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ABSTRACT

Major Depressive Disorder (MDD) among adolescents is an important health problem among adolescents and leads to high-risk
behaviours and suicide. Given the increasing prevalence of MDD among adolescents, early identification is vital for immediate
intervention. The primary care team is an important intermediator in managing MDD, whereby parents and school officials play
pivotal roles in achieving optimum recovery. This case report aims to acknowledge the importance of biopsychosocial support and
unveil the barriers faced in managing adolescent MDD in primary care. This was a case of a female adolescent aged 14 years old,
diagnosed with MDD after a comprehensive psychological assessment. She had previously visited the clinic several times for other
acute problems before MDD was diagnosed. She has been co-managed by primary care and hospital psychiatry clinic specialists.
Her initial management included two weekly clinic follow-ups for clinical monitoring and counselling sessions with trivial
improvement. Her mental health condition was significantly improved after an intensive approach comprising patient-family
counselling, school visits, patient self-empowerment, and hospital follow-ups for psychotherapy sessions. Furthermore, her mood
improved, evident in her interest in daily activities and focus on classes. Despite the busy schedules of primary care doctors, a
high commitment is required for the successful management of MDD in adolescents and overcoming its challenges. Primary care
plays an important role in employing a multidisciplinary team approach to coordinate care with the family and school and improve
psychosocial support and peer group acceptance. Barriers could be addressed to catalyse the diagnostic process, reduce personal
and social stigma, and enhance self-empowerment and compliance in achieving the most favourable care and recovery.
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INTRODUCTION

Adolescence is traditionally defined as the age range of 10 to 19 years. It is a transition period from childhood to adulthood, which
is associated with neurobiological, emotional, and psychosocial maturation (WHO, 2014). During this transition period,
adolescents face psychological challenges, social and emotional interactions, peer pressures, and exposure to high-risk behaviour,
all of which increase the risk of psychological disorders, adjustment problems, and suicidal risk. Therefore, mental health
awareness and positive support are critical for their transition into healthy adulthood (Awaluddin et al., 2019).

Globally, one in seven adolescents aged 10-19-year-olds experiences a mental disorder accounting for 13% of the global disease
burden in this age group (WHO, 2021). Depression, anxiety and behavioural disorders are among the leading causes of illness and
disability in adolescents. Alarmingly, suicide is the fourth leading cause of death among 15-29-year-olds (WHO, 2021).

Given the complex biopsychosocial framework during this age, a unique approach is imperative in managing adolescent mental

health problems. A physician with excellent soft skills is more sensitive during consultation. A single risk factor is rarely
responsible for the emergence of a psychiatric problem (Nebhinani & Jain, 2019). Clinicians can use the Home, Education, Eating,
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Activities, Drugs/Substance, Sexuality, and Suicide/Safety (HEEADSS) screening tool to obtain more related history (Smith &
McGuinness, 2014). The HEEADSS provides a structured interview and assists to identify stressors and suicidal risk among
adolescents (Hamrin & Magorno, 2010). However, despite the availability of several screening tools for depression, early detection
of mental illness in adolescents remains a challenge (Stanard, 2000). A delay in addressing adolescent mental health conditions
results in late diagnosis and management, extending to adulthood, which increases the risk of multifaceted consequences, such as
impaired physical and psychological health, and limiting opportunities to lead fulfilling lives as adults (WHO, 2021).

The four essential features of primary care were first contact, continuity, coordination, and comprehensiveness in association with
patient-centred care, to improve population health physically and mentally. The availability of mental healthcare professionals and
services in primary care is still not optimum, especially in managing adolescents’ mental health issues. In addition, coordination
of care between medical personnel, parents and school officials is still insufficient and needs to be addressed accordingly.

Primary care doctors are crucial in diagnosing and treating mental health problems in children and teens. They are typically the
first point of contact for parents who are concerned about their child's mental health (Jorm et al., 2007). Subsequently, primary
care doctors can develop a continuation of care with the family by understanding the family's related issues, thus enabling them to
effectively treat adolescents’ mental health problems. Nonetheless, both the identification and management of mental health
problems pose challenges for primary care doctors. A study revealed that primary care physicians only identified 30% of
adolescents with diagnosable depression (Richardson et al., 2010). Therefore, early screening in primary prevention programmes
requires collaborative support from the specialist for accurate and timely diagnosis. The difficulty faced by the primary care team
in managing mental health may be reduced by a liaison service offered by a tertiary specialised centre, which offers clinical mental
health services within the primary care, thus evaluating the need for referrals to the hospital mental health specialist clinics. (Kramer
& Garralda, 2000; Macdonald et al., 2004).

