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Psychological interventions for depression

Review question

What are the most effective psychological interventions for children and young people with
depression?

Introduction

Depression in children and young people can have a devastating impact on their
development, ability to function and attendance at school. The 2015 NICE guidance (NICE
guideline CG28) on depression in children and young people recommends psychological
interventions for people with mild or moderate to severe depression before pharmacological
interventions are considered. Psychological interventions can be delivered as group
interventions (e.g. group Cognitive Behavioural Therapy, CBT), using computers or other
digital devices (e.g. computer CBT), as individual sessions (e.g. CBT) or as sessions
involving family in addition to the child or young person with depression, either in joint
sessions (e.g. family therapy) or in parallel (individual interpersonal psychotherapy, IPT, with
parent sessions, psychodynamic psychotherapy). The therapies themselves fall into different
groups, based on CBT, psychodynamic or systemic principles. The choice of therapy is
based on the individual needs of the child or young person with depression, taking into
account their history and presentation and the context in which treatment is to be provided.

The NICE guideline on depression in children and young people (NICE guideline CG28) was
reviewed in 2017 as part of NICE’s routine surveillance programme to determine whether
new evidence was available that could alter the current recommendations. The surveillance
report identified new evidence relating to psychological therapies for the treatment of
depression in children and young people. In particular, results from the National Institute for
Health Research funded IMPACT trial (Goodyer 2017) suggested that a brief psychosocial
intervention was as clinically effective as short-term psychoanalytical therapy and CBT, while
a cost-effectiveness analysis showed no difference in cost between the interventions. As a
result, the decision was made to update this part of the guideline.

The aim of this review is to compare psychological interventions to determine the most
effective treatments for depression in children and young people. This review identified
studies that fulfilled the conditions specified in Table 1. For full details of the review protocol,
see appendix A.

PICO table

Table 1 PICO table for psychological interventions review

Children and young people aged 5 to 18 years with recognised symptoms of
depressive disorder

e Individual cognitive behavioural therapy (CBT)

e Group CBT

¢ Individual computer-based CBT

e CBT with separate parent sessions

¢ Dialectical behavioural therapy (DBT)

e Interpersonal psychotherapy (also known as interpersonal therapy, IPT)
e Psychoanalytic child psychotherapy

e Psychodynamic child psychotherapy

¢ Self-modelling

e Relaxation

7
Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)


https://www.nice.org.uk/Guidance/CG28
https://www.nice.org.uk/Guidance/CG28
https://www.nice.org.uk/Guidance/CG28

DRAFT FOR CONSULTATION
Psychological interventions for depression

e Social skills training
e Systemic therapy
e Family therapy (excluding CBT with parental involvement)
e Control enhancement training
e Individual non-directive supportive therapy (NDST)
¢ Guided self-help including:
o Bibliotherapy

o Apps targeting depression (that are separate from computer- based
CBT)

¢ Mindfulness-based cognitive therapy
¢ Mindfulness (other than mindfulness-based cognitive therapy)
e Psychosocial interventions
e Psychoeducation
e Behavioural activation
e Eye movement desensitisation and reprocessing
e Counselling
¢ Arts/creative psychotherapies
o Art therapy
o Psychodrama
o Music therapy
o Dance therapy
e Play therapy
¢ Any of the interventions listed above
o Waiting list
¢ No intervention
¢ Attention control
e Usual care
Primary outcomes:
o Level of function (functional status)
¢ Depression symptoms following treatment
e Remission
e Quality of life

Secondary outcomes:

¢ Suicide-related adverse events during or following treatment (including
numbers of suicides if reported)

e Suicidal ideation
¢ Self-harm (self-injury or self-poisoning regardless of intent)
¢ Discontinuation from treatment (due to adverse events or for any reason)

1 Methods and process

O©oo~N OO O ~rWON

This evidence review was developed using the methods and process described in
Developing NICE guidelines: the manual (2014). Methods specific to this review question are
described in the review protocol in appendix A and the methods section in appendix B.

The search strategies used in this review are detailed in appendix C.

Declarations of interest were recorded according to NICE’s 2014 conflicts of interest policy.

The following methods were specific for this review:
1. Controls were defined as follows:
a. Waiting list was merged with no treatment

8
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¢ Participants were measured at post-treatment and did not receive anything
additional during the treatment period of the intervention.
Monitoring
¢ Participants were monitored for their depression symptoms during the
duration of the intervention.
Pill placebo
¢ Participants received a pill placebo matching the active treatment.
Attention control
¢ Participants had access to a programme (for example, a course, website,
education, etc). that did not have the same elements of the intervention
Usual care
¢ Participants received any treatment as usual which could include other
psychological interventions or antidepressants.

Controls were reclassified, where necessary, into these groups based on the
descriptions provided in the trials and committee input.

2. This review used the term digital CBT to cover CBT delivered online by computer or
using other electronic interfaces, such as mobile phones or tablets, or by using a
downloadable programme. Since the majority of the studies that included this intervention
delivered it using a computer, the pairwise and NMA results refer to computer CBT, but
the term digital CBT is used in the rationale to reflect the wider range of potential delivery
methods.

3. For continuous outcomes:

a.

Some studies reported on more than one scale per outcome. A ranked list of
scales was developed for each outcome to prioritise data extraction with the result
that only one scale was extracted per outcome per study. The prioritisation was
based on committee suggestions of the most frequently used scales in the
included studies and a hierarchy of depression symptom severity measurement
scales reported by a Cochrane review of newer generation antidepressants for
depressive disorders in children and adolescents (Hetrick 2012). See Table 42 in
appendix Q for the ranking of these scales.

Data from individual studies were inverted to match the direction of top ranked
scale in cases where the direction of improvement was opposite to the top ranked
scale prior to pooling (where pooling was possible) in a meta-analysis. Scale
directions were inverted even if only one study was found per comparison and
outcome to ensure that all improvements were in one direction. This aimed to
simplify interpretation of the pair-wise data and was required for data export from
RevMan for inclusion in the network meta-analysis (NMA). The direction was
changed by multiplying the mean change in effect by -1.

Continuous outcomes were reported as standardised mean differences (SMDs) if
multiple studies using multiple scales were pooled for analysis. If the
study/studies reported effects using a single scale then mean differences were
used. However, when these results were entered into the NMA relative
effectiveness charts as pairwise data, the results were converted to the same
scale as the NMA results if the MDs were reported on a different scale. To do this
the pooled MD was converted to a SMD in RevMan and then back converted to
the chosen output scale as described below.

To simplify the interpretation of continuous outcomes, pooled effect sizes were
back calculated from SMDs to MDs on a single scale. The choice of scale used
here was made with committee input based on top ranked/most frequently used
scales in the included studies. These were the HONOSCA scale for quality of life;
CDI for depressive symptoms and CGAS for functional status.

For the pairwise data shown in the GRADE and NMA tables, the back calculations
were carried out using a pooled standard deviation (SD) based on the SDs from
all the studies included in the network meta-analysis that reported results using
this scale across all depression severity groups and timepoints.

9
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4.

10.

11.

12.

13.

For dichotomous outcomes:

a. Inthe case of discontinuation, the number of people who started treatment or
control was taken as the sample size for use in the calculation of relative risks.

b. Discontinuation was not reported consistently by the included RCTs and covered
dropouts too in some cases. The outcome was called discontinuation for any
reason to try to highlight this issue. Since the definition of remission varied greatly
across studies and the data was also expected to be more variable, random effect
models were used when pooling studies with different definitions of remission,
irrespective of the 12 value for the meta-analysis.

Data from Kahn (1990) was excluded from the pairwise and meta-analysis of depression
symptoms post-treatment as the SD provided for this outcome for one of the interventions
was unreasonably large compared to the depression scale used to measure it and was
likely to be a typing error. Data for other time points and outcomes were still included.
Studies were divided into mild and moderate to severe severity groups to help the
committee make different recommendations for children and young people with different
severities of depression. In the 2015 update of the guideline, the studies were divided
into those which recruited children and young people with a diagnosis of depression, who
were considered to be the more severe group (moderate to severe depression), and
those which recruited participants with depressive symptoms who were considered to be
the least severe group (mild depression). The committee decided to keep this division of
the studies (see discussion section for details of the rationale for this decision.)

The proposed subgroup analysis dividing the moderate to severe population into people
with no previous depression, a previous incidence of depression or refractory depression
was not carried out as the included studies did not provide this information.

The following subgroups were used for all pairwise and NMA analyses, where data was
available, to aid with decision making by the committee:

a. 5-11 years old, mild depression

b. 12-18 years old, mild depression

c. 5-11 years old, moderate to severe depression

d. 12-18 years old, moderate to severe depression

Two RCTs (Ip 2016 and Stasiak 2014) were considered to involve the use of a
particularly complex attention control. Ip (2016) used a control anti-smoking website to
promote a smoke-free attitude among participants, whereas Stasiak (2016) used a
psychoeducation computer program. Since these attention controls were more intensive
than the other attention controls used by other RCTs and could be judged to be active
interventions in their own right, they might have unduly skewed the results of the
comparison of computer CBT to attention control. To examine whether this was the case,
these RCTs were excluded from the pairwise meta-analysis as an additional sensitivity
analysis.

The NMA models for dichotomous outcomes were based on models from the NICE
Decision Support Unit (DSU) technical support document 2 (models 1c and 1d). The
models for standardised mean differences were supplied by the TSU and came from Dias
et al. (2016). The models are shown in appendix R.

Results were reported as the posterior median and 95% credible interval from the NMA
model with the best fit to the data based on the NICE Guideline Updates team criteria for
model choice detailed in appendix B.

The DSU code presents the results of dichotomous outcomes as OR. These were
converted to RR by the NICE Guideline Updates Team using the event rate in the
reference treatment arm (treatment coded 1 for model output) for each dichotomous
outcome. The event rate was taken from the largest trial with the relevant treatment arm
for that outcome and time point.

Where the data for the NMA for a dichotomous outcome (for example discontinuation)
included trials with 0 events in both arms, these trials were not included as part of the
analysis because trials with 0 events in both arms do not contribute evidence on the
relative treatment effects in pairwise or NMA.

10
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14.

15.

16.

17.

18.

19.

20.

