Although students with depression may need counseling and therapy, teachers, school psychologists, counselors, and administrators in collaboration with parents can do much to help them in the classroom by knowing what to look for and learning how to be helpful.

Prevalence. Depression is one of the most common, but unrecognized, conditions of childhood and adolescence, and often is mistaken as a motivation or behavior problem. It is estimated that 8–10% of students experience depression serious enough to require intervention, and up to 20% of all adults may have a depressive disorder at some time in their lives. Adolescent girls and women are twice as likely to develop depression as are adolescent boys and men. However, there is no difference in frequency of depression between pre-adolescent girls and boys. A teacher in a middle school or high school may have as many as 3 students in a class of 30 who have mild to serious depression, with most of them likely to be girls.

Symptoms of Depression

Depression is not the same as the occasional adolescent mood swings or feelings of frustration and anger that accompany daily hassles, such as arguments with friends or complaints about school. Those events usually do not last long and do not affect social and school performance. Depression, on the other hand, is a constant mood of feeling down, blue, sad, or down in the dumps that impairs the ability to function. Moreover, the student does not seem to be able to do much to change the mood and does not respond to suggestions to snap out of it.

No two people with depression show it in the same way. Different circumstances and problems cause or contribute to it. However, there are some behaviors that may be signs of depression:

· Depressed mood for more than 2 weeks 

· Loss of interest or pleasure in almost all activities 

· Irritability or anger 

· Changes in appetite or weight (weight loss not due to dieting or exercise) 

· Sleeping too much or too little (sometimes, people seek help for sleeping problems that turn out to be signs of depression) 

· Decreased energy or physical activity; even small tasks seem overwhelming and require too much effort (e.g., students may complete homework at a level less than they can do and/or may not turn in completed work) 

· Feelings of worthlessness, guilt, and low self-esteem 

· Difflculty thinking, concentrating, or remembering 

· Difflculty getting necessary things done, such as homework 

· Difflculty making decisions, often unable to make relatively minor decisions 

· Negative thoughts about self, the world, or the future 

· Repeated thoughts of suicide, including planning or attempting 

· Tired and listless 

· Feeling blah and seeming to have no feelings at all (i.e., feeling empty) 

· Reports "Not caring about anything" 

· Increased or decreased appetite 

· Interpret minor day-to-day events as personal failures or defects 

· Blaming self for things that are not his or her fault 

· Statements that others would be better off if he or she were dead 

· Believes that he or she is ugly and unattractive 

· Decreased personal hygiene and self-care efforts 

· Excessive crying or weepiness over relatively small things 

Not all depressed people will show all of these signs or to the same degree. If you see several of them in a student, however, they may indicate depression.

Depression and Suicide

A frequent concern about depression is the increased risk of suicide. A small proportion of depressed students show serious thoughts of planning or attempting it. Although depressed youth are at higher risk for thinking about suicide, the vast majority do not attempt it. Most people considering suicide give several indications of their plans, but others may not pick up on them. Some attempters do not show obvious signs of depression, making detection difficult. Predicting suicide is challenging because of its relatively low frequency and the lack of an accurate profile of potential attempters. Thoughts of suicide occur more often when the person begins to feel that nothing will help to improve the situation. Feelings of hopelessness that things will never change and the pain will not end may lead to an increased risk of suicide. Behavioral signs of suicidal planning may include giving away personal or prized possessions, making statements like, "I won’t be around," visiting friends and family not seen in a while, taking care of personal matters (e.g., repaying debts, completing unfinished tasks), and talking about how he or she will like to be remembered.
Causes of Depression

The causes of depression are complex. Some people have a greater likelihood of developing depression, such as those who have first-degree relatives with depression (e.g., parent), living in highly stressful and demanding environments, or suffer traumatic events (e.g., loss of a loved one). Depression may be a long-term condition that has persisted over several weeks, months, or years or it may be of recent onset, such as in trauma. Long-term depression is more difficult to treat and most often requires professional help. Recent or sudden onset depression may subside more quickly, but may require professional help to show the best improvement. Most experts agree that depression is associated with changes in the chemistry of some neurotransmitters in the brain, and this can be chronic.

Some evidence indicates that children who believe that others do not view them as competent are more likely to develop depression. This view has particular salience in schools. That is, if teachers and peers view a student as not being academically or socially capable, there may be a greater risk of development of depression. Similarly, because schools can be stressful places for children who are not successful, they can be at increased risk for depression. Many children who have not been successful at school relate feelings of sadness and depression because they do not do well or fit in.

Depression is associated with other conditions seen in children and youth. For example, approximately 50% of children with depression also have problems with anxiety. Some of the same symptoms are shown in anxiety and depression, which makes it difficult to identify the primary problem. Perhaps surprisingly, depression co-occurs with Attention Deficit Hyperactivity Disorder, Conduct Disorder, Oppositional Defiant Disorder, and substance abuse problems at levels ranging from 17 to 79% of cases. Therefore, many students who have acting out problems also may be depressed, requiring intervention for both affective and behavior problems. As depression worsens in children and youth, there is an increased likelihood of developing some of these behaviors.

Interventions

Depression is complex, particularly when it co-exists with other emotional and behavioral problems. Often, there are family problems, making a difficult situation even more challenging. The good news is that, with proper intervention, most children and youth can overcome depression and lead happy and productive lives. In some cases professional therapy and medications may be needed, which may be beyond the purview of the school. Although a student might need some direct counseling or therapy, there are many things that teachers and others can do to help the depressed student. Some suggestions include:

Develop a relationship. Approach the depressed student and try to develop a working and collaborative relationship. Do not be afraid to talk with the student. Many times, depressed students are seeking someone who cares about them, although it might not seem that way. Above all, don’t give up on them. Use positive approaches. Do not use punishment, sarcasm, disparagement, punishment, or other negative techniques. They are not effective and likely will only further reinforce feelings of incompetence and low self-esteem, which may deepen the depression.

Remember that these students are not choosing to be depressed. They want to feel better and to do well just as you want them to do well. When depressed, they lack the personal resources to do their best work. As an analogy, we would not expect someone with a reading disability to read at grade level. Punitive approaches are not recommended in these cases and, instead, it is best to give extra help or support. The student with depression needs to receive extra support and caring, as well, not criticism, punishment, or indifference. Consider ways to give the extra support and attention they need, while recognizing that the student may be doing the best he or she can do at the time.

Consider making adjustments or accommodations in assignments or tasks. This approach does not mean that expectations are lowered or that the student with depression should be given unearned grades. However, give more time, break assignments into smaller pieces, offer extra help in setting up schedules or study habits, or pair the student with others who express an interest in helping. Accommodations like these are provided often for students with learning disabilities. There is no reason that the student with depression cannot receive similar considerations.