While adolescent mental health has been extensively studied in other countries, little is known about the severity of depression
among Malaysian adolescent populations. Numerous studies revealed an increasing trend in the prevalence of depression among
Malaysian teenagers, rising from 17.7% in 2014 to 32.7% in 2017 (lbrahim et al., 2017; Kaur et al., 2014). With insufficient
manpower, specialisation, expertise, and experience among primary care teams in handling adolescent mental health disorders,
care and management might be suboptimal. Poor understanding among patients and caretakers about the services in primary care
is considered an important barrier to providing effective mental health therapy in Malaysia (Aida et al., 2010). Recognising the
inadequate resources and barriers in managing adolescents’ mental health problems in primary care is the first step to improving
and delivering effective services.

Adolescent depression can be difficult to manage, especially in primary care. In addition to the negative social stigma associated
with mental illness, limited knowledge or skills in early detection among healthcare providers and low education and awareness at
the community level are barriers to managing depression (Meredith et al., 2009). An underage patient with poor psychosocial
support among peer groups associated with social stigma and embarrassment may further limit the management strategies (Radez
et al., 2021). Adolescent health services are available in some designated primary care clinics and offer specialised treatment and
approaches to adolescents. This service encompasses physical and mental health, dietary and behavioural health, and sexual and
reproductive health. However, these services though inspiring, are very challenging to obtain collaboration from parents and school
officials. Furthermore, the shortage of dedicated adolescent health medical personnel adds to the challenges in providing the
service. Collaboration with local community bodies and non-governmental organisations (NGOs) is prudent to address the shortage
of professional workforces, particularly in adolescent mental health.

This case study describes a case of depression in an adolescent that was managed primarily in primary care and co-managed by a
child psychiatrist. This article focuses on the barriers to managing adolescent mental health problems in primary care, especially
in coordinating care. The findings may be used as a model for managing depression in adolescents in primary care.

METHODOLOGY

Most research in adult populations Major depression is a depressive disorder that has received remarkable interest in several adult
population research. This case report notes a few instances of information about adolescents with MDD in primary care. Barriers
to managing the disease addressing depression in primary care settings, diagnosis, treatment and outcomes were identified in this

report. Articles relevant to the case report were selected as references.

CASE REPORT

A 14-year-old teenage girl, a boarding school student with no previous medical illness, presented to the clinic complaining of
epigastric discomfort and difficulty breathing for two days. She described it as sharp pain, localized over the epigastric area with
a pain score of 3/10 and not radiating to other parts of the abdomen. The pain was not associated with any physical activities or
mealtime. She denied symptoms of sour or globus sensation in the throat, nausea, vomiting, or loose stool. There was no blackish-
coloured stool, haematochezia, or significant weight loss episode. She denied having an abnormal menstrual cycle and her last
menses was three weeks ago. Upon further history, she had irregular mealtimes and frequently missed meals at the hostel dining
hall due to personal reasons. She was treated with acute dyspepsia. She visited the clinic twice weekly for similar complaints,
mainly due to her inconsistent dietary habit.
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Upon examination, she was comfortable, not in acute pain, with poor eye contact. She has an average body build with a guarded
posture. Her conjunctiva was pink, with warm peripheries with good pulse volume. Per abdomen, examination revealed normal
findings. No area of tenderness or discomfort. An electrocardiogram was done to exclude cardiac causes, yet it yielded normal

