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618 Part VIII

In this final chapter, we summarize important
policy implications of the commission reports
and highlight steps they suggest to advance the
healthy development of America’s youth. There-
portts provide a hopeful assessment of our ability
to {reat the most prevalent adolescent disorders.
At the same time, enormous hurdles remain in
our ability to deliver these treatments, and our
knowledge base of effective treatments still has
important gaps. These considerations suggest
that we face formidable challenges if we wish to
ensure the healthy development of our youth.
Nevertheless, our ever-growing understanding of
environments that encourage healthy develop-
ment bodes well for our future ability to both
treat and prevent adolescent mental disorder.

TREATMENT WORKS

The good news in the commission reports is that
the most common disorders (anxiety and de-
pression) have effective treatments that can help
more than 70% of those who are afflicted. Those
who do not respond to particular treatments
can be given alternative therapies that can raise
the success rate even higher, Although combi-
nation treatments involving both drugs and
psychotherapy are often most effective, it is also
the case that psychotherapy, in particular
cognitive-behavior (CBT) or interpersonal (IPT)
approaches, can reduce symptoms and lead to
improvement without the use of medication.
There is also progress in the treatment of the
less prevalent conditions. Treatments for bipolar
disorder have a high success 1ate, and therapeu-
tic interventions for anorexia nervosa can lead
to recovery from this iliness. Early intervention
can also benefit those with schizophrenia, re-
ducing the severity of the illness and leading to

better adaptation to the disorder. Since many

with severe mental disorders are at risk for sui-
cide; these interventions can be not only life al-
tering but also life saving.

As discussed below, the findings also have im-
portant implications for the reduction of stigma
associated with mental illness. Public awareness
of the effectiveness of treatment for mental dis-
orders should increase the willingness of parents
and youth to seek treatment before illness pro-
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gresses. Stigma reduction throughout Society
should also increase the likelihood that those
who have been successfully treated will lead pro-
ductive and satisfying lives.

RECENT DEVELOPMENTS IN THE USE of
MEDICATION TO TREAT ADOLESCENT
DEPRESSION

As this book goes to press, there is vigorous dis.
cussion about the safety and efficacy of ang.
depressants in particular, selective serotonin
reuptake inhibitors (SSRIs), for treatment of ad-
olescent depression. Many clinical trials sup-
ported by the pharmaceutical industry suggest
the potential for adverse events in the use of
SSR1s, including increased suicidal ideation and
suicide attempts (Harris, 2004a, b). Unfortu-
nately, these trials were often kept from public
view. This has led to increased pressure to make
all clinical trials involving drugs available for
public inspection. In addition, an FDA panel has
determined that these trials support the conclu-
sion that SSRIs may carry an increased risk for
suicidal ideation or behavior for a small propor-

‘tion of users (perhaps 2 or 3%) and as a result

labels warning of these effects will now be placed
on all antidepressants (FDA, 2004).

A recent trial with adolescents suffering from
major depression (Glass, 2004; March et al,
2004) indicated that treatment with a particular
SSRI (Prozac) was less likely to produce adverse
events when combined with CBT. Based on this
evidence as well as considerable research sug-
gesting the effectiveness of CBT as well as IPT
with adolescents (reviewed by the depression-
bipolar commission), it may be that combined
treatment is the best approach for adolescernts
who present with depression and suicidal
thoughts or behaviors. Since many physicians
and mental health providers may not be trained
to deliver CBT or IPT, there is a clear need to in-
crease the number of practitioners who can pro-
vide these alternatives. Use of CBT or IPT may be
the preferred alternative for less severe cases,
since it has proven efficacy and does not run the
risk of increased suicidal behavior.

It is encouraging to note the appearance of
several initiatives designed to increase publicac-



cess to the results of clinical trials evaluating the
effects of therapeutic interventions. Eleven ma-
jor medical journals have established a policy re-
quiring the registration of such trials at incep-
tion before findings can be considered for
publication (DeAngelis, Drazen, Frizelle, Haug,
Hoey, Horton, et al,, 2004). The American Med-
ical Association has endorsed the concept of a
federally mandated registry of clinical trials
(Council of Scientific Affairs, 2004). Legislation
mandating registration has been introduced in
both the House and Senate (Fair Access to Clin-
jcal Trials Act, 2004). All of these efforts encour-
age greater use of the existing federally-
sponsored but voluntary repository of clinical
trails, www.clinicaltrials.gov. We look forward to
the eventual open access to all results regarding
the efficacy of medication and other therapiesas
well as reports of adverse reactions experienced
following regulatory approval.