Provide opportunities for success. To the extent possible, arrange experiences so that the student can be successful and be recognized for successes. Schedule pleasant activities and provide opportunities for successful leadership. It is very important that depressed students feel accepted as a part of the school and that teachers believe in their competence.

Seek help from support personnel. Consult with your school psychologist, counselor, or social worker to get suggestions of what to do for specific students. Each case is different and requires individual planning.

Summary

School personnel can have significant, positive impacts on improving the academic, social, and emotional development of children with depression without being professional therapists. Learning about depression and implementing methods to help can make the difference between a student’s success or continuing down a path of underachievement.

Resources

Koplewicz, H. S. (2002). More than moody: Recognizing and treating adolescent depression. New York: Putnam. ISBN: 039914918X.

Merrell, K. (2001). Helping students overcome depression and anxiety: A practical guide. New York: Guilford. ISBN: 1572306173.

Websites

American Psychological Association — www.apa.org
Depression and Bipolar Support Alliance — www.dbsalliance.org
National Association of School Psychologists — www.nasponline.org
Thomas Huberty, PhD, NCSP, is Professor and Director of the School Psychology Program at Indiana University. Reprinted from Helping Children at Home and School II: Handouts for Families and Educators (NASP, 2004).
© 2006, National Association of School Psychologists, 4340 East West Hwy. #402; Bethesda, MD 20814, www.nasponline.org, phone (301) 657-0270, fax (301) 657-0275, TTY (301) 657-4155
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Normal Adolescent Development Part I
No. 57; Updated June 2001

Middle School and Early High School Years
Parents are often worried or confused by changes in their teenagers. The following information should help parents understand this phase of development. Each teenager is an individual with a unique personality and special interests, likes and dislikes. However, there are also numerous developmental issues that everyone faces during the adolescent years. The normal feelings and behaviors of the middle school and early high school adolescent are described below.

Movement Towards Independence
· Struggle with sense of identity 

· Feeling awkward or strange about one's self and one's body 

· Focus on self, alternating between high expectations and poor self-esteem 

· Interests and clothing style influenced by peer group 

· Moodiness 

· Improved ability to use speech to express one's self 

· Realization that parents are not perfect; identification of their faults 

· Less overt affection shown to parents, with occasional rudeness 

· Complaints that parents interfere with independence 

· Tendency to return to childish behavior, particularly when stressed 

Future Interests and Cognitive Changes
· Mostly interested in present, with limited thoughts of the future 

· Intellectual interests expand and gain in importance 

· Greater ability to do work (physical, mental, emotional) 

Sexuality
· Display shyness, blushing, and modesty 

· Girls develop physically sooner than boys 

· Increased interest in sex 

· Movement toward heterosexuality with fears of homosexuality 

· Concerns regarding physical and sexual attractiveness to others 

· Frequently changing relationships 

· Worries about being normal 

Morals, Values, and Self-Direction
· Rule and limit testing 

· Capacity for abstract thought 

· Development of ideals and selection of role models 

· More consistent evidence of conscience 

· Experimentation with sex and drugs (cigarettes, alcohol, and marijuana) 

Young teenagers do vary slightly from the above descriptions, but the feelings and behaviors are, in general, considered normal for each stage of adolescence.

Teen Suicide
No. 10; Updated July 2004

Suicides among young people continue to be a serious problem. Each year in the U.S., thousands of teenagers commit suicide. Suicide is the third leading cause of death for 15-to-24-year-olds, and the sixth leading cause of death for 5-to-14-year-olds. 

Teenagers experience strong feelings of stress, confusion, self-doubt, pressure to succeed, financial uncertainty, and other fears while growing up. For some teenagers, divorce, the formation of a new family with step-parents and step-siblings, or moving to a new community can be very unsettling and can intensify self-doubts. For some teens, suicide may appear to be a solution to their problems and stress. 

Depression and suicidal feelings are treatable mental disorders. The child or adolescent needs to have his or her illness recognized and diagnosed, and appropriate treatment plans developed. When parents are in doubt whether their child has a serious problem, a psychiatric examination can be very helpful. Many of the symptoms of suicidal feelings are similar to those of depression. 

Parents should be aware of the following signs of adolescents who may try to kill themselves: 

· change in eating and sleeping habits 

· withdrawal from friends, family, and regular activities 

· violent actions, rebellious behavior, or running away 

· drug and alcohol use 

· unusual neglect of personal appearance 

· marked personality change 

· persistent boredom, difficulty concentrating, or a decline in the quality of schoolwork 

· frequent complaints about physical symptoms, often related to emotions, such as stomachaches, headaches, fatigue, etc. 

· loss of interest in pleasurable activities 

· not tolerating praise or rewards 

A teenager who is planning to commit suicide may also: 

· complain of being a bad person or feeling rotten inside 

· give verbal hints with statements such as: I won't be a problem for you much longer, Nothing matters, It's no use, and I won't see you again 

· put his or her affairs in order, for example, give away favorite possessions, clean his or her room, throw away important belongings, etc. 

· become suddenly cheerful after a period of depression 

· have signs of psychosis (hallucinations or bizarre thoughts) 

If a child or adolescent says, I want to kill myself, or I'm going to commit suicide, always take the statement seriously and immediately seek assistance from a qualified mental health professional. People often feel uncomfortable talking about death. However, asking the child or adolescent whether he or she is depressed or thinking about suicide can be helpful. Rather than putting thoughts in the child's head, such a question will provide assurance that somebody cares and will give the young person the chance to talk about problems. 

If one or more of these signs occurs, parents need to talk to their child about their concerns and seek professional help when the concerns persist. With support from family and professional treatment, children and teenagers who are suicidal can heal and return to a more healthy path of development.
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IV.  Clinical Interventions
IV.  Clinical Interventions- This section provides information for clinicians on interventions and resources to use when helping students presenting with Depression symptoms. 