results.
Table 1: Laboratory Investigations Result
Variables Results Normal Range
FULL BLOOD Total White Cell 6.0 x10%L 40-11.0 x10%L
COUNT Haemoglobin 12.3 mmol/L 11.5-16.5 mmol/L
Platelet count 343  x10%L 150 -400 mmol/L
RENAL PROFILE Urea 2.0 mmol/L 1.7-85 mmol/L
Creatinine 50 mmol/L 62 —-150 umol/L
Sodium 140 mmol/L 135-152 mmol/L
Potassium 4.2  mmol/L 3.5-55 mmol/L
SERUM CALCIUM 2.31 mmol/L 2.13 - 2.62 mmol/L
LIVER FUNCTION  Total Protein 84 g/L 54-85 g/L
TEST Albumin 40 g/L 35-50 g/L
Globulin 39 gL 20-39 g/L
ALT 5 ulL 0-41 ulL
AST 15 u/L 0-41 ulL
ALP 60 u/L 40129 u/L
THYROID TSH 1.53 muU/L 0.68-3.35 ulu/mL 7.65 —
FUNCTION TEST T4 13.8 ug/dl 13.64 pmol/L

Laboratory investigations listed in Table 1 revealed all parameters were normal, indicating she does not have any underlying
organic diseases like hyperthyroidism, anaemia, kidney disease and hypocalcaemia, that may contribute to the psychiatric problem.

During the fourth visit, her clinical presentation raised suspicion of a definite diagnosis. Further questioning regarding her
psychosocial issue using the Health Status Screening Form for Adolescents (BSSK) identified a ‘risk” for mental illness. ‘BSSK’
is a short form of ‘Borang Saringan Status Kesihatar’ for screening adolescent health status for early detection of risk factors in
mental health. During the history taking, she admitted to having a low mood and lost interest in her daily activity for six months.
The symptoms degenerated a month ago near the end-year examination. It was associated with insomnia, which she described as
difficulty initiating and persistently interrupted sleep, causing fatigue and energy loss during the daytime. Thus, she could not
focus while studying or during academic classes, resulting in poor academic performance. She also isolated herself and refused to
socialise with other friends during extracurricular activities.

Further history-taking was performed using the HEEADSS approach in Table 2.

Table 2: Adolescent Psychosocial Assessment using ‘HEEADSS’

HOME

She is from a high-achiever family. Her mother is a retired businesswoman, while her father is an executive
manager. Her oldest sister is an accountant, while her second older sister and brother currently study at
overseas universities. Her younger brother is studying in standard four primary schools.

She described her relationship with her family as normal. However, sometimes, their relationship turns
unpleasant due to high expectations from her parents regarding her academic performance and achievement.

EDUCATION

A form two student in a boarding school. She claimed that she struggles to live in a boarding school, away
from her family. Currently, her academic performance has not been good. She was avoiding teachers and
friends and frequently stays alone in the hostel after school. However, there weren’t any physical or verbal
bullying activities.

EATING

Generally, she has no loss of appetite or weight but has irregular meal hours and frequently misses meals at
the hostel dining hall due to personal reasons.

ACTIVITIES

She is not actively involved in extracurricular activities in school. She did not engage in high-risk activities
or behaviours.

DRUGS

She is not involved in any illegal drug use or smoking.
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SEXUALITY She attained menarche at 11, with a normal regular menstrual cycle and flow.

SUICIDAL At the time of assessment, she denies suicidal ideation or attempt.
RISK

The above psychosocial adolescent (HEEADSS) assessment reflected she comes from a wealthy, high achievers family. It seemed
she was very stressed due to her parent's high expectations. She is also a loner struggling to be independent and self-service in the
boarding school away from her family. Nevertheless, she was not involved in high-risk behaviour such as drug abuse and sexual
activity.

She attempted to hide her symptoms to avoid negative perceptions and stigma. Staying in a high-prestige school added more
pressure on her, in addition to high expectations from the family and strict school regulations. Otherwise, she does not have manic
or hypomanic symptoms, hallucinations, delusions, and suicidal thoughts or attempts. Subsequent assessment Patient Health
Questionnaire (PHQ-9) tests demonstrated the presence of moderately severe depression in her.