TREATMENT FOR SUBSTANCE ABUSE

Treatment for drug dependence in adolescents
raises a host of issues because some drugs of de-
pendence (e.g., marijuana) are banned by law
and their use is treated as criminal behavior. This
is unfortunate because dependence on most

drugs can be successfully treated if the fanhly is

involved in the therapy (see Chapter 18). Fur-
thermore, drug dependence is often comorbid
with other mental conditions that would benefit
from treatment as a medical problem rather than
as criminal behavior. Because the treatinent sys-
tem for substance abuse is not integrated with
treatment for mental conditions (see below),
those with both suffer needlessly.

EARLY DETECTION AND TREATMENT AS A
PREVENTION STRATEGY

It is now clear that most cases. of adult mental
disorders make their first appearance prior to or
during adolescence (Kim-Cohen, et al., 2003;
Roza, Hofstra, van der Ende, & Verhulst, 2003).
This reality makes the early detection and treat-
ment of mental disorders even more critical (see
also The President’s New Freedom Commission
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on Mental Health, 2003). The earlier a condition
is identified and treatment begun, the less seri-
ous the course of iliness and the lower the like-
lihood that it will disrupt healthy adolescent de-
velopment. This is particularly important for
substance dependence, including smoking, be-
cause there is evidence of nervous system plas-
ticity during adolescence. A drug habit learned
early produces brain changes that may be life-
long. If early detection and treatment of mental
disorders were the norm, the possibility of re-
ducing subsequent disorder would be increased.
Furthermore, given the high rates of mental dis-
orders as precursors to suicide, their early treat-
ment would boost our chances of preventing this
fatal outcome in youth.

Because it is clear that early detection and re-
ferral for treatment should be a high national
priority, it is disappointing to learn from re-
search conducted as part of the commissions
{Chapters 30 and 31) that the primary care sys-
tem and schools are inadequately prepared to
meet this challenge. Primary care physicians are
not trained to detect mental disorders or sub-
stance abuse problems, and most do not employ
screening programs to identify youth at risk for
these conditions. A similar situation exists in the
schools where mental health professionals do
not have the resources to identify youth at risk
for problems. As a result, schools do not inter-
vene until illnesses progress and come to the at-
tention of staff. Unfortunately, the most com-
mon disorders in adolescence (d(;pression,
anxiety, and substance abuse) are not as easily
recognized as conduct disorder and attention-
deficit hyperactivity disorder (ADHD), condi-
tions that make their first appearance in the .
elementary years. Waiting until adolescent con-
ditions seriously interfere with school perfor-
mance forestalls treatment and reduces the odds
of successful recovery.

Treatment systemns also are poorly designed
for delivering care to adolescents. The most glaz-
ing example of this, treatment for substance
abuse, is a case study of inadequate response to
a large but potentially manageable problem
(Chapter 29). The long-standing dichotomy be-
tween treatment for drug dependence and other
mental conditions creates a barrier that prevents
comprehensive treatment. Since substance abuse
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and mental conditions often co-occur, they
should be treated within the same service sys-
tem. Furthermore, substance dependence treat-
ment programs often employ ineffective inter-
ventions despite the existence of evidence-based
therapies (involving the family) that can pro-
duce greater treatment adherence and success.

The integration of treattnent services (mental
health, addiction treatment, behavioral health)
across different practitioners in different settings
(primary care, specialty care, schools, juvenile
justice) requires coordination that is difficult to
achieve under the current health care system.
New systems of treatment for mental health that
integrate services are sorely needed. As noted in
Chapter 28 by Hoagwood, several states, most
notably Hawaii, Michigan, and New York, are at-
tempting to implement new public programs
that include evidence-based treatments and are
coordinating structures to ensure that youth are
effectively served. We await further evaluations
of these programs to see if they can solve the
service fragmentation problems that have
plagued mental health treatment for both youth

- and adults.