A continuity correction was used where the data contained zero events in 1 arm of a trial,
but not the other, to help the models converge. This involved adding 0.5 to the zero event
arm and its matching comparator arm and 1 to the denominator for both arms. This is
noted in the model fit table.

NMAs were not run for networks without useful comparisons for making
recommendations. For example, in a small network where individual CBT would only be
compared to 2 controls the committee were not interested in the relative effects of the
controls compared to each other and the NMA would not provide additional useful
information to the pairwise analysis).

For models looking at continuous outcomes, MD data for each trial was converted to
SMD data within the models using a different SD value per scale that was reported by the
included studies. The pooled SDs for each scale were calculated using the SDs of all of
the trials that reported MD data for that particular scale, outcome, age and severity
subgroup and time point. However, in the cases of the Health of the Nation Outcome
Scales for Children and Adolescents (HONOSCA) for quality of life, Child Depression
Inventory (CDI) for depressive symptoms and the Children’s Global Assessment Scale
(CGAS) for functional status, the SD used to convert MD to SMD was the pooled SD from
all of the trials reporting data using that particular scale across all of the depression age
and severity subgroups and timepoints. This SD was also used to back convert the NMA
results onto the chosen scale for output.

The published NMA was not used as a source of data for this review as new NMAs were
carried out to combine all the existing evidence and look at the outcomes of interest
identified by the committee. Instead, the published NMA was used to provide evidence to
support or contrast with the findings of this review. In addition, the published NMA
grouped the interventions by the type of psychotherapy (for example, CBT or IPT) rather
than separating interventions by the type of psychotherapy and method of delivery (for
example, group CBT or individual CBT). This was not considered to be an informative
approach by the committee.

Inconsistency checking of the NMAs was carried (see appendix S) in cases where the
models contained loops of evidence. These analyses relaxed the NMA assumption that
the data from trials within a loop was consistent and identified several studies as being
potentially inconsistent. The characteristics of these studies and others within the loop
were re-examined and sensitivity analyses were carried out removing these studies from
the NMA models where potential inconsistency had been detected. The results of these
analyses were compared to the original results and are discussed in the sensitivity
analyses section of the quality of the evidence part of the committee discussion.

The pairwise meta-analysis using RevMan converted MDs to SMDs using individual trial
SDs because this is the methodology built into the software package. The NMA models
standardised the studies using the pooled SDs for each scale included in the analysis. In
order to check that these 2 approaches gave similar results, NMA sensitivity analyses
were carried out for 2 of the key outcomes identified by the committee (functional status
and depression symptoms). The post treatment time point was selected as this was the
time point with the most data and the 12-18 age group was chosen for the same reason.
The results of these analyses were compared to the original results and are discussed in
the sensitivity analyses section of the quality of the evidence part of the committee
discussion.

Although there were studies at high risk of bias included in the NMA, sensitivity analyses
excluding these studies were not carried out because sensitivity analyses for the pair
wise data did not alter the interpretation of the effects of the treatments with 2 exceptions.
These were not considered sufficient to warrant running NMA sensitivity analyses for the
depression symptoms post treatment outcome for mild depression in 12-18 year olds
because the excluded studies were not expected to contribute greatly to the analysis due
to their small size and the number of other studies in the network that also involved
individual CBT.

11
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1 We would like to acknowledge the Technical Support Unit, at University of Bristol, particularly
2 Nicky Welton, Sofia Dias, Caitlin Daly and Deborah Caldwell, for providing advice, models,

3 inconsistency checking and quality assurance for the network meta-analyses included in this
4 review.

Protocol deviation

the therapies was not carried out because it was decided that there were too few trials for

5
6 The planned subgroup analysis looking at the effect of treatment duration on effectiveness of
7
8 individual pairwise comparisons for this to be informative.

9 This review had a number of prespecified subgroups based on age and depression severity
10 and it was planned that pooled results from the pairwise comparisons would be reported in

11 GRADE tables unless there was evidence suggesting between subgroup heterogeneity
12 (defined as a statistically significant test for subgroup interactions at the 95% confidence
13 level). However, the committee decided that it was easier to use the results of the NMAs to

14 make recommendations when they were divided up by age and severity into 4 groups (mild
15 depression for 5-11 year olds or 12-18 year olds; moderate to severe depression for 5-11
16 year olds or 12-18 year olds). The pairwise analyses were reordered to match the NMAs to
17 facilitate comparison of the pairwise and NMA results.

18 The protocol did not include pill placebo as a comparator as the committee did not expect
19 that trials comparing a pharmaceutical intervention with a pill placebo would also include a
20 psychotherapy. However, 2 trials were identified that fell into this category and otherwise
21 fulfilled the inclusion criteria for this review. In these cases, data was extracted for the pill
22 placebo and psychological therapy arms only.

23 Clinical evidence

24 Included studies

25 A systematic search was carried out to identify randomised controlled trials (RCTs) and

26 systematic reviews of RCTs, which found 10,246 references (see appendix C for the

27 literature search strategy). Evidence identified in the 2015 update (48 references),

28 surveillance review (32 references), and from systematic reviews (see below) was also

29 reviewed. In total, 10,331 references were identified for screening at title and abstract level.
30 10,090 were excluded based on their titles and abstracts and 241 references (58 systematic
31 reviews and 183 RCTs) were ordered for screening based on their full texts.

32 Fifty eight systematic reviews were identified in the full text screen and the most recent were
33 used as additional sources of references (5 RCTs). In total 70 RCTs published in 85

34 references were included based on their relevance to the review protocol (appendix A). In
35 addition, one published NMA was identified that was relevant to this topic. The clinical

36 evidence study selection is presented as a PRISMA diagram in appendix D.

37 See appendix O for a list of references for included studies.

38 Excluded studies

39 See appendix M for a list of excluded studies with reasons for exclusion and appendix O for
40 the bibliographic reference.
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1 Summary of clinical studies included in the evidence review

2

The included RCTs are summarised in Table 72 (RCTs for all age and depression severity groups),

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Table 3 (5-11 year olds with mild depression), Table 4 (12-18 year olds with mild depression), Table 5 (5-11 year olds with moderate to severe
depression), Table 6 (12-18 year olds with moderate to severe depression) and Table 7 (summary of the characteristics of the RCTs).

Table 2 Number of included studies for each comparison. Blank cells indicate comparisons for which no studies were included; some
interventions were not added in columns because there were no RCTs reporting on all comparisons.

1

8
1
4 3 1 1

N = N N
o
N

N
-
-
-

-
-
-
O UM
-
-
w
N

N

-
-
N

BA: behavioural activation; CBT: cognitive behavioural therapy; IPT: interpersonal psychotherapy; NDST: non-directive supportive therapy

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Table 3 Number of included studies for each comparison for mild depression, age 5-11 years. Blank cells indicate comparisons for
which no studies were included; some interventions were not added in columns because there were no RCTs reporting on all
comparisons.

N

BA: behavioural activation; CBT: cognitive behavioural therapy; IPT: interpersonal psychotherapy; NDST: non-directive supportive therapy

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
15



WN =

DRAFT FOR CONSULTATION
Psychological interventions for depression

Table 4 Number of included studies for each comparison for mild depression, age 12-18 years. Blank cells indicate comparisons for
which no studies were included; some interventions were not added in columns because there were no RCTs reporting on all
comparisons.

4 5

1
3 2 1 1

a N

-
-
-
-

-
-

N

N
N

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Table 5 Number of included studies for each comparison for moderate to severe depression, age 5-11 years. Blank cells indicate
comparisons for which no studies were included; some interventions were not added in columns because there were no RCTs
reporting on all comparisons.

1

-

BA: behavioural activation; CBT: cognitive behavioural therapy; IPT: interpersonal psychotherapy; NDST: non-directive supportive therapy

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Table 6 Number of included studies for each comparison for moderate to severe depression, age 12-18 years. Blank cells indicate
comparisons for which no studies were included; some interventions were not added in columns because there were no RCTs
reporting on all comparisons.

1

3 2

1

NN
N
N

-

-
-
-
A W =
-
-

5N

BA: behavioural activation; CBT: cognitive behavioural therapy; IPT: interpersonal psychotherapy; NDST: non-directive supportive therapy
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Table 7 Summary of the characteristics of the included studies

e Depression symptoms

Ackerson
1998

Alavi 2013

Asarnow
2002

Bella-
Awusah
2015

Brent 1997

Brent 2015

Charkhand
e 2016

Clarke
1995

Clarke
1999

Depression in children and young people: identification and management: evidence review

RCT

RCT

RCT

RCT

RCT

RCT

RCT

RCT

Young people with
depression symptoms

Age: 1210 18
Location : US
Setting: Community
Young people with

diagnosed depressive
disorder

Age: 1210 18
Location: Iran
Setting: Hospital
Young people with
depression symptoms
Age: 12to0 18
Location: US

Setting: School
Young people with
depression symptoms
Age: 1210 18
Location: Nigeria
Setting: Public
schools

Young people with
diagnosed depressive
disorder

Age: 12t0 18
Location: US

Setting: secondary
care

Young people with
depression symptoms
Age: 12to0 18
Location: US

Setting: Hospital and
university sites

Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: Iran
Setting:

Psychotherapy clinics
Young people with
depression symptoms
Age: 1210 18
Location: US

Setting: School
Young people with

diagnosed depressive
disorder

19

Guided self-
help vs
attention control

Cognitive
behavioural
therapy vs
waiting list

Cognitive
behavioural
therapy vs
waiting list

Cognitive
behavioural
therapy vs
waiting list

Cognitive
behavioural
therapy vs
family therapy
vs non-directive
supportive
therapy

Cognitive
behavioural
therapy vs
usual care

Cognitive
behavioural
therapy vs
waiting list

Group cognitive
behavioural
therapy vs
usual care

Group cognitive
behavioural
therapy vs

for psychological interventions DRAFT (January 2019)

e Depression symptoms

¢ Suicidal ideation

e Depressive symptoms

e Depressive symptoms
¢ Functional status

e Function status

e Depression symptoms

e Remission
¢ Suicidal ideation

e Depressive symptoms

e Depressive symptoms

e Depressive symptoms
e Functional status
¢ Discontinuation for any

reason

e Functional status
e Depression symptoms
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Clarke
2001