1) MSMHA – Depression in Children and Adolescents

http://www.marylandpublicschools.org/NR/rdonlyres/E1037D11-827B-438D-9253-80B608E817CF/9234/CliniciansDepressioninChildrenandAdolescents2.pdf
2) Powerpoint slides on effective practice elements to use with Depression with reference to Stark & Kendall book and Clark et al. online workbook.
· Stark & Kendall reference:  Stark, K., Kendall, P. (1996).  Taking Action:  A workbook for overcoming depression.  Workbook Publishing

· Clark et al. online workbook (see website to download): http://www.kpchr.org/public/acwd/acwd.html
a. Cognitive/Coping

i. CSMHA – Cognitive/Coping powerpoint slides

ii. Clarke et al. workbook – Changing your Thinking - session 5 

http://www.kpchr.org/public/acwd/acwd.html (pages 122-130)
iii. Clarke et al. workbook – The Power of Positive Thinking – session 6

http://www.kpchr.org/public/acwd/acwd.html (pages 136-143)

iv. Disputing Irrational Beliefs – session 7

http://www.kpchr.org/public/acwd/acwd.html (pages 147-151)

v. CSMHA – Cognitive Restructuring handout
vi. CSMHA – Common Cognitive Distortions handout
vii. CSMHA – Thought Stopping handout
b. Problem Solving

i. CSMHA - Problem Solving powerpoint slides

ii. Clarke et al. workbook – Negotiating and Problem Solving, Part I – session 11
 http://www.kpchr.org/public/acwd/acwd.html (pages 214-221)
iii. Clarke et al. workbook – Negotiating and Problem Solving, Part II – session 12
http://www.kpchr.org/public/acwd/acwd.html (pages 225-233) 
iv. CSMHA – Problem Solving handout
v. CSMHA – The Road to Problem Solving handout
vi. Act Against Violence Training Program – Examples of Social Problem-Solving Classroom Activities

http://actagainstviolence.apa.org/materials/handouts/TeacherSPS4.pdf
vii. Act Against Violence Training Program – Social Problem Solving Activities for Families of Young Children

http://actagainstviolence.apa.org/materials/handouts/FamilySPS4.pdf
c. Activity Scheduling

i. CSMHA – Activity Scheduling powerpoint slides

ii. CSMHA – Activity Scheduling handout
iii. CSMHA – My Schedule handout
d. Relaxation

i. CSMHA – Deep Breathing handout

ii. CSMHA – Progressive Muscle Relaxation

iii. Clarke et al. workbook – Relaxation – session 8 http://www.kpchr.org/public/acwd/acwd.html (pages 169-176)
3) Kris, Are You Sad? workbook

http://www.dshs.state.tx.us/mhprograms/14D.pdf
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Cognitive/Coping



Change cognitive distortions



Increase positive self talk 



Normally there will be some 

type of event that will trigger 

the irrational thought.
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Cognitive Distortions



Black or white

- Viewing situations, people, or self 

as entirely bad or entirely good-nothing in between.



Exaggerating

-

Making self-critical or other critical 

statements that include terms like never, nothing, 

everything or always.



Filtering

- Ignoring positive things that occur to and 

around self but focusing on and inflating the negative.



Labeling 

- Calling self or others a bad name when 

displeased with a behavior

Adapted from:  Walker, P.H. & Martinez, R. (Eds.) (2001) Excellence in Mental Health:  A school Health 

Curriculum -A Training Manual for Practicing School Nurses and Educators.  Funded by HRSA, Division of 

Nursing, printed by the University of Colorado School of Nursing.
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Cognitive Distortions



Discounting

- Rejecting positive experiences as not 

important or meaningful.



Catastrophizing

- Blowing expected consequences 

out of proportion in a negative direction.



Judging

- Being critical or self or others with a 

heavy emphasis on the use of "should have, ought to, 

must, have to, and should not have.“



Self-blaming

- Holding self responsible for an 

outcome that was not completely under one's control.

Adapted from:  Walker, P.H. & Martinez, R. (Eds.) (2001) Excellence in Mental Health:  A school Health 

Curriculum -A Training Manual for Practicing School Nurses and Educators.  Funded by HRSA, Division of 

Nursing, printed by the University of Colorado School of Nursing.
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Treatment Manual for Depression



Taking ACTION (Stark & Kendall, 1996) 

is a state of the art manual used for treating 

depressive symptoms in children between 

the ages of 9 and 13 years.



The 

Sessions

referred to in the following 

slides come from this manual, which we 

have provided for each Senior Clinician.
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Cognitive/Coping



Taking Action, Sessions 10-15

– Recognize and get rid of negative self talk

– Counter negative thoughts with realistic 

positive self talk

– Believe the positive self talk!
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Cognitive/Coping



Session 10: Intro to Cognitive Restructuring

– Explain rationale:



To catch thoughts related to unpleasant emotions.



To replace these thoughts with positive thoughts.

– Help students become aware of their thoughts:



Correct their negative speech – point it out to them



Counter negative speech with realistic positive 

thoughts.
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Cognitive/Coping



Session 11: Catching Negative Thoughts

– Have student work on activity, e.g. puzzle, 

homework, sports practice, logic, sewing, etc.

– Student records negative thoughts that occur 

while engaged in activity.

– Help students replace “racing thoughts” or 

disturbing thoughts with positive/realistic 

thoughts.  Write these positive/realistic 

thoughts down!
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Cognitive Coping



Session 12: What’s the Evidence?

– Help student view themselves as 

experts

with 

the ability to understand and solve problems.

– Review student’s negative thoughts and 

highlight words that show their negative 

thoughts are not completely true.

– Refer to list of cognitive distortions here:



Is this negative thought true for everyone?



Is this negative thought true all of the time?



[image: image101.emf]Cognitive/Coping

Cognitive/Coping



Session 13: Alternative Interpretation.

– Provide example of situation that could have 

multiple causes, i.e. poor test grade.

– Generate a list of possible causes:



Poor home environment.



Power outage the night beforehand.



Chaotic classroom.



Not enough time

– Help student prioritize importance of each cause.
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Cognitive/Coping



Session 14: Many Ways to Interpret Things.

– Identify area for self-improvement.



Is it possible to be perfect?



Must be something within their control.

– Establish goals.



The goal must be positive.



The goal must be something that can be increased.



The goal must be obtainable by the student alone.

– Break the goals into subgoals.
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Cognitive/Coping



Session 15: What If.

– What happens if you think something bad is 

going to happen?



Do negative thoughts make things better?

– What is going to happen if an unwanted event 

occurs?



Am I exaggerating what will happen to me?

– Use problem-solving to counter catastrophic 

thoughts with realistic ones.
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Problem Solving



Assist students in generating 

solutions to problems



Focus on one problem at a time
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Problem Solving

Central goals of problem solving:



Improve how to confront interpersonal problems



Increase the number of pro-social solutions



Impart skills for how to approach and solve future 

problems



[image: image110.emf]Problem Solving

Problem Solving

Explain the basis of problem solving:

•

Think 

about a problem to be solved.

•

Inspect

the situation to be resolved.
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Problem Solving with Adolescents



Steps to better problem solving

– Define the problem and stick to it

– Brainstorm – as many solutions as you can

– Evaluate your options

– Select the option that is most agreeable for 

everyone

– Do it!