Table 3: Patient Health Questionnaire (PHQ-9) tests

For the last two weeks, how often have you been bothered by any of the following problems? *SCORE (0-3)
1. Little interest or pleasure in doing things 2
2. Feeling down, depressed, or hopeless 3
3. Trouble falling or staying asleep, or sleeping too much 3
4. Feeling tired or having little energy 2
5. Poor appetite or overeating 2
6. Feeling bad about yourself — or that you are a failure or have let yourself or your family down 3
7. Trouble concentrating on things, such as reading the newspaper or watching television 3
8. Moving or speaking so slowly that other people could have noticed. Or the opposite — being so 1

fidgety or restless that you have been moving around a lot more than usual
9. Thought that you would be better off dead or hurting yourself in some way 0
**TOTAL SCORE 19

*Individual score: 0 = Not at all, 1 = Several days, 2 = More than half the day, 3 = Nearly every day.
**Total score: <5 = Normal, 5-9 = Mild, 10-14 = Moderate, 15-19 = Moderately severe, >20 = Severe

The above Patient Health Questionnaire (PHQ-9) tests calculated a score of 19, which reflect moderately severe depression.

After a thorough assessment and examination according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5-
TR), she was diagnosed with moderately severe MDD. Given the multifactorial nature of potential trigger factors, a family video
conference was arranged to discuss further management and obtain her treatment consent. The parents agreed to initiate
pharmacological therapies. She is being monitored at school and resumes her academic classes as usual to avoid academic dropouts.
The school authority was given the responsibility to act as a temporary guardian. In addition to her medication, serial counselling
sessions were arranged under the clinic’s supervision and school counsellors.

However, at the beginning of treatment, she complained of worsening depressive symptoms. She started to have suicidal thoughts
while being alone, but there was no suicidal attempt. She defaulted on her anti-depressive medication and the previous follow-up
due to her perceived peer stigma and lack of monitoring from school authorities. She was referred to the psychiatry team at the
tertiary centre for close monitoring after an assessment using Beck’s Suicide Intent Scale disclosed medium risk (Bhatia, 2007).

Due to the poor compliance and personal stigma issues, the primary care clinic organised a multidisciplinary approach by
periodically coordinating parental meetings via video conferences, and school visits to meet the counsellor in charge of student
health. A reminder of regular patient follow-up appointments was also performed to monitor the progress and enhance the non-
pharmacological treatment including self-empowerment. In addition, she participated in at least four counselling sessions at the
primary care managed by a psychologist counsellor, which involved cognitive behavioural therapy and stress coping mechanisms.
A personal diary was used as the coping mechanism to express the patient’s emotions, relieve her emotional burden and clarify her
inner thought and feelings. Patient-family counselling was conducted thrice throughout the treatment duration to explore
collaborative information regarding the patient’s condition and discuss its management. The last patient-family meeting includes
an interaction between the patient and school counsellors, discussing patient monitoring and psychosocial issues.
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The school visit was performed twice during the treatment duration accompanied by a counsellor and hostel warden to assess the
school environment that may trigger the patient’s depression. She was advised to be placed under continuous monitoring by the
hostel warden. Senior students and dedicated friends were entrusted to help her with academic and social issues, thereby reducing
social stigma and promoting self-confidence in the patient.

Table 4: Outlines of Non-Pharmacological Management for Depression in Adolescents

COGNITIVE BEHAVIORAL i psychoeducation And Mood Monitoring:
THERAPY FOR Providing parents with information about the course and characteristics of depression
ADOLESCENTS WITH and its treatment. Teaching the adolescent to monitor their moods, thoughts and
DEPRESSION behaviours.
(Weersing & Brent, 2006) ii. Pleasant activity scheduling and behavioural activation:
To promote engagement in activities that provide opportunities for pleasure and mood
regulation.

iii. Cogpnitive restructuring:
To help the adolescent to examine their thoughts and assess the accuracy and practical
consequences of their views. Teach adolescents to reason about themselves, the world,
and their possibilities for the future. Relaxation techniques to cope with continuing
environmental stressors, providing social skills and conflict resolution training.

ADOLESCENT STRESS Diaphragmatic breathing
COPING MECHANISM (Mason Progressive muscle relaxation
etal., 2019) Low-cost exercise

Personal diaries

Table 4 above summarises non-pharmacotherapy for the patient, including cognitive behavioural therapy and stress coping
mechanisms.

Reassessment at the 20™-week followed-up revealed a significant improvement in the PHQ-9 score for depression. She was able
to focus during academic classes and her social relationships with other students improved significantly. She is also under follow-
up at the adolescent/child psychiatry clinic co-managing her illness.