Clarke
2002

Clarke
2016

De Cuyper
2004

Diamond
2002

Diamond
2010

Dietz 2015

Dobson
2010

Depression in children and young people: identification and management: evidence review

RCT

RCT

RCT

RCT

RCT

RCT

RCT

RCT

Age: 12to0 18
Location: US
Setting: Research

Young people with
depression symptoms

Age: 12to0 18
Location: US
Setting: Research
Young people with

diagnosed depressive
disorder

Age: 1210 18
Location: US
Setting: Research
Young people with

diagnosed depressive
disorder

Age: 12 to 18
Location: US

Setting: Not reported
Children with
depression symptoms
Age: 12 to 18
Location: Belgium
Setting: Research
Young people with

diagnosed depressive
disorder

Age: 12 to 18
Location: US

Setting: Not reported
Young people with
depression symptoms
Age: 12to0 18
Location: US

Setting: Hospital

Young people with
diagnosed depressive
disorder

Age: 5to 11

Location: US

Setting: Outpatient
psychotherapy
Young people with
depression symptoms
Age: 12to0 18
Location: Iran
Setting; Not reported

20

group cognitive
behavioural
therapy +
parent sessions
vs waiting list
Group cognitive
behavioural
therapy vs
usual care

Group cognitive
behavioural
therapy vs
usual care

Cognitive
behavioural
therapy vs
usual care

Cognitive
behavioural
therapy vs
waiting list

Family therapy
vs attention
control

Family therapy
vs usual care

Family therapy
vs non-directive
supportive
therapy

Group cognitive
behavioural
therapy vs
attention control

for psychological interventions DRAFT (January 2019)

¢ Functional status
e Depression symptoms
e Suicidal ideation

¢ Functional status
e Depression symptoms
e Suicidal ideation

e Depressive symptoms
e Suicidal ideation
e Functional status

e Quality of life

e Depression symptoms

e Depression symptoms

e Remission

e Depression symptoms

e Remission

e Depressive symptoms

e Remission

e Depression symptoms
¢ Discontinuation for any

reason
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e Depressive symptoms

Duong
2016

Feehan
1996

Fleming
2012

Fristad
2016

Gaete
2016

Goodyer
2017a

Gunlicks-
Stoessel
2016

Hayes
2011

Hogberg
2018

Depression in children and young people: identification and management: evidence review

RCT

RCT

RCT

RCT

RCT

RCT

RCT

RCT

Young people with
depression symptoms
Age: 1210 18
Location: US

Setting: Public
schools

Young people with
diagnosed depressive
disorder

Age: 1210 18
Location: UK

Setting: Secondary
care

Young people with
depression symptoms
Age: 12 to 18
Location: New
Zealand

Setting: School

Young people with
diagnosed depressive
disorder

Age: 5to 11

Location: US

Setting: Not reported
Young people with
depression symptoms
Age: 12to0 18
Location: Chile
Setting: Secondary
schools

Young people with
diagnosed depressive
disorder

Age: 12 to 18
Location: UK

Setting: CAMHS
clinics

Young people with
diagnosed depressive
disorder

Age: 12 to 18
Location: US
Setting: Not reported

Young people with
depression symptoms
Age: 12to0 18
Location: Australia
Setting: Secondary
care

Young people with
depression symptoms

21

Cognitive
behavioural
therapy vs non-
directive
supportive
therapy

Cognitive
behavioural
therapy vs non-
directive
supportive
therapy

Computer-
based cognitive
behavioural
therapy vs
waiting list

Family therapy
vs pill placebo

Cognitive
behavioural
therapy vs no
treatment

CBT vs
psychodynamic
psychotherapy
vs psychosocial
intervention

Individual
interpersonal
psychotherapy
vs interpersonal
psychotherapy
plus parent
sessions
Cognitive
behavioural
therapy vs
usual care

Cognitive
behavioural

for psychological interventions DRAFT (January 2019)

e Remission

e Depression symptoms

e Remission

e Depressive symptoms

e Remission

e Depressive symptoms

e Remission

e Depressive symptoms

e Remission
e Quality of life

e Depressive symptoms
e Functional status

e Depression symptoms

e Depressive symptoms
e Suicidal ideation
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Ip 2016 RCT

Israel 2013 RCT

Jacob RCT
2016
Jeong RCT
2005

Kahn 1990 RCT

Kobak RCT
2015

Lewinsohn RCT
1990

Liddle RCT
1990

Age: 12to0 18
Location: Stockholm
Setting: Outpatients
units

Young people with
depression symptoms
Age: 12to0 18
Location: China
Setting: Secondary
schools

Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: Norway
Setting: Outpatient
clinics

Young people with
depression symptoms
Age: 1210 18
Location: Philippines
Setting: High schools
Young people with
depression symptoms
Age: 12to0 18
Location: Korea
Setting Middle school
Young people with
depression symptoms
Age: 12 to 18
Location: US

Setting: School

Young people with
diagnosed depressive
disorder

Age: 12 to 18
Location: US
Setting: Not reported
Young people with

diagnosed depressive
disorder

Age: 12 to 18
Location: US
Setting: Not reported

Children with
diagnosed depressive
disorder

Age: 5to 11
Location: Australia
Setting: School

22

therapy vs
usual care

Computer-
based cognitive
behavioural
therapy vs
attention control

Family therapy
vs usual care

Guided self-
help vs no
treatment

Dance therapy
vs no treatment

Group cognitive
behavioural
therapy vs
relaxation vs
self-modelling
vs waiting list
CBT vs usual
care

Group cognitive
behavioural
therapy vs
group cognitive
behavioural
therapy plus
parent sessions
vs waiting list
Group cognitive
behavioural
therapy vs
waiting list

¢ Remission

e Depressive symptoms

e Depressive symptoms
e Remission

e Depressive symptoms

e Depressive symptoms

e Depression symptoms

e Depressive symptoms

e Depression symptoms
e Remission

e Depression symptoms

Depression in children and young people: identification and management: evidence review
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Listug-
Lunde
2013

Luby 2012

March/TA
DS 2004

McCauley
2016

Merry
2012

Mufson
1999

Mufson
2004

Noel 2013

O’Shea
2015

RCT

RCT

RCT

RCT

RCT

RCT

RCT

RCT

Young people with
depression symptoms

Age: 1210 18
Location: US

Setting: Middle school
Young people with

diagnosed depressive
disorder

Age: 5 to 11
Location: US
Setting: Not reported
Young people with

diagnosed depressive
disorder

Age: 12to 18
Location: US

Setting: Academic
and community clinics

Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: US

Setting: Not reported
Young people with
depression symptoms
Age: 12 to 18

Location: New
Zealand

Setting: Primary care
Young people with

diagnosed depressive
disorder

Age: 12 to 18
Location: US

Setting: Secondary
care

Young people with
diagnosed depressive
disorder

Age: 12 to 18
Location: US

Setting: School
Young people with
depression symptoms
Age: 1210 18
Location: US

Setting: School

Young people with
diagnosed depressive
disorder

Age: 12t0 18

23

Cognitive
behavioural
therapy vs
usual care

Family therapy
Vs
psychoeducatio
n

Cognitive
behavioural
therapy vs pill
placebo

Behavioural
activation vs
usual care

Computer-
based cognitive
behavioural
therapy vs
usual care

Interpersonal
psychotherapy
Vs monitoring

Interpersonal
psychotherapy
vs usual care

Group cognitive
behavioural
therapy vs
waiting list

Individual
interpersonal
psychotherapy
VS group

e Depressive symptoms

e Depressive symptoms

e Functional status
e Depression symptoms
¢ Suicidal ideation

e Discontinuation for any
reason

e Depressive symptoms
¢ Functional status

e Depression symptoms

¢ Discontinuation for any
reason

e Depression symptoms

e Discontinuation for any
reason

e Depression symptoms

¢ Discontinuation for any
reason

e Depression symptoms

e Depressive symptoms
e Remission
¢ Functional status

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Poole RCT
2018

Poppelaar RCT
s 2016

Puskar RCT
2003

Reynolds RCT
1986

Rickhi RCT
2015

Rosello RCT
1999

Shirk 2014 RCT

Location: Australia

Setting: School of
Psychology Clinic and
State High School

Young people with
diagnosed depressive
disorder

Age: 1210 18
Location: Australia
Setting: Community
Young people with
depression symptoms
Age: 1210 18
Location: Netherlands

Setting: Secondary
education

Young people with
depression symptoms
Age: 12 to 18
Location: US

Setting: School
Young people with
depression symptoms
Age: 12 to 18
Location: US

Setting: School
Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: Canada
Setting: Canadian
Institute of Natural
and Integrative
Medicine

Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: Puerto Rico
Setting: Research
Young people with
diagnosed depressive
disorder

Age: 1210 18
Location: US

Setting: Community
clinics

24

interpersonal
psychotherapy

Family therapy
vs usual care

Group cognitive
behavioural
therapy vs
computer-
based cognitive
behavioural
therapy vs
combined
interventions vs
attention control

Group cognitive
behavioural
therapy vs no
treatment

Group cognitive
behavioural
therapy vs
relaxation vs
waiting list

Guided self-
help vs waiting
list

Interpersonal
psychotherapy
Vs cognitive
behavioural
therapy vs
waiting list

Cognitive
behavioural
therapy vs
usual care

e Depressive symptoms
e Functional status

e Depressive symptoms
¢ Suicidal ideation

e Depression symptoms

e Depression symptoms

e Depressive symptoms

e Depression symptoms

¢ Discontinuation for any
reason

e Depression symptoms

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Shomaker RCT

Young people with

Group cognitive

e Depressive symptoms

2017 depression symptoms  behavioural

Age: 120 18 therapy vs

Location: US ety

Setting: Centre for e e

family and couple

therapy
Smith RCT Young people with Computer- e Depressive symptoms
2015 depression symptoms  based cognitive  , Fynctional status

Age: 1210 18 behavioural

Location: UK therapy vs

waiting list

Stallard RCT

Setting: Secondary
schools

Young people with

Group cognitive

e Depression symptoms

2012 depression symptoms  behavioural
Age: 12to 18 therapy vs
Location: UK attention control
Setting: School VS UeEl e
Stark 1987 RCT Children with Group cognitive e Depression symptoms
depression symptoms  behavioural
Age: 5 to 11 therapy vs
Location: US waiting list
Setting: School
Stasiak RCT Young people with Computer- ¢ Depression symptoms
2014 depression based cognitive 4 Remission
symptoms. behavioural e Discontinuation for any
Age: 12 to 18 therapy vs
Location: New attention control reason
Zealand