– Evaluate the plan
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Problem Solving for Adolescents



Walk family through hypothetical problem 

one step at a time.



It is okay for the therapist to contribute a 

few solutions.



After evaluating the plan:



You may need to go back to Step 1 or 2



It may be helpful to establish consequences
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Problem Solving for Children



Taking Action – Session 5



Inspecting

the problem:

– What’s the problem?



Discuss internal and external signs of a problem.

– Get psyched for doing the best you can.



List negative thoughts that could occur.



Generate positive coping thoughts to counter with.

– What are all the plans?



Develop multiple solutions to the problem.
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Problem Solving for Children



Inspecting the problem: (continued)

– Which is the best plan?



List both good and bad outcomes of each plan.

– Choose and do  it.

– How did it work?



Be aware – did you follow your plan?



Be flexible – do you need to change your plan?

– I did a good job! or I’ll try another plan.
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Problem Solving for Children



Teach students how to apply problem solving to 

different daily situations:

– Rehearse how to generate solutions.

– Include coping statements in their problem solving 

strategy to prolong positive emotions.

– Confront unpleasant emotions by using coping 

strategies – Catch the positive, let the negative go, etc.

– Recognize that they have the ability to make the 

situation better (self-efficacy).
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Problem Solving with Children

Taking Action – Summary of Sessions 5-9

–

A

lways find something to do to feel better

–

C

atch the positive

–

T

hink about it as a problem to be solved

–

I

nspect the situation

–

O

pen yourself to the positive

–

N

ever get stuck in the negative talk
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Problem Solving for Children



Help child relate each step of problem 

solving to an emotion



Emphasize “getting psyched up” for 

coping with unpleasant emotions



Help child recognize that they can take 

ACTION
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Activity Scheduling



Scheduling enjoyable and 

goal-directed activities 

into the child’s day



Assists withdrawn 

students with reengaging 

in pleasurable activities
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Activity Scheduling

Taking Action – Session 4.

– Student generates a list of pleasant activities.

– Clinician helps student select pleasant 

activities to do during the week.  



Ask students to be realistic about how many things 

they can do in a day.



Ask students to select activities they can control.
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Activity Scheduling

Taking Action – Session 4 (cont).

– Clinician explains how to monitor and record 

positive feelings during pleasant activity.

– Student notes problems faced while doing 

each activity.

– Use problem-solving techniques and coping 

strategies to overcome difficulties faced 

during each activity.
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Activity Scheduling



Provides the child with the opportunity to 

feel more effective as he or she completes 

tasks such as school projects



Child needs to be educated about the 

relationship between involvement in an 

activity and improvement in mood.
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V.  Scales/Measures
V.  Scales/Measures- Included in this section are a couple Depression assessment scales.

1) Center for Epidemiological Studies - Depression Scale for Children (CES-DC): Instructions for Use.

http://www.brightfutures.org/mentalhealth/pdf/professionals/bridges/ces_dc.pdf
2) Center for Epidemiological Studies – Depression Scale for Children (CES-DC):  Questionnaire.

http://www.brightfutures.org/mentalhealth/pdf/professionals/bridges/ces_dc.pdf
3) Robert Goodman’s Strength and Difficulties Questionnaire:  Self-Rated Scoring Form 

http://www.sdqinfo.com/ScoreSheets/e2.pdf
4) Robert Goodman’s Strengths and Difficulties Questionnaire:  Informant-Rated Scoring Form
http://www.sdqinfo.com/ScoreSheets/e1.pdf
5) Robert Goodman’s Strengths and Difficulties Questionnaire:  Parent scale for parents of children ages 4-10.

http://www.sdqinfo.com/questionnaires/american/ca6.pdf
6) Robert Goodman’s Strengths and Difficulties Questionnaire:  Teacher scale for teachers of children ages 4-10.

http://www.sdqinfo.com/questionnaires/american/ca9.pdf
7) Robert Goodman’s Strengths and Difficulties Questionnaire:  Student scale for children ages 11-17.

http://www.sdqinfo.com/questionnaires/american/ca11.pdf
8) Robert Goodman’s Strengths and Difficulties Questionnaire:  Parent scale for parents of children ages 11-17.

http://www.sdqinfo.com/questionnaires/american/ca7.pdf
9) Robert Goodman’s Strengths and Difficulties Questionnaire:  Teacher scale for teachers of children ages 11-17.

http://www.sdqinfo.com/questionnaires/american/ca10.pdf
10) Texas Department of Mental Health and Mental Retardation:  Monitoring Sheet for Depression.

http://reach-institute.net/documents/ShortGlad-PCToolkitforWeb.pdf             (page 109-110)
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VI.  Medication Management
VI.  Medication Management- This section has information on Depression medication and recommended dosage for each medication.

1) Texas Department of Mental Health and Mental Retardation – Antidepressant Medication and YOU (A-DEP) 

http://reach-institute.net/documents/ShortGlad-PCToolkitforWeb.pdf (page 104)

2) Texas Department of Mental Health and Mental Retardation – Antidepressant Medication and YOU (C-DEP)

http://reach-institute.net/documents/ShortGlad-PCToolkitforWeb.pdf (page 105)

3) AACAP – Psychiatric Medication for Children and Adolescents Part III:  Questions to Ask

http://aacap.org/page.ww?section=Facts%20for%20Families&name=Psychiatric%20Medication%20For%20Children%20And%20Adolescents%20Part%20III:%20Questions%20To%20Ask
4) Texas Department of Mental Health and Mental Retardation – Antidepressant Medication and Your Child

http://www.dshs.state.tx.us/mhprograms/23D.pdf
5) Tips for Teachers:  Medication and Depression
http://www.dshs.state.tx.us/mhprograms/43D.pdf
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Psychiatric Medication For Children And Adolescents Part III: Questions To Ask
No. 51; Updated November 2004

Medication can be an important part of treatment for some psychiatric disorders in children and adolescents.  Psychiatric medication should only be used as one part of a comprehensive treatment plan.  Ongoing evaluation and monitoring by a physician is essential.  Parents and guardians should be provided with complete information when psychiatric medication is recommended as part of their child's treatment plan.  Children and adolescents should be included in the discussion about medications, using words they understand.  By asking the following questions, children, adolescents, and their parents will gain a better understanding of psychiatric medications:

1. What is the name of the medication?  Is it known by other names? 

2. What is known about its helpfulness with other children who have a similar condition to my child? 

3. How will the medication help my child?  How long before I see improvement? When will it work? 

4. What are the side effects which commonly occur with this medication? 

5. Is this medication addictive?  Can it be abused? 

6. What is the recommended dosage?  How often will the medication be taken? 

7. Are there any laboratory tests (e.g. heart tests, blood test, etc.) which need to be done before my child begins taking the medication?  Will any tests need to be done while my child is taking the medication? 