DISCUSSION

The WHO slogan "No Health Without Mental Health" has profound meaning in today's concept of health. Life's increasing
challenges make mental health a top priority, especially for adolescents who have only recently learned adult roles and skills.
Mental illnesses contribute significantly to the global disease burden. According to the Global Burden of Disease Reports,
neuropsychiatric conditions account for up to a quarter of all disability-adjusted life-years and up to one-third of all
noncommunicable diseases (Prince et al., 2007). Meanwhile, according to the National Health Morbidity Survey 2019, the
prevalence of depression in Malaysia was 2.3% (IPH et al., 2019). As stated earlier, depression, anxiety and behavioural disorders
are among the leading causes of illness and disability among adolescents, and suicide is the fourth leading cause of death among
15-29-year-olds (WHO, 2021). Millions of children and adolescents experience psychological distress that may not meet the
diagnostic criteria for a mental disorder but significantly impact their health, development and well-being (UNICEF, 2022).

In this report, we observed a few barriers to managing her MDD at the primary care, which comprise failure to early detection of
the mental illness, poor compliance with medication and defaulted follow-up, psychosocial issues related to the illness such as
personal and social stigma, embarrassment and feeling despair, inadequate family support and school monitoring. These findings
are consistent with the reports by Goldman (1999) in which the barriers to diagnosing and treating depression included stigma,
denial, lack of availability of medical personnel and limitation of psychotherapeutic care. Thus, improvement of public and
professional awareness, better access to mental health care and destigmatisation are pertinent to address these barriers.

Early detection of depression among adolescents is challenging. Primary care is often the first place of contact with adolescents
with health problems, despite it being relatively infrequent compared to people in other age groups. A study revealed that primary
care physicians only identified 30% of adolescents with diagnosable depression (Richardson et al., 2010). Therefore, primary care
physicians should recognise signs and symptoms of depression early to provide appropriate treatment and intervention. Public and
professional education efforts, destigmatisation, and improvement in access to mental health care services are needed to mitigate
these challenges.

Recognizing mental health illness can be difficult in primary care given the complexity of distinguishing somatic and psychological
symptoms. Schoolchildren and adolescents who are frequent clinic attendees are more likely to have a mental illness (Jacobson et
al., 2002). This evidence was demonstrated in this case report that early presenting symptoms could be somatic rather than
psychological. The patient was noted to have irregular mealtime due to personal problems and avoidance behaviour, thereby
making a diagnosis of somatic illness from the gastrointestinal system more relevant. The clue for mental illness appears after
multiple visits with inconsistent history and normal findings on clinical examination and investigations in addition to ‘BSSK” and
‘HEEADS’ health assessments. Consultation skills from healthcare providers are essential for the timely diagnosis of depression
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(Asarnow et al., 2002). Good communication skills integrated with an excellent diagnostic approach and counselling are required
for an early diagnosis and intervention of the illness. The physician mostly relies on the patient's entire history of presenting illness
and other important history-taking components, such as past medical history, family history, and psychosocial history to make an
accurate mental health diagnosis. In this case, the Health Status Screening Form or BSSK, standardised and specialised for the
adolescent age group, were used to obtain a history and for health screening in the adolescent. Subsequently using the ‘HEEADSS’
approach in history-taking facilitates identifying the underlying stressor and suicidal risk.

In addition to the pharmacological approach, a psychosocial and environment-centred approach is recommended and proven
effective in managing depression among adolescents (Dardas, 2019). In this case report, it appeared that living in a boarding school
creates a highly stressful situation for the patient to seek treatment. The psychological condition is exacerbated by a lack of peer
support, perceived stigma from the school community and inadequate monitoring from guardians. Non-compliance with anti-
depressive medication further worsens her condition. Thus, a multidisciplinary approach by the primary care, with hospital follow-
up and involvement of patient-family periodic discussions, school visits as well as patient self-empowerment has led to better
progress of the disease. This approach is supported by a recent article, which mentioned that integrated and multidisciplinary
services are needed to expand the scope of possible interventions and to limit the risk of poor long-term outcomes, which is also
an additional potential benefit in terms of healthcare system costs (Colizzi et al., 2020).