UNIVERSAL PREVENTION

- Aside from early detection of mental disorders,
there is growing evidence that universal preven-
tion programs in schools and other youth set-
tings can help to increase resilience to stress and
encourage healthy growth and decision making.
The evidence in the case of drugs and alcohol as
well as depression is particularly encouraging
(see Chaptess 3, 19, and 26). Suicide prevention
programs are also showing encouraging signs
(see Chapter 24). However, in our recommen-
dations for further research (below), we observe
that much remains to be learned about these
prograrms.

INSURANCE COVERAGE

No discussion of treatrment problems can
ignore the weaknesses in insurance coverage
for mental health. The Mental Health Parity
law that went into effect in 1998 is due for re-
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newal in 2004, and several changes haye been
proposed in the latest legislation to make cgy.
erage of mental health conditions more incly-
sive. Achievement of full parity is an importan,
policy goal. As a report by the Congressional
Research Service notes (Redhead, 2003), “Re.
quiring parity for mental health benefits estap.
lishes a uniform ‘floor’ of mental health cqy.
erage across all plans.” This has the desirabje
effect of reducing wasteful competition among
health-insurers to attract the least risky policy.
holders. In addition, experience in the imple-
mentation of full parity in federal health in-
surance programs indicates that the short-term
increases in costs are small (about 1.6% in fee-
for-service plans and less than 1% in managed
care) (Redhead, 2003). Hence, short-term cost
does not appear to be a barrier to the imple-
mentation of full parity for mental health
services, and the long-term cost savings and
benefits to consumers should make parity cost-
effective.

Despite the importance of parity legislation,
this policy effort also has serious limitations. At
least 15% of Americans have no health insurance
coverage whatsoever (Mills & Bhandad, 2003).
This means that nearly 12% of youth under the
age of 18 and 30% of young people between the
ages of 18 and 24 without coverage will not be
helped by parity. In addition, parity legislation
affects only those whose insurance already in-
cludes coverage for mental health, and it does
not cover treatment for substance dependence
(Redhead, 2003). Hence, even if the current par-
ity legislation were enacted, it would not solve
the problems inherent in the current system of
treatrnent for mental health.

A potentially favorable development in the
search for sohutions to inadequate mental health
coverage is the prospect that managed care pro-
grams, which now cover more than half of youth
(Glied & Neufield, 2001), will evolve to ade-
quately ensure treatment for mental conditions.
One approach adopted by managed care in-
volves the use of specialized services or “carve-
outs” for behavioral treatment. Through this ap-
proach, costs for mental health services can be
contained while patients are directed to appro-
priate care by specialists (Conti, Frank, & Mc-
Guire, 2004). In principle, the short-term costs of




mental health services can be effectively man-
aged. Nevertheless, it remains to be seen if man-
aged care can adequately accommodate youth
who require more long-term treatment to either
complete a full course of psychotherapy or main-
tain treatment and avoid relapse (Glied & Neu-
field, 2001; Kelleher, Scholle, Feldman, & Nace,
1999). ’

Another challenge for managed care and
other insurance plans is to identify those prac-
titioners who can treat adolescent mental prob-
lems effectively. Surveys of both primary care
providers and school mental health profession-
als indicate widespread dissatisfaction with the
quality of care available in local communities for
adolescents having the disorders studied by our
commissions. The effectiveness of early detec-
tion and freatment of adolescent mental disor-
ders is thus limited. There is an urgent need to
increase the pool of providers able to deliver
evidence-based treatments to youth so that
availability of such services is no longer a barrier
to referral by schools and primary care providers.
School mental health professionals and nurses as
well as primary care providers need links with
quality treatment centers to which they can refer
adolescents in need.

STIGMA OF MENTAL DISORDER

Research conducted by Penn and colleagues
(Chapter 27) indicates that young people hold
stigmatizing beliefs about mental disorders and
that these beliefs can influence their treatment
decisions. If youth feel that they will be stigma-
tized for seeking treatment, they will resist com-
ing forward when experiencing symptoms. One
approach to reducing this dysfunctional re-
Sponse is to increase public awareness of the ef-
ficacy of treatment for mental disorders. If ado-
lescents (and their parents) recognize the
potential effectiveness of early detection and
freatment, they may be more inclined to seek
help from providers who are seen as effective in
treating their problems. Hence, through aware-
ness of treatment efficacy, the effects of stigma-
tizing beliefs may be moderated and youth en-
Couraged to seek help from providers.
Educating the public about the effectiveness
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of treatment and the reality that persons with

mental disorders can lead productive lives is a
strategy that deserves the support of the advo-
cacy community and government agencies. The
current mental health media campaign spon-
sored by the Substance Abuse and Mental Health
Services Administration (SAMHSA) as part of its
Elimination of Barriers Initiative (2004) is one
example of such an effort.