8. Will a child and adolescent psychiatrist be monitoring my child's response to medication and make dosage changes if necessary?  How often will progress be checked and by whom? 

9. Are there any other medications or foods which my child should avoid while taking the medication? 

10. Are there interactions between this medication and other medications (prescription and/or over-the-counter) my child is taking? 

11. Are there any activities that my child should avoid while taking the medication? Are any precautions recommended for other activities? 

12. How long will my child need to take this medication?  How will the decision be made to stop this medication? 

13. What do I do if a problem develops (e.g. if my child becomes ill, doses are missed, or side effects develop)? 

14. What is the cost of the medication (generic vs. brand name)? 

15. Does my child's school nurse need to be informed about this medication? 

Treatment with psychiatric medications is a serious matter for parents, children and adolescents.  Parents should ask these questions before their child or adolescent starts taking psychiatric medications.  Parents and children/adolescents need to be fully informed about medications.  If, after asking these questions, parents still have serious questions or doubts about medication treatment, they should feel free to ask for a second opinion by a child and adolescent psychiatrist.
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VI.  Suicide Information
VI.  Suicide Information- This section has information on suicide and suicide prevention.
1) MSMHA – Suicide in Children and Adolescents:  Information for Clinicians

2) MSMHA – Suicide in Children and Adolescents:  Information for Parents and Caregivers

3) NASP – Preventing Suicide:  Information for Caregivers and Educators

http://www.nasponline.org/communications/spawareness/suicide_ho.pdf
4) NASP – Suicidal Students:  Intervening at School

http://www.nasponline.org/resources/intonline/HCHS2_lieberman.pdf
5) AACAP – Teen Suicide

http://www.aacap.org/cs/root/facts_for_families/teen_suicide
6) SPRC – Maryland Suicide Prevention Fact Sheet

http://www.sprc.org/stateinformation/PDF/statedatasheets/md_datasheet.pdf
7) UMB SMHP – Suicide Assessment Form

8) UMB SMHP – Contract for Safety

9) UMB SMHP – Safety Agreement

10) UMB SMHP – Getting Help
Maryland School Mental Health Alliance*

Suicide in Children and Adolescents

Information for School Clinicians

Definition
Suicide is the act of taking one’s own life.  Suicide is the third leading cause of death among youth ages 15-24 and it accounts for 12.3% of all deaths among 15-24 year olds.  Approximately 11 young people between the ages of 15-24 die every day by suicide and for every completed suicide by a youth, it is estimated that 100 to 200 attempts are made.  Specifically, in 2005 in Maryland, there were 86 deaths attributed to suicide among persons aged 10-25 years old. 
Why do we care?
Health care professionals are not only here to help suicidal youth recover after an attempt or a threat, but they also play an important role in preventing suicide or suicidal thoughts from happening in the first place.  It is important that health care professionals educate the public so that adults who are in contact with suicidal children/adolescents can identify the warning signs and risks associated with suicide and get the child the help that he/she needs.
Warning Signs:

· Depressed mood
· Frequent episodes of running away or being incarcerated
· Family loss or instability, significant problems with parent
· Expressions of suicidal thoughts, or talk of death or the afterlife during moments of sadness or boredom
· Withdrawal from friends and family
· Difficulties in dealing with sexual orientation
· No longer interested in or enjoying activities that once were pleasurable
· Unplanned pregnancy
· Impulsive, aggressive behavior, frequent expressions of rage.
· Alcohol and/or drug abuse

· Engaging in high risk behaviors (e.g., fire-setting, involvement in cults/gangs, cruelty to animals).

· Social isolation and poor self-esteem.

· Witnessing or being exposed to family violence or abuse.

· Having a relative who committed or attempted suicide.

· Being preoccupied with themes and acts of violence in TV shows, movies, music, magazines, comics, books, video games, and internet sites.

· Giving away meaningful belongings.

Risk Factors:
· Individual factors (e.g., difficult temperament as an infant, low intelligence, hyperactivity, impulsivity, and attention problems) 

· Home factors (e.g., lack of parental emotional support and involvement, little parental monitoring of activities, and harsh and inconsistent discipline).

· Peer factors (e.g., peer rejection in childhood or friendships with antisocial peers during the teenage years). 

· School factors (e.g., poor school achievement and school failure)

· Community and societal factors (e.g., poverty, joblessness, discrimination, societal acceptance of aggression, exposure to violence in the community or media, and easy availability of drugs, alcohol and firearms in the neighborhood). 

What can we do about it?
Responding to a suicidal child:
· Be aware of the warning signs and risk factors (listed above).
· Directly ask about suicidal thoughts, actions, and plans.  Try to determine whether the adolescent has the means (e.g., whether he/she has access to a weapon or lethal medications), the intent (e.g., whether he/she has a specific time and place in mind; seriousness of threat), and method (e.g., plan of action; how they plan on doing it) to carry out a suicide plan.  Adolescents with a well-thought-out plan that includes method, place, time, and clear intent are at high risk. 

· Immediate mental health evaluation is necessary for any child or adolescent who has a plan or who is at risk for suicide, and also describes suicidal thoughts. If you believe once you have completed your own evaluation that more intensive services are needed, you should help to coordinate a transfer to an emergency room. If the child has an outside provider, it is important to include that person in the plan.

· Although confidentiality is important in adolescent health care, for adolescents at risk to themselves or others, confidentiality must be breached. Health care providers need to inform the appropriate persons (e.g., parents, principals, teachers) when they believe a child or adolescent is at risk of suicide. Parents should be explicitly told to remove firearms and lethal medications from the household. 

· A safety contract/crisis plan should be developed.  Set up a safety contract that consists of what should occur if the child has suicidal thoughts, who he/she can go to for help, and other contacts (e.g., calling 911) if he/she has these thoughts outside the counseling setting or if no one is around who can help.  Make sure that the parent and the contacts chosen by the child are aware of the contract and what their role is in helping the child.

· If the child appears to be in imminent danger, do not leave the child alone.  If the child is stable, continue to meet with the child on a regular basis.  Offer hope, promote catharsis, reconnect/mobilize a support system, help the client to cope, set routines, and promote the protective factors in the child’s life.