Stice 2008 RCT

Setting: School
Young people with

Group cognitive

depression symptoms  behavioural
Age: 12to 18 therapy vs non-
Location: US dlrect|vg
Setting : School supportive
therapy vs

guided self-help
vs monitoring

e Depression symptoms

Szigethy RCT Young people with Cognitive ¢ Functional status
2007 depression symptoms  behavioural o Depression symptoms
Age: 12to 18 therapy vs
Location: US usual care
Setting: Hospital
Szigethy RCT Young people with Cognitive e Remission
2014 diagnosed depressive behavioural
disorder therapy vs non-
Age: 12to 18 directive
Location: US supportive
therapy

Tompson RCT
2017

Setting: Hospital

Young people with
diagnosed depressive
disorder

Age: 5to 11

25

Family therapy
vs non-directive
supportive
therapy

e Depressive symptoms
e Remission
¢ Functional status

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)
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Topooco
2018

Trowell
2007

Vostanis
1996a

Weisz
1997

Weisz
2009

Wijnhoven
2014

Wood
1996

Wright
2017

Depression in children and young people: identification and management: evidence review

RCT

RCT

RCT

RCT

RCT

RCT

RCT

RCT

Location: US
Setting: Not reported
Young people with

diagnosed depressive
disorder

Age: 12to0 18
Location: Sweden
Setting: Online
Children with

diagnosed depressive
disorder

Age: 5to 11

Location: Greece,
Finland, UK
Setting: Secondary
care

Young people with
diagnosed depressive
disorder

Age: 12to0 18
Location: UK

Setting: Secondary
care

Children with
depression symptoms
Age: 5to 11

Location: US

Setting: School

Children with
diagnosed depressive
disorder

Age: 5to 11

Location: US

Setting: Community
clinic

Young people with
depression symptoms
Age: 1210 18
Location: Netherlands
Setting: School
Young people with

diagnosed depressive
disorder

Age: 1210 18
Location: UK

Setting: Secondary
care

Young people with
depression symptoms
Age: 12t0 18
Location: UK

26

Computer-
based cognitive
behavioural
therapy vs
attention control

Psychodynamic
psychotherapy
vs family
therapy

Interpersonal
psychotherapy
vs non-directive
supportive
therapy

Group cognitive
behavioural
therapy vs no
treatment

Cognitive
behavioural
therapy vs
usual care

Group cognitive
behavioural
therapy vs no
treatment

Cognitive
behavioural
therapy vs
relaxation

Computer-
based cognitive
behavioural
therapy vs
attention control

for psychological interventions DRAFT (January 2019)

e Depressive symptoms

e Remission

e Functional status
e Depression symptoms

e Remission

e Discontinuation for any

reason

e Remission

e Depression symptoms

e Depression symptoms

e Depression symptoms

¢ Functional status
e Depression symptoms

e Remission

¢ Discontinuation for any

reason

e Depressive symptoms

e Quality of life
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Setting: CAMHS, GP
or community centre

Young RCT Young people with Group e Depressive symptoms
2006 depression symptoms interpersonal o Furaisrel seivs
Age: 12to 18 psychotherapy
Location: US vs non-directive
Ay supportive
Setting: School therapy
Young RCT Young people with Interpersonal e Functional status
2010 depression symptoms  psychotherapy Depression symptoms
Age: 12 to 18 vs non-directive
Location: US ;:Jpportlve
Setting: School erapy
Young RCT Young people with Group e Depressive symptoms
2016 depression symptoms  interpersonal « Functional status
Age: 12to 18 psychotherapy
Location: US vs non-directive
Setting: Middle and f#gzoﬁlve
high schools Py

See appendix E for full evidence tables.

Quality assessment of clinical studies included in the evidence review

See evidence tables in appendix E for quality assessment of individual studies, appendix F

for forest plots and appendix H for GRADE tables.
Economic evidence

Included studies

A search was conducted to identify economic evaluations relevant to the review question
with a date limit of the previous 2014 guideline (Appendix C). The search returned a total of
4,031 records, 4,015 of which were exclude on the basis of title and abstract. The remaining
16 studies were fully inspected and 3 were included in the synthesis. During inspection of the
full publications and reference lists, an additional economic evaluation by Domino 2009 was
identified and included in the review.

Excluded studies

Details of excluded studies are provided in Appendix M.

Summary of studies included in the economic evidence review

The 4 published economic evaluations included in the review compared cognitive
behavioural (CBT) therapy with or without selective serotonin reuptake inhibitors (SSRIs) to
usual care, brief psychological intervention (BPI) or short-term psychoanalytic psychotherapy
(STPP). These are summarised in Table 1Table 8 with further details in Appendix J.

Goodyer 2017 (IMPACT HTA)

Goodyer et al was a cost-effectiveness analysis conducted alongside a clinical trial
comparing cognitive behavioural therapy (CBT), brief psychological intervention (BPI) and
short-term psychoanalytic psychotherapy (STPP) in a population of 465 English adolescents

27
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with depression. The time horizon of the analysis comprised the 86-week duration of the
trial’s follow-up and took a UK societal perspective, with education and voluntary services
costs being considered. The outcomes of the interventions were assessed using the EQ-5D
instrument applied at baseline and then at 6, 12, 36, 52 and 86-week follow-up sessions.
System resource usage was elicited from the participants and parents/carers at the same
time points. The analysis included costs of delivering BPI, CBT and STPP, NHS primary and
secondary services, social care, education, voluntary sector services, and medication costs.
Prices were based on usual UK sources.

In the deterministic results BPIl was the most cost-effective intervention with an incremental
cost-effectiveness ratio (ICER) of £23,000/QALY, although the trial did not detect any
statistically significant differences in costs or outcomes and absolute differences between
interventions were small. CBT was cheaper and less effective than BPl and STPP was
equally effective and more expensive than BPI. The probabilistic results suggest that CBT
had a greater than 50% probability of being the most cost-effective treatment regardless of
the willingness to pay for one additional QALY. The base case considered that sessions that
were offered but not attended had a cost of £0, under the assumption that professionals
could still make use of their time. In sensitivity analysis the cost of 50% of the offered but not
attended sessions was included in the calculations raising the cost of CBT, previously the
cheapest alternative. BPl became dominant with a probability greater than 50% of being the
most cost-effective strategy for any willingness to pay value. Overall, the relative cost-
effectiveness of the interventions assessed is very unclear.

Important limitations of this study are the low participant adherence to the interventions and
an even more pronounced volume of missing data related to resource consumption. This is
particularly relevant given the analysis sensitivity to the cost of interventions and the marginal
difference in QALYs gained between comparators. The analysis took a societal perspective
which deviates from NICE’s reference case. It is also unclear whether the adult version of the
EQ-5D questionnaire and value set are appropriate for measuring health related quality of life
in adolescents. It is also unclear whether, given the seniority of the therapists delivering BPI
(>80% consultant psychiatrists), the efficacy estimates for this intervention are generalisable
to current practice in the NHS.

Byford 2007

Byford 2007 conducted a trial based economic evaluation comparing the cost effectiveness
of CBT combined with SSRIs and standard clinical care with SSRIs and standard clinical
care alone, in a population of 208 English adolescents with probable or diagnosed major
depression. The analysis had a 28-week time horizon and was conducted from a societal
perspective, including the costs of delivering the interventions, costs of health, social,
education, voluntary and private service use as well as costs of travel and productivity loss
from parents/guardians. The units of resource used were collected from the adolescents
using the Child and Adolescent Service use Schedule (CA-SUS). Unit costs used standard
UK sources as well as published literature. The outcomes of the interventions were assessed
using the Health and Nation Outcome Scale for Children and Adolescents (HONOSCA) and
Euro-QOL 5 dimension (EQ-5D) instrument applied at baseline, 12 and 28 weeks.

The incremental analysis using the HONOSCA score as the outcome measure showed that
CBT in combination with SSRIs was dominated by of SSRIs with standard care. This means
that CBT was more expensive and less effective than the SSRIs with standard clinical care
comparator. The probabilistic results showed that the probability of CBT+SSRIs being cost
effective was 25% at a willingness to pay of £50,000. Results were similar when quality of life
was used as an outcome, with the CBT+SSRiIs interventions having a probability of being
cost-effective lower than 4% at any willingness to pay threshold. Several sensitivity analysis
scenarios were explored, none of which changed the direction of the results.
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The main limitation of this analysis for decision making is that it considers a population of
adolescents who are all receiving anti-depressants and could therefore be considered further
along the care pathway than the population in this review question. It is unclear if the relative
effectiveness of CBT observed in this trial is relevant. The mean attendance to CBT sessions
was only 58% of planned sessions (11/19), which may have impacted the effectiveness of
the intervention. Also, the duration of follow-up (28 weeks) may not suffice to capture the
medium to long term effects of CBT. The analysis took a societal perspective considering the
costs of education, voluntary and private sectors, such as travel costs and productivity
losses, which deviates from NICE’s reference case. QALYs were valued using the adult
version of EQ-5D.

Dickerson et al 2018

Dickerson et al was an economic evaluation alongside a clinical trial comparing brief CBT
(median 7 acute and 3 follow-up sessions) plus treatment as usual (TAU) with TAU alone in
a total of 212 adolescents declining antidepressant medication. Patients in either arm were
allowed to access any TAU over the follow-up period. The time horizon of the economic
evaluation was two years and it was conducted from a US societal perspective.

The study recorded and assigned costs to all service use in both arms at one and two year
follow up. Depressive symptoms were assessed at baseline and at 6, 12, 25, 52, 78 and 104
weeks. This assessment also recorded Depression Free Days (DFDs), which enabled the
calculation of QALYs accrued across the follow-up period assuming that DFDs had QoL =1
and depressed days had HRQoL = 0.4.