RESEARCH NEEDS

Estimates of the economic costs of mental and
substance abuse disorders in the United States
are in excess of $200 billion per year (Redhead,
2003; U.S. Department of Health and Human
Services, 1999). By increasing our ability to pre-
vent and treat these disorders in young people,
we have the potential to reduce this burden sig-
nificantly while substantially increasing the na-
tion’s welfare. We see two kinds of research op-
portunities for improving our ability to prevent
and treat mental disorders in youth. At the pro-
cedural level, there ate many unanswered ques-
tions about appropriate protocols and systems
for treatment. Although we have treatments that
work, we still don‘t know enough about the best
ways to combine treatments for maximum effect
or the optimal ways to withdraw treatments
without leading to relapse. We also need more
research on the best ways to treat persons with
comorbid conditions, especdially addiction.
Moreover, we have no direct evidence of efficacy
for the treatment of some adolescent anxiety
and eating disorders, and schizophrenia still re-
mains a treatment challenge.

We also know that universal prevention of
some conditions is possible (Chapters 3 and 19)
and that the healthy development of youth can
be enhanced considerably using positive youth
development strategies (see Chapter 26). Never-
theless, much remains to be learned about inte-
grating effective programs into schools and com-
munites in a cost-effective way. The promise of
positive psychology is still untested and requires
more research.

We also lack knowledge of the best ways to
conduct screening of youth in schools and pri-
mary care settings so that care is delivered to
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them. Many young people identified in screen-
ing programs as needing services fail to seek
them. There are several promising models (dis-
cussed by the suicide commission) but not
enough evidence about their efficacy or ability
to be taken to scale to permit widespread adop-
ton. )

A second major opportunity for research is to
increase our understanding of the multiple path-
ways to both healthy and unhealthy develop-
ment. Because we know little about the ways in
which disorders unfold, it is difficult to design
appropriate interventions at the earliest signs of
disorder. One shortcoming in previous research
is that investigators inevitably focused on the
one or two disorders in which they had exper-
tise. Unfortunately, the many disorders that ap-
pear in adolescence do not accommodate this
neat developmental pattern. Disorders that first
appear in childhood may later develop into
other forms and some may develop together
(Kim-Cohen et al., 2003). Early emergence of
some conditions may be left behind never to ap-
pear again. These complex patterns of comorbid-
ity and development have been a frequent find-
ing in the commission reports. The challenge for
future research is to examine a broad range of
potential psychopathology as well as sources of
resilience in one design in which different de-
velopmental pathways can be studied at the
same time. _

Fortunately, research strategies to better un-
derstand the causal influences on varied devel-
opmental trajectories are available (Curtis &
Cicchetti, 2003; Masten, 2004). Longitudinal
studies of representative populations can help to
identify the paths and influences that affect the
emergence of a disorder (e.g., Caspi et al., 2002;
Kim-Cohen et al., 2003). Studies of twinis embed-
ded in such studies make it possible to identify
genetic and interacting environmental factors
that alter trajectories toward either resilience or
disability (Rutter et al., 1997; Waldman, 2003).
Once potential causal influences have been iso-
lated, their effects can be studied in more fo-
cused longitudinal designs that select high-risk
youth for prospective investigation. Clinical tri-
als that follow young people over time can test
the effects of theoretically derived interventions,
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thereby adding further knowledge of causally ef.
ficacious treatments (Masten, 2004),

A research project designed to follow 3 large
representative sample of children and twins t, at
will enable the study of different developmentaj
pathways throughout the early years ang into
adulthood is prohibitively expensive, evep for
the National Institute of Mental Health, Funqip g
for such an endeavor will require the collabors.
tion of a multitude of investigators with differen
areas of expertise, and it will necessitate the co-
operation of both federal and private funding
sources. It is clear, however, that such a study
would greatly advance our understanding of the
emergence of mental disorder and resilience in
youth and allow further tests of intervention
strategies that could reduce the burden of menta]
disorders in adolescence and adulthood.