· Get assistance if needed.  Some crises might be more extreme than originally anticipated.  If you need assistance, take the time to consult with colleagues and to ask for help if it is needed.
Preventing Suicide:

· Properly inform school staff of the warning signs and risk factors of suicide and have them report any signs right away.
· Serve as a resource for parents, teachers, school personnel, clergy, and community groups that work with youth about the issues of adolescent suicide, sharing information about warning signs and risk factors for suicide.  Also discuss with parents the risk of firearms and lethal medications kept in the home as specifically related to adolescent suicide.

· Routinely screen youth, asking questions about depression, suicidal thoughts, and other risk factors associated with suicide.  Also ask whether firearms and/or lethal medications are kept in the home. 

· Become familiar with community, state, and national resources that are concerned with youth suicide, including mental health agencies, family and children's services, crisis hotlines, and crisis intervention centers. 
Helpful Forms and Handouts:

· American Academy of Child and Adolescent Psychiatry 
· Suicide Prevention and Youth: Saving Lives
http://www.aacap.org/galleries/LegislativeAction/SuicideH.PDF 
· National Association of School Psychologists: 

· Preventing Suicide: Information for Families and Caregivers. http://www.naspcenter.org/resourcekit/suicide2004_rk.html
· Texas Department of State Health Services: http://www.dshs.state.tx.us/mhprograms/CMAPmddED.shtm
· Suicide: What should a parent know?: http://www.dshs.state.tx.us/mhprograms/78D.pdf
· Suicide: What should I know? (for adolescents): http://www.dshs.state.tx.us/mhprograms/79D.pdf
· Youth Suicide Prevention Program:
· Information for Parents
                  http://www.yspp.org/publicAwareness/parents/parentAwareness.htm
Resources:

· American Foundation for Suicide Prevention: http://www.afsp.org 
· National Center for Injury Prevention and Control: http://www.cdc.gov/ncipc/factsheets/suifacts.htm
· National Strategy for Suicide Prevention (NSSP) in Maryland:  http://www.mentalhealth.samhsa.gov/suicideprevention/stateprograms/Maryland.asp
· National Youth Violence Prevention Resource Center: http://www.safeyouth.org/scripts/faq/respdepress.asp
· Preventing Suicide Network: http://www.preventingsuicide.com/onlinetools.asp
· Suicide Awareness\Voices of Education (SA\VE): http://www.save.org/
· Suicide Guidelines for School Personnel: http://www.maine.gov/suicide/about/ 
· Suicide Information & Education Centre (SIEC): http://www.suicideinfo.ca/
· Suicide Prevention: A Public Health Approach: http://www.sprc.org/library/phasp.pdf 

· Suicide Prevention Resource Center:  Maryland State Page:  http://www.sprc.org/stateinformation/statepages/maryland.asp
· Suicide reference library: http://www.suicidereferencelibrary.com
· Suicide Risk Questionnaire: http://www.stopasuicide.org/signs.html
· The Maryland Suicide Prevention Model:  http://www.sprc.org/stateinformation/PDF/stateplans/plan_md.pdf
· Youth Suicide Prevention Guide: http://theguide.fmhi.usf.edu/
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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Suicide in Children and Adolescents

Information for Parents and Caregivers

Definition

Suicide is the act of taking one’s own life.  Suicide is the third leading cause of death among youth ages 15-24 and it accounts for 12.3% of all deaths among 15-24 year olds.  Approximately 11 parents/caregivers lose a child (between the ages of 15-24) to suicide every day and for every completed suicide by a youth, it is estimated that 100 to 200 attempts are made.  Specifically, last year (2005) in Maryland, there were 86 families who lost a child between the ages of 10-25 to suicide.  However, building strong family relationships, having the knowledge of the risks and warning signs of suicide/depression, and having access to prevention and intervention resources will often decrease the likelihood of suicide.  
Why do we care?

Warning signs may include:
· Depressed mood
· Frequent episodes of running away or being incarcerated
· Family loss or instability, significant problems with parent
· Expressions of suicidal thoughts, or talk of death or the afterlife during moments of sadness or boredom
· Withdrawal from friends and family
· Difficulties in dealing with sexual orientation
· No longer interested in or enjoying activities that once were pleasurable
· Unplanned pregnancy
· Impulsive, aggressive behavior, frequent expressions of rage.
· Alcohol and/or drug abuse

· Engaging in high risk behaviors (e.g., fire-setting, involvement in cults/gangs, cruelty to animals).

· Social isolation and poor self-esteem.

· Witnessing or being exposed to family violence or abuse.

· Having a relative who committed or attempted suicide.

· Being preoccupied with themes and acts of violence in TV shows, movies, music, magazines, comics, books, video games, and internet sites.

· Giving away meaningful belongings.

IMPORTANT: Some children may exhibit many warning signs yet appear to be coping with their situation and others may show no signs and yet still feel suicidal.  The only way to know for sure is to ask your child and to consult a mental health professional. 

What can you do about it?
· Ask your child directly if he/she is considering suicide.  Ask whether he/she has made a specific plan and has done anything to carry it out.  Explain the reasons for your concerns. Listen openly to your child, tell your child that you care deeply and that no matter how overwhelming his or her problems seem, help is available.

· Immediately get your child professional help from a doctor, community health center, counselor, psychologist, social worker, youth worker, or minister.  You can also call 1-800-SUICIDE or look in your local phone book for suicide hotlines and crisis centers. 

· If your child is in immediate danger, call 911 or take your child to the emergency room.  If your child has a detailed plan or appears acutely suicidal and will not talk, he or she could be in immediate danger and it is important to get help right away.  Do not leave your child alone, and seek help immediately.

· Learn the warning signs, risks and other factors associated with suicide especially if your child has made suicidal attempts or threats in the past.
· Offer support to your child.  Make sure your child knows that you are there for him/her, encourage him/her to seek you out in times of need, and if you are not there at the time when your child feels depressed or suicidal, have another support person to go to for help.
· Secure any firearms or dangerous weapons away from the child and preferably remove them from the house.
Helpful Forms and Handouts:

· American Academy of Child and Adolescent Psychiatry 
· Suicide Prevention and Youth: Saving Lives
http://www.aacap.org/galleries/LegislativeAction/SuicideH.PDF 
· National Association of School Psychologists: 

· Preventing Suicide: Information for Families and Caregivers. http://www.naspcenter.org/resourcekit/suicide2004_rk.html
· Texas Department of State Health Services: http://www.dshs.state.tx.us/mhprograms/CMAPmddED.shtm
· Suicide: What should a parent know?: http://www.dshs.state.tx.us/mhprograms/78D.pdf
· Suicide: What should I know? (for adolescents): http://www.dshs.state.tx.us/mhprograms/79D.pdf
· Youth Suicide Prevention Program: 
· Information for Parents
                    http://www.yspp.org/publicAwareness/parents/parentAwareness.htm
Additional resources:

· American Foundation for Suicide Prevention: http://www.afsp.org 
· Suicide Information & Education Center (SIEC): http://www.suicideinfo.ca/
· Suicide Myths: http://www.yfcs.org/suicide.htm
· Suicide reference library: http://www.suicidereferencelibrary.com/
· Yellow Ribbon Suicide Prevention Program for Parents: http://www.yellowribbon.org/Msg-to-Parents.htm 

References:

· National Youth Violence Prevention Resource Center: http://www.safeyouth.org/scripts/faq/respdepress.asp
· Suicide Awareness\Voices of Education (SA\VE): http://www.save.org/
*Developed by the Center for School Mental Health Analysis and Action (http://csmha.umaryland.edu) in collaboration with the Maryland School Mental Health Alliance (http://www.msmha.org).
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Teen Suicide
No. 10; Updated July 2004

Suicides among young people continue to be a serious problem. Each year in the U.S., thousands of teenagers commit suicide. Suicide is the third leading cause of death for 15-to-24-year-olds, and the sixth leading cause of death for 5-to-14-year-olds. 

Teenagers experience strong feelings of stress, confusion, self-doubt, pressure to succeed, financial uncertainty, and other fears while growing up. For some teenagers, divorce, the formation of a new family with step-parents and step-siblings, or moving to a new community can be very unsettling and can intensify self-doubts. For some teens, suicide may appear to be a solution to their problems and stress. 

Depression and suicidal feelings are treatable mental disorders. The child or adolescent needs to have his or her illness recognized and diagnosed, and appropriate treatment plans developed. When parents are in doubt whether their child has a serious problem, a psychiatric examination can be very helpful. Many of the symptoms of suicidal feelings are similar to those of depression. 

Parents should be aware of the following signs of adolescents who may try to kill themselves: 

· change in eating and sleeping habits 

· withdrawal from friends, family, and regular activities 

· violent actions, rebellious behavior, or running away 

· drug and alcohol use 

· unusual neglect of personal appearance 

· marked personality change 

· persistent boredom, difficulty concentrating, or a decline in the quality of schoolwork 

· frequent complaints about physical symptoms, often related to emotions, such as stomachaches, headaches, fatigue, etc. 

· loss of interest in pleasurable activities 

· not tolerating praise or rewards 

A teenager who is planning to commit suicide may also: 

· complain of being a bad person or feeling rotten inside 

· give verbal hints with statements such as: I won't be a problem for you much longer, Nothing matters, It's no use, and I won't see you again 

· put his or her affairs in order, for example, give away favorite possessions, clean his or her room, throw away important belongings, etc. 

· become suddenly cheerful after a period of depression 

· have signs of psychosis (hallucinations or bizarre thoughts) 

If a child or adolescent says, I want to kill myself, or I'm going to commit suicide, always take the statement seriously and immediately seek assistance from a qualified mental health professional. People often feel uncomfortable talking about death. However, asking the child or adolescent whether he or she is depressed or thinking about suicide can be helpful. Rather than putting thoughts in the child's head, such a question will provide assurance that somebody cares and will give the young person the chance to talk about problems. 

If one or more of these signs occurs, parents need to talk to their child about their concerns and seek professional help when the concerns persist. With support from family and professional treatment, children and teenagers who are suicidal can heal and return to a more healthy path of development.

For more information, see Facts for Families:
#3 Teens: Alcohol and Other Drugs
#4 The Depressed Child
#37 Children and Firearms
#38 Bipolar Disorder in Children and Teens
#00 Definition of a Child and Adolescent Psychiatrist
 

See also: Your Child (1998 Harper Collins) / Your Adolescent (1999 Harper Collins)

Click here to order Your Child from Harper Collins
Click here to order Your Adolescent from Harper Collins
Excerpts from Your Adolescent on Teen Suicide
 

That a teenager could be so unbearably unhappy that he would choose to kill himself is something that’s almost too painful for a parent to examine. But with the increasing prevalence of teen suicide, no parent can afford to ignore the possibility.

 

Before the mid-1970s, suicide by adolescents appeared to be a rare event; now one out of ten teens contemplates suicide, and nearly a half million teens make a suicide attempt each year. Sadly, suicide has become the third leading cause of death for high-school students. Indeed, the actual rate of death by suicide may be higher, because some of these deaths have been incorrectly labeled “accidents.”
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
University of Maryland at Baltimore

School Mental Health Program

Suicide Assessment Form



STUDENT:







DATE:




REFERRAL SOURCE:










1) Circumstances Preceding Referral:


Stressors/Precipitants from Student’s Perspective:

2) Ideation

When did student begin to consider suicide?

How often does student think about suicide? 
times per hour/day/week

What does the student say to him/herself when thinking about suicide?

3) Current Plan


___ yes

___ considering means/vague

___ no


Specify:   Time frame





Place





Means













Access to means











Self-mutilating behavior?










4) Intent

___ denies

___ endorses

___ unclear/passive

___ evasive

In client’s own words, how serious is s/he about enacting suicidal gestures?

5) Attitude Toward Living/Dying

___ wants to live, gives tangible reasons
___ is not sure, comparable reasons for living and reasons for dying

___ wants to die, sees no reasons for living


Describe: 

6) Presence of Hope

___ believes things can/will be better in future

___ does not believe things can improve

Describe any things client is looking forward to in immediate/distant future: 

(e.g., romantic interest’s phone call tonight, cousin’s baptism tomorrow, camping trip, 10th birthday in one month)

7) Past Ideation and Attempt/s

When?











Frequency?





Plan?