The study found that CBT was associated with a per patient increase in QALYs of 0.109 (se
0.062) driven by an increase of 43.3 (se 24.6) DFDs over the two year follow up period. It
also found a per patient decrease in costs of -$4,976 (se $2,225), making it a dominant
intervention. In a sensitivity analysis excluding inpatient days (an important and influential
driver of costs), the authors calculated that CBT had an ICER of $5,588 per QALY gained
over TAU. The authors conducted probabilistic sensitivity analysis suggesting a 97%
probability that CBT dominates TAU.

Important limitations of this study as it relates to this review question include the pragmatic
nature of the trial design, the societal and US perspective, the influence that small units of
differential resource use have over the incremental costs and a method for calculating
QALYSs that was not directly collected from trial participants and is outside NICE’s reference
case. It is also not clear that the population is directly relevant as they have been offered
antidepressants rather than psychological therapies.

Domino 2009

The publication by Domino 2009 is a trial-based economic evaluation comparing fluoxetine
versus cognitive behavioural therapy (CBT) plus fluoxetine versus CBT alone. The study
assessed a population of 327 adolescents aged 12 to 18 years with a primary diagnosis of
major depression, and was conducted in the US using a societal perspective. The original
trial incorporated clinical management with placebo to allow for a double-blind comparison
with fluoxetine. The economic analysis considered the 36-week costs and outcome for the
trial participants assigned to one of the active treatment arms.

The outcomes of the interventions were measured in depression free days and quality of life.
Depression free days were assessed using the Children depression rating Scale Revised
(CDRS-R) which was applied every 6 weeks. Scores less than 29 were considered as
depression-free, scores equal or greater than 45 as not free of depression and intermediate
scores were included linearly in the calculations of daily utility weights. To calculate quality-
adjusted life-years (QALYs) depression-free days were assigned a utility value of 1.0,
depression days to a utility weight of 0.6 and days with intermediate values were linearly
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interpolated (e.qg. if depression-free for half a day, the total day’s utility would be 0.8 ). The
authors recognised the limitations of calculating QALYs based on depression-free days
measurement and have also calculated exploratory QALY weights from the Quality of Life
Enjoyment and Satisfaction Questionnaire (PQ-LES-Q), assuming that the lowest score
across time points (15) had a QALY weight of 0.6 and that the highest score (75) was
associated with an utility of 1.0, intermediate values were linearly interpolated.

In addition to the costs of delivering the interventions and medication, the authors also
included caregiver-reported costs incurred outside the study such as primary care, medical
visits, criminal justice, school based services, emergency department visits and hospital
admissions.

The study found that CBT in combination with fluoxetine was associated with an ICER of
$23,067 (£20,444), dominating the alternative strategies. Parameter uncertainty was
explored using bias-corrected 95% confidence intervals and 1,000 iteration bootstrapping.
When the summary measure of QALY was used fluoxetine + CBT had a greater than 90%
probability of being cost-effective compared to fluoxetine alone, for a willingness to pay of
$100,000 (£88,632). Similar results were obtained when using QALYs generated using
different instruments. When the utility weights were varied in sensitivity analysis. If QALY
loss from depression was as low as 0.2, fluoxetine + CBT had an 89% probability of being
more cost-effective than fluoxetine alone, at a willingness to pay of $200,000 (£177,264). If
QALY loss was higher (0.6) then the combined strategy had a 94% probability of being cost-
effective, compared to fluoxetine.

The study had important limitations including the societal perspective and the fact it was
conducted in the US. QALY calculations used depression-free days obtained from the
CDRS-R scale, this being adapted from the adult depression literature. This may be of
limited validity in a population of adolescents with major depression. The authors used
different strategies to explore the uncertainty around the quality of life outcome. Missing cost
and efficacy data was replaced using regression estimates imputed from the patients with
complete records, which may have increased the uncertainty in the estimates of the analysis.
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1 Table 8 Summary of economic evaluations included in the review

Goodyer INT1: BPI BPI: £2678 QALYs: ICER BPI vs CBT: CBT was the strategy  Directly Potentially
2017 INT2: CBT CBT: £2379 CBT: 1.228 £23,000/QALY with highest probability applicable serious
(IMPACT INT3: STPP STPP: £3082 BPI: 1.241 ICER STPP vs CBT: of being cost-effective. limitations
based When the cost of
Heeleniie sessions not attended
evaluation was included BPI

became the most cost-

effective intervention.
Byford 2007 INT1: CBT + INT1: £1,272 INT1: 0.36 INT1 was dominated®@ by The probability of INT1  Partially Potentially
— Trial based SSRIs INT2: £36 INT2: 0.38 INT2. being more cost- applicable serious
economic INT2: SSRIs + effective than IN2 was limitations
evaluation clinical care 25% at a willingness to

pay of £50,000. At a

willingness to pay of

£100,000 this

probability did not rise

above 26%.
Dickerson et INT1: TAU INT1: $8,631 INT2 vs INT1 INT2 dominates Probabilistic sensitivity  Partially Potentially
al 2018 — INT2: TAU + INT2: $3,655 Depression analysis suggests applicable serious
Trial based CBT free days: 43.3 INT2 has a 97% limitations
economic QALYs: 0.109 probability of
evaluation dominating INT1.

Other sensitivity

analysis did not

change the direction of

the conclusions.
Domino INT1: INT1: £5,924 QALY: INT1 vs INT2 Probabilistic sensitivity  Partially Potentially
2009 — Trial fluoxetine INT2: £4,999 INT1vs INT2:  ICER: $52,200 (£46,266) analysis has shown applicable serious
based INT2: CBT INT3: £5618 -0.0067 that INT3 has a greater limitations

INT1 vs INT3: INT1 vs INT3 than 90% probablllty of

Depression in children and young people: identification and management: evidence review
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economic INT3: 0.0012 ICER: $-23,067 (-£20,444) being the most cost-
evaluation fluoxetine + INT3 dominates effective strategy.
CBT The results of the

analysis were sensible
to the measure of
effect used in the
analysis.

BPI, brief psychological intervention; CBT, cognitive behavioural therapy; HTA, health technology assessment; ICER, incremental cost-effectiveness

analysis; QALY, quality-adjusted life year; SSRIs, selective serotonin reuptake inhibitors; STPP, short-term psychoanalytic psychotherapy; TAU, treatment
as usual.

(a) Intervention 1 was dominated because it was more expensive and less effective than intervention 2.
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1 Economic model
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The committee has considered the published economic evidence and has decided
not to prioritise original economic modelling to answer the research question. The
reasons for this relate to several aspects:

e The network meta-analysis for this guideline mostly reported short term
clinical outcomes that would have been difficult to tie to definitive differences
in health related quality of life between the treatments.

¢ Outcomes were heterogeneously reported between trials and significant
uncertainty existed in the differential effectiveness between active
interventions.

e The number and duration of the therapies and the level of attendance is
heterogeneously reported in the literature, which made the costing exercise
imprecise and not necessarily representative of clinical practice.

The committee considered the potential resource use associated with the
interventions (see appendix L) alongside the clinical evidence and found that there
was sufficient evidence to inform the recommendations. The costing estimates were
imprecise but provided some evidence that group and computer interventions were
likely to be cheaper than individual therapies and that some individual therapies were
likely to be cheaper than others.

Evidence statements

Pairwise analysis

The format for the evidence statements is described in appendix B.

Mild depression in 5-11 year olds

Depression symptoms at post-treatment

The following psychological interventions were effective at reducing depression
symptoms compared to a control:

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 2 RCTs with 47 participants)

Depression symptoms at >6 to <18 months

The following psychological interventions could not differentiate depression
symptoms between children with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 29 participants)

Mild depression in 12-18 year olds

Depression symptoms at post-treatment

The following psychological interventions were effective at reducing depression
symptoms compared to a control:

e Computer CBT compared to waiting list/no treatment (low quality evidence
from 2 RCTs with 142 participants)
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o Group CBT compared to waiting list/no treatment (moderate quality evidence
from 5 RCTs with 395 participants)

¢ Relaxation compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 18 participants)

¢ Dance therapy compared to waiting list/no treatment (low quality evidence
from 1 RCT with 40 participants)

e Individual CBT compared to usual care (very low quality evidence from 3
RCTs with 86 participants)

o Guided self-help compared to attention control (low quality evidence from 1
RCT with 14 participants)

The following interventions were effective at reducing depression symptoms
compared to another intervention:

e Group CBT compared to guided self-help (moderate quality evidence from 1
RCT with 169 participants)

e Group CBT compared to group non-directive supportive therapy (moderate
quality evidence from 1 RCT with 177 participants)

e Group mindfulness compared to group CBT (very low quality evidence from 1
RCT with 33 participants)

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 110 participants)

e Group IPT compared to non-directive supportive therapy (low quality
evidence from 3 RCTs with 280 participants)

The following psychological interventions could not differentiate depression
symptoms between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to waiting list/no treatment (very low quality
evidence from 2 RCTs with 60 participants)

¢ Individual CBT and family education compared to waiting list (moderate
quality evidence from 1 RCT with 23 participants)

e Computer CBT compared to attention control (low quality evidence from 3
RCTs with 386 participants)

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 187 participants)

e Computer CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 107 participants)

e Group CBT compared to attention control (moderate quality evidence from 3
RCTs with 818 participants)

e Group CBT compared to usual care (low quality evidence from 3 RCTs with
798 participants)

o Group CBT compared to relaxation (moderate quality evidence from 2 RCTs
with 47 participants)

e Group CBT compared to self-modelling (moderate quality evidence from 1
RCT with 34 participants)

e Group CBT compared to computer CBT (high quality evidence from 1 RCT
with 101 participants)

e Group CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 106 participants)

e Group CBT and computer CBT compared to attention control (high quality
evidence from 1 RCT with 107 participants)
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e Family therapy compared to usual care (moderate quality evidence from 1
RCT with 66 participants)

e (Guided self-help compared to waiting list/no treatment (very low evidence
from 2 RCTs with 194 participants)

e Group non-directive supportive therapy compared to waiting list/no treatment
(moderate quality evidence from 1 RCT with 172 participants)

e Group non-directive supportive therapy compared to guided self-help
(moderate quality evidence from 1 RCT with 168 participants)

¢ Relaxation compared to self-modelling (moderate quality evidence from 1
RCT with 34 participants)

Sensitivity analysis removing studies at high risk of bias

This sensitivity analysis showed that individual CBT became effective at reducing
depression symptoms at post-treatment compared to waiting list/no treatment when
studies at high risk of bias were removed.