THE FUTURE

With recent advances in neuroscience, it is now
clear that adolescence is a period of dramatic
change in brain structure and function (Giedd,
2004; Spear, 2000). The brain is an eminently
plastic organ that devélops both in accord with
genetic rules and in response to its environment
(Huttenlocher, 2002). Adolescence is particularly
critical because it is the period during which sig-
nificant “pruning” of synaptic connections oc-
curs. The connections that remain may allow ex-
perience to mold a more adaptive brain, but they
also open the door to illness and dysfunctional
behavior. We remain far from understanding the
mechanisms that produce these varied out-
comes, but the potental for therapeutic inter-
ventions to correct dysfunctional neurodevel-
opment and to enhance resilience is a clear
possibility. As we learn more about these effects,
possibilities for dramatic breakthroughs in our
ability to prevent and alter dysfunctional trajec-
tories will present themselves (Kandel, 1998).
Our new understanding of brain development
is rendering the old debates between nature and
nurture or biology vs. behavior increasingly ir-
relevant (Kandel, 1998). Gene expression is re-
sponsive to environments and hormonal
changes. As Kandel (1998) put it, “nurture will



become nature,” and our ability to influence
such developments in positive ways will greatly
enlarge the scope of preventive interventions.
Increasing evidence of brain plasticity during the
adolescent years suggests that both biologically
and socially based interventions can influence
development and alter dysfunctional develop-
mental paths. The battleground between oppos-
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ing biological and environmental viewpoints
may be merging into a synthesis that recognizes
the value and promise of both sides of these de-
bates. These new frontiers in the study of psy-
chopathology make this a most exciting time for
advancing our knowledge and ultimately for pre-
venting the onset and development of mental
disorders at the earliest signs of presentation.
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‘I am now the most miserable man living.

If what | feel were equally distributed to the
whole human family, there would not be
one cheerful face on the earth. Whether |

shall ever be better | can not tell; | awfully
forebode | shall not. To remain as | am is
iImpossible; | must die or be better, it
appears to me.”

Abraham Lincoln, 1841.




People Suffering From Depression or
Bipolar Disorder
Historical Figures

Abraham Lincoln — Cole Porter — Dylan Thomas
Edgar Allan Poe — Lionel Aldridge — Ernest Hemingway
Eugene O’Neill — Ezra Pound - Lord Byron — Michelangelo
Graham Greene — Jackson Pollock — Henry James
Herman Hesse - Isaac Newton — John Keats — Leo Tolstoy
F. Scott Fitzgerald — Edna St. Vincent Millay
Lord Alfred Tennyson — Ralph Waldo Emerson
Samuel Clemens — Sylvia Plath — T.S. Eliot — Victor Hugo
Tennessee Williams — Georgia O’Keefe — Virginia Woolf
Vivien Leigh — William Faulkner — Walt Whitman
Winston Churchill — Peter Tchaikovsky — Irving Berlin
Paul Gauguin — Vincent Van Gogh
Ludwig Von Beethoven — Georg Friederich Handel
Jimi Hendrix — Hans Christian Andersen — Marlon Brando
Williams Carlos Williams




“Depression is a wimp of a word for
a howling tempest in the brain.”

William Styron




People Suffering From Depression

or Bipolar Disorder

Contemporary Figures
William Styron — Patty Duke — Margot Kidder
Art Buchwald — Mike Wallace — Kathy Cronkite
Kay Jamison — Andrew Solomon — Pat Conroy

Thomas Eagleton — Dick Cavett — Kitty Dukakis
Brian Wilson — Jonathan Winters — Judy Collins
Mariette Hartley — Anthony Hopkins
James Taylor —Terry Bradshaw — Lorraine Bracco
Brooke Shields — Jane Pauley — Chamique Holdsclaw




Depression: Symptoms

Depressed
Mood

Loss of
Interest or
pleasure

Changes in
Sleep

inability to Changes in
Concentrate Appetite/Weight

DEPRESSION

Psychomotor
Agitation or
Retardation

Feelings of Guilt/
Worthlessness

Fatigue
Suicidal or
Thoughts Loss of

Energy

Five (or more) symptoms nearly every day for at least two weeks, and clinically significant
distress or impairment in social, occupational, or other important areas of functioning.