History of attempts or risky/self-harmful behavior:

8) Judgment/Impulsivity

___ believes can control own actions

___ afraid s/he will be driven to do something


___ augmenting factors? (check)
__ regular drug/alcohol use

__ occasional drug/alcohol use







__ hx. impulse control problems (e.g., ADHD, mania)







__ hx. thought problems or low functioning (cognitive)

Summary   

9) Risk and Mitigating Factors

 
   
Risk





    Mitigating




___ frequent/intrusive ideation



___ supportive family


___ planfulness





___ friends/social network available


___ access to lethal means



___ supervision by parent/trusted adult


___ clear intent





___ activities/plans in near future


___ bias toward death




___ hope regarding future


___ hopelessness




___ feels valued by friends/family


___ feels isolated




___ willing to contract for safety


___ present suicidal gestures or self-mutilation

___ no history of self-harmful behavior


___ history of suicidal ideation


___ history of attempt/self-harm


___ family history of suicide


___ history of friend’s suicide/contagion



___ poor judgment (can include poor/immature understanding of death)


___ impulsive behavior

10) Immediate Intervention procedures
Check all that are applicable:

___ School principal was notified.  
Date:


  
Time:



___ Parent/s was notified.  

Date:



Time:




___ Certified letter mailed because parent could not be contacted.
Date:




​​___ Meeting with parent/s arranged.
Date:



Time:



___ Student given hotline number:

___ Student linked with other staff for additional support:

___ Student encouraged (how) to use support network:

___ Additional safeguards to prevent access to lethal means:

___ Student referred to outside agency:

___ Outside agency notified:

___ Student escorted to/met at ER.
Date:



Time:







Hospital:



Inpatient? __ yes __no

___ Safety plan established via written Contract for Safety (see attached)


__ Student able to explain positive aspects of living/express hope/future orientation.


__ Student has person/s or agency/ies can contact if does not feel safe.


__ Student understands steps to take if does not feel safe.


__ Student willing to sign document.

11) Follow-Up

___ Clinician will phone student/guardian
___ Clinician will meet with student/guardian

___ Clinician will contact agency:




Date:




12) Case Disposition:
when situation is stabilized
​​_













Clinician Signature/Degree





Date


University of Maryland at Baltimore

School Mental Health Program

Contract for Safety



Name








Date




Today, I have said some things about death or about hurting myself that have made others concerned about my safety.  Others have told me how valuable my life is, but they want to make sure that I know how valuable my life is.  I will complete this contract with a caring adult in order for us both to feel comfortable that I value my life and that I know what to do if I start feeling like I could harm myself again. 

Things I can do or tell myself to make myself feel better: clinician can assist

People who care about me that I can call when I feel overwhelmed:

NAME




 RELATIONSHIP

 NUMBER

Hotline number/s I can call:


AGENCY


NUMBER

 
HOURS OF OPERATION


National Hopeline Network

1-800-SUICIDE 

24 hours/7 days per week

(www.hopeline.com)

(1-800-784-2433)

Maryland Youth Crisis Hotline
1-800-422-0009

24 hours/7 days per week

Baltimore Crisis Response, Inc.
(410) 752-2259

24 hours/7 days per week






(410) 752-2272






1-800-422-0009



First Step Youth Services 

(410) 521-3800

M-Th 9a-9p/F 9a-4p (









answering machine 

* You can always call  911  to ask for help.  Tell the operator you are in suicidal danger.















I will not hurt myself.  


I will do one or more of the following instead of hurting myself:

1)
I can come to 



‘s office in 


 to talk about 

my feelings.

2) I can talk to a teacher, family member, or other trusted adult about my feelings (see 

List).

3)
I can do or tell myself some of the things I wrote down on the first page.

4)
I can call one of the hotline numbers listed on page 1 or can call 911.

5)
I can ask someone to take me to the hospital.  If no one is around, I can call 911.  

The hospital is a safe place where I can get help and can be safe from hurting 

myself.  University of Maryland’s Pediatric Emergency Department is located at

22 South Greene St; Baltimore, MD 21201.  The number there is (410) 328-6722

By signing this safety contract in the presence of a counselor, I agree to take positive actions whenever I feel like hurting myself.  I will not hurt myself or try to kill myself.  I will be near people who can help me or will be able to make a phone call if I need to contact people who can help me.

Student







Date

Witness/School Mental Health Clinician



Date


University of Maryland at Baltimore

School Mental Health Program

Safety Agreement


This is an agreement between my counselor, 







and myself, 





 , to help keep me safe from harm.

1) I agree that if I have thoughts about physically hurting myself or 

anyone else while I am at school, I will tell my counselor or 

teacher.

2) If I am at home and I have these thoughts, I agree to tell one of 

my adult supports*, OR call the Maryland Youth Crisis Hotline at

1-800-422-0009, OR call 911.

3) Signing my name on this paper means that I agree not to hurt 

myself or anyone else. 

I understand that my counselor wants to make sure that I am safe and that others around me are safe.  This means that my counselor may need to talk to my parent or guardian to make sure I am safe when I am not at school.  Also, my counselor may need to call 911 or may need to escort me to the hospital.  If I have threatened to harm a certain person, sometimes my counselor will need to tell this person about it to protect the other person’s safety.  

My counselor and I can talk about what information is private and what things we need to let others know about.

Student







Date

Witness/School Mental Health Clinician


Date


Getting Help


*SUPPORTS are people that are there for you when you need them.  You can talk to them and share your feelings with them.  Most importantly, you can go to them for help.  

If you are looking at this with a counselor right now, your counselor is one example of an adult support in your school.  You might have family members, neighbors, or teachers that are also supports for you.  

It is good to know who can support you at school AND who can support you at home.

Who are three adults who you can talk to when you are at home (not in school)?

1) Name:






     Phone #





2) Name:






     Phone #





3) Name:






     Phone #





Who are 2 adults (other than your counselor!) you can talk to at school?

1) Name:






     Phone #





AGENCY


    NUMBER

HOURS OF OPERATION


National Hopeline Network   1-800-SUICIDE 
   24 hours/7 days per week

(www.hopeline.com)

    (1-800-784-2433)

Maryland Youth Crisis Hotline
1-800-422-0009
   24 hours/7 days per week

Baltimore Crisis Response, Inc.
(410) 752-2259
   24 hours/7 days per week






(410) 752-2272






1-800-422-0009



First Step Youth Services 
(410) 521-3800

M-Th 9a-9p/F 9a-4p (









answering machine 

* You can always call  911  to ask for help.  Tell the operator you are in suicidal danger.


1)
I can come to 



‘s office in 


 to talk 

about my feelings.

3) I can talk to a teacher, family member, or other trusted adult about my feelings (see List).

3)
I can do or tell myself some of the things I wrote down on the first page.

4)
I can call one of the hotline numbers listed on page 1 or can call 911.

5)
I can ask someone to take me to the hospital.  If no one is around, I can call 

911.  The hospital is a safe place where I can get help and can be safe from 

hurting myself.  University of Maryland’s Pediatric Emergency Department is 

located at 22 South Greene St; Baltimore, MD 21201.  The number there is 

(410) 328-6722.

By signing this safety contract in the presence of a counselor, I agree to take positive actions whenever I feel like hurting myself.  I will not hurt myself or try to kill myself.  I will be near people who can help me or will be able to make a phone call if I need to contact people who can help me.

Student







Date

Witness/School Mental Health Clinician



Date
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