This sensitivity analysis showed that individual CBT compared to usual care could
not differentiate depression symptoms at post-treatment anymore when studies at
high risk of bias were removed.

Sensitivity analysis removing studies with a complex attention control

This sensitivity analysis showed similar results for depression symptoms at post-
treatment with or without RCTs with a complex attention control (computer CBT
compared to attention control).

Depression symptoms at <6 months

The following psychological interventions were effective at reducing depression
symptoms compared to a control:

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 5 RCTs with 394 participants)

¢ Group non-directive supportive therapy compared to waiting list/no treatment
(moderate quality evidence from 1 RCT with 172 participants)

e Relaxation compared to waiting list/no treatment (moderate quality evidence
from 2 RCTs with 49 participants)

The following psychological interventions or controls were effective at reducing
depression symptoms compared to an intervention:

e Usual care compared to group CBT (moderate quality evidence from 2 RCTs
with 650 participants)

o Group CBT compared to guided self-help (moderate quality evidence from 1
RCT with 169 participants)

e Group non-directive supportive therapy compared to guided self-help
(moderate quality evidence from 1 RCT with 168 participants)

e Group mindfulness compared to group CBT (very low quality evidence from 1
RCT with 33 participants)

e Group IPT compared to group non-directive supportive therapy (moderate
quality evidence from 3 RCTs with 280 participants)

The following psychological interventions could not differentiate depression
symptoms between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:
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e Individual CBT compared to waiting list/no treatment (moderate quality
evidence from 2 RCTs with 299 participants)

e Individual CBT compared to usual care (very low quality evidence from 2
RCTs with 28 participants)

e Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 110 participants)

e Computer CBT compared to attention control (high quality evidence from 3
RCTs with 191 participants)

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 187 participants)

e Computer CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 107 participants)

e Group CBT compared to attention control (moderate quality evidence from 3
RCTs with 733 participants)

e Group CBT compared to group non-directive supportive therapy (moderate
quality evidence from 1 RCT with 177 participants)

¢ Group CBT compared to relaxation (moderate quality evidence from 2 RCTs
with 45 participants)

e Group CBT compared to self-modelling (moderate quality evidence from 1
RCT with 34 participants)

o Group CBT compared to computer CBT (high quality evidence from 1 RCT
with 101 participants)

e Group CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 106 participants)

e Group CBT and computer CBT compared to attention control (high quality
evidence from 1 RCT with 107 participants)

e Family therapy compared to usual care (moderate quality evidence from 1
RCT with 66 participants)

e Guided self-help compared to waiting list/no treatment (moderate evidence
from 1 RCT with 164 participants

¢ Relaxation compared to self-modelling (moderate quality evidence from 1
RCT with 34 participants)

e Self-modelling compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 34 participants)

Sensitivity analysis removing studies at high risk of bias

This sensitivity analysis showed similar results for depression symptoms at <6
months with or without RCTs at high risk of bias (individual CBT compared to waiting
list/no treatment; individual CBT compared to usual care; computer CBT compared to
attention control).

Sensitivity analysis removing studies with a complex attention control

This sensitivity analysis showed similar results for depression symptoms at <6
months with or without RCTs with a complex attention control (computer CBT
compared to attention control).

Depression symptoms at >6 to <18 months

The following psychological interventions were effective at reducing depression
symptoms compared a control:

e Group non-directive supportive therapy compared to waiting list/no treatment
(moderate quality evidence from 1 RCT with 172 participants)
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e Computer CBT compared to attention control (high quality evidence from 2
RCTs with 352 participants)

The following psychological interventions were effective at reducing depression
symptoms compared to another intervention:

e Computer CBT compared to group CBT (high quality evidence from 1 RCT
with 101 participants)

The following psychological interventions could not differentiate depression
symptoms between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 110 participants)

e Computer CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 107 participants)

o Group CBT compared to attention control (high quality evidence from 1 RCT
with 101 participants)

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 2 RCTs with 144 participants)

e Group CBT compared to usual care (moderate quality evidence from 2 RCTs
with 182 participants)

e Group CBT compared to guided self-help (moderate quality evidence from 1
RCT with 169 participants)

e Group CBT compared to group non-directive supportive therapy (moderate
quality evidence from 1 RCT with 177 participants)

e Group CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 106 participants)

e Group CBT and computer CBT compared to attention control (high quality
evidence from 1 RCT with 107 participants)

o Guided self-help compared to waiting list/no treatment (moderate evidence
from 1 RCT with 164 participants

e Group IPT compared to group non-directive supportive therapy (moderate
quality evidence from 3 RCTs with 245 participants)

¢ Group non-directive supportive therapy compared to guided self-help
(Moderate quality evidence from 1 RCT with 168 participants)

Sensitivity analysis removing studies with a complex attention control

This sensitivity analysis showed similar results for depression symptoms at >6 to <18
months with or without RCTs with a complex attention control (computer CBT
compared to attention control).

Functional status at post-treatment

The following psychological interventions were effective at improving functional
status compared to a control:

¢ Individual CBT compared to usual care (low quality evidence from 1 RCT with
40 participants)
The following psychological interventions could not differentiate functional status
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:
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e Group CBT compared to usual care (moderate quality evidence from 2 RCTs
with 204 participants)

e Group IPT compared to group non-directive supportive therapy (very low
quality evidence from 3 RCTs with 280 participants)

Functional status at <6 months

The following psychological interventions were effective at improving functional
status compared to a control:

e Individual CBT compared to usual care (low quality evidence from 1 RCT with
35 participants)

The following psychological interventions could not differentiate functional status
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 112 participants)

o Group IPT compared to group non-directive supportive therapy (very low
quality evidence from 3 RCTs with 267 participants)

Functional status at >6 to <18 months

The following psychological interventions could not differentiate functional status
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

o Individual CBT compared to usual care (low quality evidence from 1 RCT with
33 participants)

e Group CBT compared to usual care (moderate quality evidence from 2 RCTs
with 182 participants)

e Group IPT compared to group non-directive supportive therapy (moderate
quality evidence from 2 RCTs with 203 participants)

Remission at post-treatment

The following psychological interventions could not differentiate risk of remission
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

o Individual CBT compared to usual care (low quality evidence from 1 RCT with
13 participants)

e Computer CBT compared to attention control (high quality evidence from 1
RCT with 30 participants)

e Computer CBT compared to waiting list/no treatment (high quality evidence
from 1 RCT with 30 participants)

e Family therapy compared to usual care (moderate quality evidence from 1
RCT with 26 participants)

Remission at <6 months

The following psychological interventions could not differentiate risk of remission
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:
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e Family therapy compared to usual care (moderate quality evidence from 1
RCT with 28 participants)

Quality of life at post-treatment

The following psychological interventions could not differentiate quality of life
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

e Computer CBT compared to waiting list/no treatment (high quality evidence
from 1 RCT with 30 participants)

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 187 participants)

Quality of life at <6 months

The following psychological interventions could not differentiate quality of life
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

o Computer CBT compared to attention control (low quality evidence from 1
RCT with 52 participants)

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 187 participants)

Self-harm

The following psychological interventions could not differentiate risk of self-harm
between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

e Computer CBT compared to waiting list/no treatment (high quality evidence
from 1 RCT with 30 participants)

Self-harm (thoughts)

The following psychological interventions could not differentiate risk of self-harm
(thoughts) between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 213 participants)

e Group CBT compared to attention control (moderate quality evidence from 1
RCT with 249 participants)

Self-harm (deliberate)

The following psychological interventions could not differentiate risk of self-harm
(deliberate) between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 128 participants)

¢ Group CBT compared to attention control (moderate quality evidence from 1
RCT with 148 participants)
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Suicide-related adverse events

The following psychological interventions could not differentiate risk of suicide-related
adverse events between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 187)

Suicide ideation at post-treatment

The following psychological interventions could not differentiate risk of suicide
ideation between young people with mild depression who were offered psychological
interventions compared to other psychological interventions or controls:

o Computer CBT compared to attention control (high quality evidence from 1
RCT with 102 participants)

e Individual CBT compared to usual care (low quality evidence from 1 RCT with
27 participants)

e Computer CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 107 participants)

o Group CBT compared to attention control (high quality evidence from 1 RCT
with 101 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 84 participants)

o Group CBT compared to computer CBT (high quality evidence from 1 RCT
with 101 participants)

e Group CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 106 participants)

e Group CBT and computer CBT compared to attention control (high quality
evidence from 1 RCT with 107 participants)

Suicide ideation at <6 months

The following psychological interventions were effective at reducing suicide ideation
compared to a control:

e Family therapy compared to usual care (moderate quality evidence from 1
RCT with 28 participants)

Suicide ideation at >6 to <18 months

The following psychological interventions were effective at reducing suicide ideation
compared to a control:

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 72 participants)

Discontinuation for any reason at end point

The following psychological interventions or controls were effective at reducing
discontinuation compared to an intervention:

e Attention control compared to group CBT (moderate quality evidence from 3
RCTs with 182 participants)

¢ Waiting list/no treatment compared to group non-directive supportive therapy
(moderate quality evidence from 1 RCT with 159 participants)
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e Waiting list/no treatment compared to guided self-help (moderate quality
evidence from 1 RCT with 164 participants)

The following psychological interventions could not differentiate risk of
discontinuation between young people with mild depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to waiting list/no treatment (moderate quality
evidence from 2 RCTs with 362 participants)

e Individual CBT compared to usual care (low quality evidence from 3 RCTs
with 367 participants)

e Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 110 participants)

e Computer CBT compared to attention control (very low quality evidence from
4 RCTs with 475 participants)

e Computer CBT compared to waiting list/no treatment (moderate quality
evidence from 2 RCTs with 142 participants)

e Computer CBT compared to usual care (high quality evidence from 1 RCT
with 185 participants)

e Computer CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 104 participants)

e Group CBT compared to waiting list/no treatment (low quality evidence from 4
RCTs with 381 participants)

e Group CBT compared to usual care (very low quality evidence from 2 RCTs
with 840 participants)

o Group CBT compared to guided self-help (moderate quality evidence from 1
RCT with 41 participants)

e Group CBT compared to group non-directive supportive therapy (moderate
quality evidence from 1 RCT with 155 participants)

e Group CBT compared to relaxation (moderate quality evidence from 1 RCT
with 20 participants)

e Group CBT compared to group CBT and computer CBT (high quality
evidence from 1 RCT with 100 participants)

e Group CBT compared to group mindfulness (very low quality from 1 RCT with
28 participants)

e Group CBT and computer CBT compared to attention control (high quality
evidence from 1 RCT with 103 participants)

e Guided self-help compared to attention control (low quality evidence from 1
RCT with 30 participants)

e Group IPT compared to group non-directive supportive therapy (moderate
quality evidence from 3 RCTs with 280 participants)

¢ Group non-directive supportive therapy compared to guided self-help
(moderate quality evidence from 1 RCT with 45 participants)

¢ Relaxation compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 21 participants)

Sensitivity analysis removing studies at high risk of bias

This sensitivity analysis showed similar results for discontinuation for any reason at
end point with or without RCTs at high risk of bias (individual CBT compared to usual
care; computer CBT compared to attention control).
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Sensitivity analysis removing studies with a complex attention control

This sensitivity analysis showed similar results for discontinuation for any reason at
end point with or without RCTs with a complex attention control (computer CBT
compared to attention control).