Depression is a Killer

The annual death rate from suicide is higher than the death rate
from homicide*

The annual death rate from suicide is higher than the death rate
from HIV/AIDS and similar to the death rate from breast cancer*

Death by suicide**

- second leading cause of death for college students
- third leading cause of death for ages 15-24
- fourth leading cause of death for ages 24-65

Depression is a risk factor for death***
- following myocardial infarction

- In nursing home residents

- in women with HIV/AIDS

3 National Initiatives: *AFSP **Annenberg AMHI ***DBSA




Mood Disorders: A Major Cause of Disability

>10% of the American population suffer from major
depression each year

4% of people suffer from lifetime bipolar disorder

Depression is one of THE leading causes of disability
worldwide, ranking ahead of ischemic heart disease,
cerebrovascular disease, cancers, etc.

The mood and cognitive changes of major depression are
the tip of an iceberg of a syndrome that effects most of
the body through hormonal and autonomic nervous
system changes

An increase in the death rate at any age, independent of
suicide, smoking, or other risk factors

Two out of three people with mood disorders do not get
proper treatment




Depression: A Major Cause of Disability
Worldwide DALYs (2004 and 2030)

2030 (_E_strmated)1

Lower respiratory infections Unigolar depressive disorders |

rRank - 2004"

Diarrheal diseases schemic heart disease

Unipolar depressive disorders Road traffic accidents

Ischemic heart disease Cerebrovascular disease

HIV/IAIDS Chronic obstructive
pulmonary disease

DALYs=disability-adjusted life years.
1. WHO. The Global Burden of Disease: 2004 Update (2008)




DEPRESSION IS A KILLER

Depression is the major risk factor for suicide
30,000 suicides/year
-1 suicide attempt every minute
-1 death from suicide every 18 minutes
* 20,000 homicides/year
* 3,000 deaths  September 11, 2001
* 58,000 deaths Vietnam War
* 15,000 deaths HIV/AIDS/year
* 40,000 deaths Breast cancer/year




“There has been in the past and is currently a
dramatic mismatch in terms of the federal dollars
devoted to the understanding and prevention of
suicide contrasted with other diseases...There is
every reason to expect that a national consensus
to declare war on suicide and to fund research
and prevention at a level commensurate with the

severity of the problem will be successful and will
lead to highly significant discoveries as have the
wars on cancer, Alzheimer’s disease, and AIDS.”

Institute of Medicine, Reducing Suicide: A National Imperative, 2002
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Adolescent Mental Health

Adolescence is important because most of the major mental
llinesses begin during adolescence

Unlike most disabling physical diseases, mental illness begins
very early in life

- half of all lifetime cases begin by age 14
- three-quarters have begun by age 24

Mental disorders are really the chronic diseases of the young
- unlike heart disease and most cancers, adolescents
with mental disorders suffer disability when they are
in the prime of life

The prevention and treatment of adolescent mental health

disorders is one of the major public health problems facing the
United States




The Seven Commissions and their Chairs

Anxiety (Edna Foa, Ph.D.)
Schizophrenia (Raquel Gur, M.D. Ph.D.)

Substance and Alcohol Abuse
(Charles O’Brien, M.D., Ph.D.)

Depression and Bipolar Disorder

(Dwight Evans, M.D.)
Eating Disorders (B. Timothy Walsh, M.D.)
Suicide (Herbert Hendin, M.D.)

Positive Youth Development
(Martin Seligman, Ph.D.)