Suicide is a 'silent enemy" in patients suffering from depression. According to the Malaysian Ministry of Health's National Health
And Morbidity Survey, 6.3% of participants reported suicidal ideation, with the majority of them in adolescence (Institute for
Public Health (IPH), 2012). Depression is one of the most important psychological factors associated with suicidal ideation and
suicide. As in this case, she was assessed for suicidal risk during each clinic visit to intervene in the event of a later suicidal act.
Beck's Suicide Intent Scale was used to determine the degree of suicidal risk. It has 20 items, each worth one to three points. A
score of 15-19 was considered low risk, a score of 20-28 was regarded as medium risk, and a score of more than 29 was considered
high risk.

Early identification of suicidal risk is important for immediate intervention. In cases where the safety of adolescents cannot be
ensured, an urgent referral is indicated for continuous monitoring (Hamrin & Magorno, 2010). In this case, the assessment revealed
changes in suicidal risk at the beginning of the treatment due to medication compliance and psychological factors such as social
stigma and embarrassment. Apart from a clinical intervention, cooperation from school authorities and friends is principally
essential to aid in the better management outcome and prevention of suicidal risks.

A biopsychosocial approach is a modern approach to treating psychological illness. Parental support is critical in creating a
supportive environment for the treatment process (Dardas, 2019). Patients who are minors have limited treatment options without
the consent of their guardians. Our local law generally acknowledges parental involvement in their child's life, including the right
to consent to medical treatment (Azira et al., 2013). However, mutual agreement always results in a better outcome for both the
patient and the parent. Aside from that, the school counsellor may perhaps provide regular counselling sessions to the patient as
well as educational awareness of mental health to the students in general. Applying a stress-free school environment and being
supportive towards the student with mental illness aids in expediting the recovery process and facilitates the student to adapt to her
current life challenges. At the national level, mental health legislation and national mental health policies should be strengthened
to articulate the specific mental illness and provide psychosocial support actions in providing protections for children and

adolescents more clearly (UNICEF, 2022).

CONCLUSION

Mental illness can significantly impact adolescents' health, learning and participation, limiting opportunities for them to reach their
full potential. Depression among adolescents may be overlooked, undiagnosed, or undertreated. Early detection and intervention
could prevent unnecessary risk of suicide.

A high commitment is needed for primary care doctors to manage major depressive disorder in adolescents and to overcome its
challenges. Primary care plays an important role in coordinating care with the family and school to improve psychosocial support
and peer group acceptance. A multidisciplinary approach, including the healthcare team, family members, school authorities, and
peer group, play an important role in managing depression among adolescents to overcome the barriers such as the diagnostic
process, personal and social stigma, self-empowerment, and compliance in achieving optimum recovery. In addition, more
interventional and preventive programmes should be implemented to instil awareness in our younger generations and protect them
from mental illness.

The limitation of this case report was the approach and flow of management might not be ideal for other clinics with different
settings. This case particularly was managed at a health clinic equipped with a dedicated and well-trained adolescent health team
including counselling. However, the idea of using health screening for adolescent (BSSK) and ‘HEEADSS screening remain
essential in the clinical examination and help in formulating the diagnosis and management.

Another limitation is that an integrated liaison team from the hospital psychiatric clinic is not covering the health clinic, resulting

in slight difficulties in direct clinical psychologist referral. Early cognitive behavioural therapy sessions were performed under
primary care clinic counsellor, which has limited training compared to a clinical psychologist specialist.
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WHAT IS NEW IN THIS CASE REPORT COMPARED TO THE PREVIOUS LITERATURE

1. From this case study, we advocate regular screening using the BSSK for all adolescent patients attending primary care clinics,
particularly those who are frequent attendees. A more complete evaluation and analysis based on HEEADSS can be integrated
into the designated scheme to obtain comprehensive clinical and psychosocial history during consultation.

2. Thorough biopsychosocial evaluation is an important aspect of history-taking and plays a vital role in the management of
mental health problems among adolescents. A multidisciplinary approach involving the healthcare team, family members,
school officials, and peer groups will create a better environment for optimum recovery. As published in the Regional Report
(UNICEF 2022), national mental health policies should be strengthened more openly to articulate the specific mental illness
and psychosocial support in protecting children and adolescents.
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