Moderate to severe depression in age 5-11 year olds

Depression symptoms at post-treatment

The following psychological interventions were effective at reducing depression
symptoms compared to another psychological intervention:

o Family therapy compared to psychoeducation (low quality evidence from 1
RCT with 43 participants)

e Family therapy compared to psychodynamic psychotherapy (moderate quality
evidence from 1 RCT with 72 participants)

The following psychological interventions could not differentiate depression
symptoms between children with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

o Individual CBT compared to usual care (low quality evidence from 1 RCT with
44 participants)

¢ Group CBT compared to attention control (moderate quality evidence from 1
RCT with 21 participants)

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 21 participants)

e Family therapy compared to pill placebo (moderate quality evidence from 1
RCT with 37 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 2 RCTs with 172 participants)

Depression symptoms at <6 months

The following psychological interventions could not differentiate depression
symptoms between children with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Group CBT compared to attention control (moderate quality evidence from 1
RCT with 21 participants)

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 21 participants)

e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)

Functional status at post-treatment

The following psychological interventions could not differentiate functional status
between children with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 134 participants)
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e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)

Functional status at <6 months

The following psychological interventions could not differentiate functional status
between children with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)

Remission at post-treatment

The following psychological interventions were effective at increasing the number of
people in remission compared to another psychological intervention:

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 2 RCTs with 172 participants)

The following psychological interventions could not differentiate remission between
children with moderate to severe depression who were offered psychological
interventions compared to other psychological interventions or controls:

o Family therapy compared to pill placebo (moderate quality evidence from 1
RCT with 37 participants)

e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)

Remission at <6 months

The following psychological interventions were effective at increasing the number of
people in remission compared to another psychological intervention:

e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)

Discontinuation for any reason at end point

The following psychological interventions were effective at reducing discontinuation
compared to another psychological intervention:

¢ Non-directive supportive therapy compared to family therapy (moderate
quality evidence from 2 RCTs with 174 participants)

The following psychological interventions could not differentiate risk of
discontinuation between children with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

e Family therapy compared to pill placebo (moderate quality evidence from 1
RCT with 37 participants)

e Family therapy compared to psychoeducation (low quality evidence from 1
RCT with 39 participants)

e Psychodynamic psychotherapy compared to family therapy (moderate quality
evidence from 1 RCT with 72 participants)
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1 Moderate to severe depression in age 12-18 year olds
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Depression symptoms at post-treatment

The following psychological interventions were effective at reducing depression
symptoms compared to a control:

e Individual CBT compared to waiting list/no treatment (very low quality
evidence from 3 RCTs with 194 participants)

o Group CBT compared to waiting list/no treatment (moderate quality evidence
from 2 RCTs with 102 participants)

e Group CBT and parent sessions compared to waiting list/no treatment (low
quality evidence from 2 RCTs with 99 participants)

o Guided self-help compared to waiting list/no treatment (moderate quality of
evidence from 1 RCT with 31 participants)

e Computer CBT compared to attention control (low quality evidence from 1
RCT with 70 participants)

The following psychological interventions were effective at reducing depression
symptoms compared to another psychological intervention:

¢ Individual CBT compared to family therapy (moderate quality evidence from 1
RCT with 64 participants)

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 209 participants)

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 48 participants)

The following psychological interventions could not differentiate depression
symptoms between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 223 participants)

e Individual CBT compared to usual care (very low quality evidence from 3
RCTs with 220 participants)

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 64 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 213 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 86 participants)

e Group CBT compared to group CBT and parent sessions (low quality
evidence from 2 RCTs with 109 participants)

e Family therapy compared to attention control (moderate quality evidence from
1 RCT with 32 participants)

e Family therapy compared to usual care (high quality evidence from 2 RCTs
with 78 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 62 participants)

e Individual IPT compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 37 participants)

¢ Individual IPT compared to monitoring (moderate quality evidence from 1
RCT with 48 participants)
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DRAFT FOR CONSULTATION
Psychological interventions for depression

¢ Individual IPT compared to usual care (moderate quality evidence from 1
RCT with 63 participants)

e Individual IPT compared to individual CBT (moderate quality evidence from 1
RCT with 40 participants)

e Individual IPT compared to IPT and parent sessions (moderate quality
evidence from 1 RCT with 15 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

e Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 214 participants)

e Behaviour activation compared to usual care (low quality evidence from 1
RCT with 60 participants)

Sensitivity analysis removing studies at high risk of bias

This sensitivity analysis showed similar results for depression symptoms at post-
treatment with or without RCTs at high risk of bias (individual CBT compared to usual
care).

Depression symptoms at <6 months

The following psychological interventions could not differentiate depression
symptoms between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 221 participants)

e Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 216 participants)

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 48 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 1 RCT with 30 participants)

¢ Family therapy compared to usual care (high quality evidence from 1 RCT
with 64 participants)

e Individual IPT compared to individual CBT (moderate quality evidence from 1
RCT with 23 participants)

¢ Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 115 participants)

Depression symptoms at >6 to <18 months

The following psychological interventions could not differentiate depression
symptoms between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 237 participants)

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 239 participants)
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DRAFT FOR CONSULTATION
Psychological interventions for depression

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 73 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 1 RCT with 29 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

¢ Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 130 participants)

Functional status at post-treatment

The following psychological interventions were effective at improving functional
status compared to a control:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Group CBT and parent sessions compared to waiting list/no treatment
(moderate quality evidence from 1 RCT with 59 participants)

¢ Individual IPT compared to usual care (moderate quality evidence from 1
RCT with 58 participants)

The following psychological interventions or controls were effective at improving
functional status compared to an intervention:
e |IPT and parent sessions compared to individual IPT (moderate quality
evidence from 1 RCT with 15 participants)

The following psychological interventions could not differentiate functional status
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 223 participants)

e Individual CBT compared to family therapy (moderate quality evidence from 1
RCT with 66 participants)

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 68 participants)

e Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 53 participants)

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 64 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 86 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 1 RCT with 69 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

e Behaviour activation compared to usual care (low quality evidence from 1
RCT with 60 participants)

Functional status at <6 months

The following psychological interventions could not differentiate functional status
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:
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DRAFT FOR CONSULTATION
Psychological interventions for depression

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 48 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 53 participants)

Functional status at >6 to <18 months

The following psychological interventions could not differentiate functional status
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 73 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

Remission at post-treatment

The following psychological interventions were effective at increasing the number of
people in remission compared to a control:

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 1 RCT with 30 participants)

e Computer CBT compared to attention control (low quality evidence from 1
RCT with 70 participants)

The following psychological interventions were effective at increasing the number of
people in remission compared to another intervention:

¢ Individual CBT compared to family therapy (moderate quality evidence from 1
RCT with 66 participants)

e Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 124 participants)

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 48 participants)

The following psychological interventions could not differentiate risk of remission
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to usual care (moderate quality evidence from 2
RCTs with 260 participants)

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 3 RCTs with 124 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 97 participants)

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 313 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 1 RCT with 35 participants)
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Psychological interventions for depression

o Group CBT and parent sessions compared to waiting list/no treatment
(moderate quality evidence from 1 RCT with 33 participants)

e Family therapy compared to attention control (moderate quality evidence from
1 RCT with 32 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 64 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

e Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 315 participants)

Remission at <6 months

The following psychological interventions could not differentiate risk of remission
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 43 participants)

Remission at >6 to <18 months

The following psychological interventions could not differentiate risk of remission
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 56 participants)

e Individual IPT compared to group IPT (moderate quality evidence from 1 RCT
with 39 participants)

Quality of life at post-treatment

The following psychological interventions were effective at improving quality of life
compared to a control:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

The following psychological interventions could not differentiate quality of life
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 163 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 169 participants)

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 169 participants)

e Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 176 participants)
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DRAFT FOR CONSULTATION
Psychological interventions for depression

Quality of life at <6 months

The following psychological interventions were effective at improving quality of life
compared to usual care:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

The following psychological interventions could not differentiate quality of life
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 169 participants)

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 169 participants)

¢ Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 171 participants)

Quality of life at >6 to <18 months

The following psychological interventions could not differentiate quality of life
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 177 participants)

e Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 190 participants)

¢ Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 183 participants)

Suicide-related adverse events

The following psychological interventions could not differentiate risk of suicide-related
adverse events between young people with moderate to severe depression who
were offered psychological interventions compared to other psychological
interventions or controls:

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 123 participants

Suicide ideation at post-treatment

The following psychological interventions were effective at reducing suicide ideation
compared to a control:

¢ Individual CBT compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 30 participants)

e Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

¢ Individual IPT compared to usual care (moderate quality evidence from 1
RCT with 50 participants)
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DRAFT FOR CONSULTATION
Psychological interventions for depression

The following psychological interventions could not differentiate risk of suicide
ideation between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 123 participants)

o Individual CBT compared to family therapy (moderate quality evidence from 1
RCT with 66 participants)

¢ Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 68 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 86 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 64 participants)

Suicide ideation at <6 months

The following psychological interventions could not differentiate risk of suicide
ideation between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