All seven commissions wrote consensus chapters on these disorders
prevalent in adolescents, published in Treating and Preventing Adolescent
Mental Health Disorders, Oxford University Press, 2005




Treating
and Preventing
Adolescent

Mental Health
Disorders

A RESEARCH AGENDA
for Improving the Mental Health of Our Youth

Dwight L. Evans, Edna B. Foa, Raquel E. Gur
Herbert Hendin, Charles P. O’Brien
Martin E. P. Seligman and B. Timothy Walsh
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Annenberg Adolescent Mental Health Series
Parent Books

If Your Adolescent Has Depression or Bipolar Disorder
Dwight L. Evans, MD and Linda Wasmer Andrews
(Fall 2005)

If Your Adolescent Has an Eating Disorder
B. Timothy Walsh, MD, and V.L. Cameron
(Winter 2005)

If Your Adolescent Has an Anxiety Disorder

Edna B. Foa, PhD, and Linda Wasmer Andrews
(Spring 2006)

If Your Adolescent Has Schizophrenia
Raquel Gur, MD, PhD, and Ann Braden Johnson, PhD
(Spring 2006)




Annenberg Adolescent Mental Health Series
Teen Books

Mind Race: A Firsthand Account of One Teenager’s Experience with Bipolar Disorder
Patrick E. Jamieson, Ph.D, with Moira Rynn, MD
2006

Monochrome Days: A Firsthand Account of One Teenager's Experience with Depression
Cait Irwin, with Dwight L. Evans, MD and Linda Wasmer Andrews
2007

What You Must Think of Me: A Firsthand Account of One Teenager's Experience with a Social
Anxiety Disorder

Emily Ford, with Michael Liebowitz,, MD and Linda Wasmer Andrews
2007

Next to Nothing. A Firsthand Account of One Teenager’s Experience with an Eating Disorder
Carrie Arnold, with B. Timothy Walsh, MD
2007




Annenberg Adolescent Mental Health Series
Teen Books

Me, Myself, and Them: A Firsthand Account of One Young Person’s Experience with
Schizophrenia

Kurt Snyder with Raquel Gur, MD, Ph.D. and Linda Wasmer Andrews
2007

Chasing the High: A Firsthand Account of One Young Person’s Experience with
Substance Abuse

Kyle Keegan, with Howard B. Moss, MD
2008

The Thought That Counts: A Firsthand Account of One Teenager’s Experience with
Obsessive-Compulsive Disorder

Jared Douglas Kant, with Martin Franklin, Ph.D. and Linda Wasmer Andrews
2008

Eight Stories Up: An Adolescent Choose Hope Over Suicide
DeQuincy A. Lezine, Ph.D with Davie Brent, MD
2008




Depression Is a Killer?

* Depression is a risk factor for suicide
— 30,000 suicides/year vs 20,000 homicides/year*

* Depression is a risk factor for death
— Following myocardial infarctiont
— In nursing home residents#

— In older persons in the communitys$
— In women with HIV/AIDS**

QOEvans DL, Charney DS. Biological Psychiatry 2003:54:177-180: Evans DL et al. Biological Psychiatry 58(3): 175-189,
2005; Evans DL et al (Eds.). New York, Oxford University 2005.

TFrasure-Smith N et al. JAMA. 1993:270:1819.

Frasure-Smith N et al. Circulation. 1995:91:999.

*Rovner BW et al. JAMA. 1991:265:993.

SPenninx BW et al. Arch Gen Psychiatry. 1999;56:889.

**Ickovics JR et al. JAMA. 2001:285:1466.
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Depression has been associated with the
development and/or worsening of other
Medical Diseases

Cardiac Disease Alzheimer’s Disease
Cerebrovascular Disease Parkinson’s Disease

Diabetes Epilepsy

Obesity Osteoporosis

Cancer Pain

HIV/AIDS

Evans DL, Charney DS: Biological Psychiatry 54(3): 177-180, 2003

Evans DL et al: Biological Psychiatry 58(3): 175-189, 2005.
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disorder affecting multiple
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Depression Is a Risk Factor for the

Development of Cardiovascular lliness

* Multiple large-scale studies have prospectively
followed subjects without CAD

— Depression is a significant independent risk factor
for CAD morbidity and mortality

— Adjusted relative risk: in range of 1.5- to 2-fold

— Relative risk for depression similar to tobacco

smoking

Evans DL et al. Biological Psychiatry 58(3): 175-189, 2005.
Ferketich AK et al. Arch Intern Med. 2000:160:1261-1268.
Ariyo AA et al. Circulation. 2000:102:1773-1779.

Schulz R et al. Arch Intern Med. 2000:160:1731-1732.
Barefoot JC. Circulation. 1996:93:1976-1980.

Aromaa A et al. Acta Psychiatr Scand. 1994:377:77-82.
Everson SA et al. Psychosom Med. 1996:58:113-121.
Anda R et al. 1993:4:285-294

Ford DE et al. Arch Intern Med. 1998:158:1422-1426.




Like other risk factors, mood disorders
need to be screened in every patient. It is
iImportant that depression be added to the
AHA guidelines. Patient education is an

extraordinarily important factor in
Increasing patient self-identification.

Evans DL, Charney DS: Biological Psychiatry 54(3):177-180, 2003
Joynt KE, Whellan DJ, O'Connor: CM Biological Psychiatry 54:248-261 2003
Evans DL et al Biological Psychiatry 58(3): 175-189, 2005.




Depression and Coronary Heart Disease

Recommendations for Screening, Referral, and Treatment:

A Science Advisory From the American Heart Association
Prevention Committee of the Council on Cardiovascular
Nursing, Council on Clinical Cardiology, Council on
Epidemiology and Prevention, and Interdisciplinary Council on
Quality of Care and Outcomes Research

Endorsed by the American Psychiatric Association
Judith H. Lichtman, PhD, MPH, Co-Chair: J. Thomas Bigger, Jr, MD; James A. Blumenthal,
PhD, ABPP; Nancy Frasure-Smith, PhD; Peter G. Kaufmann, PhD: Francgois Lespérance,

MD; Daniel B. Mark, MD, MPH: David S. Sheps, MD, MSPH; C. Barr Taylor, MD; Erika
Sivarajan Froelicher, RN, MA, MPH, PhD, Co-Chair

Circulation. 2008;118:1768-1775




Summary

Depression is a leading cause of disability
worldwide

Depression has a devastating impact on the
individual’s personal, academic/occupational
and societal functioning

Depression can be a fatal illness, and

predisposes to and/or worsens the outcome for
a variety of other medical conditions

Treatment of depression in medically ill patients
--relieves depression

--improves quality of life

--improves morbidity and mortality?




MOOD DISORDERS IN THE
MEDICALLY ILL: SCIENTIFIC REVIEW
AND RECOMMENDATIONS

Dwight L. Evans, MD*; Dennis S. Charney, MD*; Lydia Lewis*; Robert N.
Golden, MD:; Jack M. Gorman MD; K. Ranga Rama Krishnan, MD;
Charles B. Nemeroff MD, PhD J. Douglas Bremner, MD; Robert M.
Carney, PhD; James C. Coyne PhD; Mahlon R. DeLong MD; Nancy
Frasure- Smlth PhD; Alexander H. Glassman MD; Philip W. Gold \Y/IDk
lgor Grant, I\/ID Lisa Gwyther, MSW:; Gail Ironson MD, PhD; Robert L.
Johnson, MD Andres M. Kanner, I\/ID Wayne J. Katon MD; Peter G.
Kaufmann PhD Francis J. Keefe PhD Terence Ketter MD Thomas P.
Laughren, MDT Jane Leserman, PhD Constantine G. Lyketsos MD,
MHS: William M. McDonald, MD: Bruce S. McEwen, PhD; Andrew H.
I\/I|I|er MD; Dominique I\/Iusselman MD, MS; ChrlstopherOConnor MD:;
John M. Petltto MD; Bruce G. Pollock I\/ID PhD Robert G. Robinson,
MD; Steven P. Roose MD; Julia Rowland PhD Yvette Sheline, MD;
David S. Sheps, MD, I\/IPH Gregory Slmon MD, MPH; David Splegel
MD; Albert Stunkard MD; Trey Sunderland I\/ID Paul T|bb|ts Jr, MPP;
William J. Valvo

Biological Psychiatry. 58(3): 175-189, 2005.
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Depression is a Killer

The annual death rate from suicide is higher than the death rate
from homicide*

The annual death rate from suicide is higher than the death rate
from HIV/AIDS and similar to the death rate from breast cancer*

Death by suicide**

- second leading cause of death for college students
- third leading cause of death for ages 15-24
- fourth leading cause of death for ages 24-65

Depression is a risk factor for death***
- following myocardial infarction

- In nursing home residents

- in women with HIV/AIDS

3 National Initiatives: *AFSP **Annenberg AMHI ***DBSA