Suicide ideation at >6 to <18 months

The following psychological interventions could not differentiate risk of suicide
ideation between young people with moderate to severe depression who were
offered psychological interventions compared to other psychological interventions or
controls:

¢ Individual CBT compared to usual care (moderate quality evidence from 1
RCT with 212 participants)

e Group CBT compared to usual care (moderate quality evidence from 1 RCT
with 73 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 1 RCT with 73 participants)

Discontinuation for any reason at end point

The following psychological interventions were effective at reducing discontinuation
compared to a control:

e Behavioural activation compared to usual care (low quality evidence from 1
RCT with 53 participants)

¢ Individual IPT compared to monitoring (moderate quality evidence from 1
RCT with 48 participants)

The following psychological interventions were effective at reducing discontinuation
compared to an intervention:

¢ Individual CBT compared to psychosocial intervention (high quality evidence
from 1 RCT with 289 participants)
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Psychological interventions for depression

The following psychological interventions could not differentiate risk of continuation
between young people with moderate to severe depression who were offered
psychological interventions compared to other psychological interventions or
controls:

e Individual CBT compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 48 participants)

¢ Individual CBT compared to pill placebo (low quality evidence from 1 RCT
with 123 participants)

¢ Individual CBT compared to usual care (moderate quality evidence from 4
RCTs with 512 participants)

¢ Individual CBT compared to family therapy (moderate quality evidence from 1
RCT with 72 participants)

e Individual CBT compared to non-directive supportive therapy (moderate
quality evidence from 2 RCTs with 128 participants)

¢ Individual CBT compared to psychodynamic psychotherapy (high quality
evidence from 1 RCT with 178 participants)

¢ Individual CBT compared to relaxation (moderate quality evidence from 1
RCT with 53 participants)

e Computer CBT compared to attention control (low quality evidence from 1
RCT with 70 participants)

e Group CBT compared to waiting list/no treatment (moderate quality evidence
from 2 RCTs with 121 participants)

o Group CBT and parent sessions compared to waiting list/no treatment
(moderate quality evidence from 2 RCTs with 116 participants)

e Group CBT compared to group CBT and parent sessions (moderate quality
evidence from 2 RCTs with 127 participants)

e Family therapy compared to usual care (moderate quality evidence from 2
RCTs with 73 participants)

e Family therapy compared to non-directive supportive therapy (moderate
quality evidence from 1 RCT with 70 participants)

e Guided self-help compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 31 participants)

¢ Individual IPT compared to waiting list/no treatment (moderate quality
evidence from 1 RCT with 46 participants)

e Individual IPT compared to usual care (moderate quality evidence from 1
RCT with 63 participants)

e Individual IPT compared to individual CBT (moderate quality evidence from 1
RCT with 48 participants)

¢ Individual IPT compared to IPT and parent sessions (moderate quality
evidence from 1 RCT with 15 participants)

e Group IPT compared to individual IPT (moderate quality evidence from 1 RCT
with 39 participants)

¢ Psychodynamic psychotherapy compared to psychosocial intervention (high
quality evidence from 1 RCT with 283 participants)

Sensitivity analysis removing studies at high risk of bias

This sensitivity analysis showed similar results for discontinuation for any reason at
end point with or without RCTs at high risk of bias (individual CBT compared to usual
care).
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Psychological interventions for depression

1 Network meta-analysis

The format of the evidence statements is described in appendix B and summaries of
the results of the NMA are presented in Appendix G.

Mild depression in 12-18 year olds

Very low quality evidence from 1 network meta-analysis with 27 RCTs containing
3,246 participants found that the following psychological interventions were effective
at reducing depression symptoms compared to waiting list/no treatment:

9 e Group CBT

10 ¢ Relaxation

11 o Guided self-help

12 e Group mindfulness

13 ¢ Individual CBT

14 e Computer CBT

15 o Group CBT + computer CBT
16 o Family therapy

17 o Group IPT

2
3
4
5 Depression symptoms at post-treatment, mild depression in 12 to 18 years old
6
7
8

18 The following psychological interventions were effective reducing depression
19 symptoms:

20 e Group IPT better than group NDST

21 The evidence could not differentiate depression symptoms between the remaining
22 comparators.

23 Depression symptoms at <6 months, mild depression in 12 to 18 years old

24 Low quality evidence from 1 network meta-analysis with 22 RCTs containing 2,885
25 participants found that the following psychological interventions were effective at
26 reducing depression symptoms compared to waiting list/no treatment:

27 e Group CBT

28 e Group NDST

29 ¢ Group mindfulness

30 ¢ Individual CBT

31 e Computer CBT

32 o Group CBT + computer CBT

33 e Family therapy

34 o Group IPT

35 The following psychological interventions were effective at reducing depression
36 symptoms compared to attention control:
37 e Group mindfulness

38 e Computer CBT

39 o Group IPT

40 The following psychological interventions were effective at reducing depression
41 symptoms:
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DRAFT FOR CONSULTATION
Psychological interventions for depression

e Group CBT compared to guided self-help, NDST
e Group NDST compared to guided self-help

¢ Group mindfulness compared to group CBT, self-modelling, guided self-help,
group NDST, individual CBT, NDST

e Computer CBT compared to group CBT, guided self-help, individual CBT, NDST
e Group CBT + computer CBT compared to guided self-help, NDST

o Group NDST compared to NDST

o Family therapy compared to guided self-help, individual CBT, NDST

e Group IPT compared to group CBT, guided self-help, group NDST, individual
CBT, NDST

e Attention control compared to guided self-help, NDST
e Usual care compared to guided self-help, individual CBT, NDST

The evidence could not differentiate depression symptoms between the remaining
comparators.

Depression symptoms at >6 to <18 months, mild depression in 12 to 18 years old

Moderate quality evidence from 1 network meta-analysis with 9 RCTs containing
1,417 participants found that the following psychological interventions were effective
at reducing depression symptoms compared to waiting list/no treatment:

e Group NDST
e Computer CBT
o Group IPT

The following psychological interventions were effective at reducing depression
symptoms compared to attention control:

e Computer CBT

The following psychological interventions were effective at reducing depression
symptoms compared to usual care:

e Computer CBT

The following psychological interventions were effective at reducing depression
symptoms:
e Computer CBT compared to group CBT, guided self-help, group NDST

The evidence could not differentiate depression symptoms between the remaining
comparators.

Functional status at post-treatment, mild depression in 12 to 18 years old

Moderate quality evidence from 1 network meta-analysis with 3 RCTs containing 244
participants found that the following psychological interventions were effective at
increasing functional status compared to usual care:

e Individual CBT
e Group CBT

The evidence could not differentiate functional status between:
¢ Individual CBT and group CBT
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Psychological interventions for depression

Functional status at <6 months, mild depression in 12 to 18 years old

Moderate quality evidence from 1 network meta-analysis with 2 RCTs containing 147
participants found that the following psychological interventions were effective
increasing functional status compared to usual care:

e Individual CBT

The following psychological interventions were effective at increasing functional
status:

¢ Individual CBT compared to group CBT

The evidence could not differentiate functional status between:
o Group CBT compared to usual care

Functional status at >6 months to <18 months, mild depression in 12 to 18 years old

Low quality evidence from 1 network meta-analysis with 3 RCTs containing 215
participants found that the following psychological interventions were effective at
increasing functional status compared to usual care:

e Group CBT

The evidence could not differentiate functional status between:
o Group CBT compared to individual CBT
¢ Individual CBT compared to usual care

Remission at post-treatment, mild depression in 12 to 18 years old

Very low quality evidence from 1 network meta-analysis with 2 RCTs containing 87
participants found that the following psychological interventions were effective at
increasing remission compared to usual care:

e |ndividual CBT

The evidence could not differentiate remission between:
e Family therapy compared to individual CBT and usual care

Discontinuation for any reason at end point, mild depression in 12 to 18 years old
Very low quality evidence from 1 network meta-analysis with 21 RCTs containing

3,781 participants could not differentiate discontinuation between:

e Group CBT, relaxation, guided self-help, group NDST, group mindfulness,
individual CBT, NDST, computer CBT, group + computer CBT, group IPT,
attention control, usual care, and waiting list or no treatment

Moderate to severe depression in 5-11 year olds

Depression symptoms at post-treatment, moderate to severe depression in 5to 11
years old

Moderate quality evidence from 1 network meta-analysis with 6 RCTs containing 355
participants found that the following psychological interventions were effective at
reducing depression symptoms

e Group CBT compared to psychoeducation and psychodynamic psychotherapy

o Family therapy compared to NDST, psychoeducation and psychodynamic
psychotherapy
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Psychological interventions for depression

The evidence could not differentiate depression symptoms between the remaining
comparators.

Functional status at post-treatment, moderate to severe depression in 5 to 11 years
old

Low quality evidence from 1 network meta-analysis with 2 RCTs containing 206
participants could not differentiate functional status between:
o Family therapy, NDST and psychodynamic psychotherapy

Functional status at post-treatment, moderate to severe depression in 5 to 11 years
old

Low quality evidence from 1 network meta-analysis with 2 RCTs containing 206
participants could not differentiate functional status between:
o Family therapy, NDST and psychodynamic psychotherapy

Remission at post-treatment, moderate to severe depression in 5 to 11 years old

Moderate quality evidence from 1 network meta-analysis with 2 RCTs containing 281
participants found that the following psychological interventions were effective at
increasing remission:

o Family therapy compared to NDST

The evidence could not differentiate remission between:
o Family therapy compared to pill placebo
o NDST compared to pill placebo

¢ Psychodynamic psychotherapy compared to pill placebo, family therapy and
NDST

Discontinuation for any reason at end point, moderate to severe depression in 5to 11
years old

Moderate quality evidence from 1 network meta-analysis with 5 RCTs containing 322
participants found that the following psychological interventions were effective at
reducing discontinuation compared to pill placebo:

e Psychodynamic psychotherapy

The following psychological interventions were effective at reducing discontinuation:
e NDST compared to family therapy
e Psychodynamic psychotherapy compared to family therapy

The evidence could not differentiate discontinuation between the remaining
comparators.

34 Moderate to severe depression in 12-18 year olds

35
36

37
38
39

40
41

Depression symptoms at post-treatment, moderate to severe depression in 12 to 18
years old

Very low quality evidence from 1 network meta-analysis with 23 RCTs containing
1,901 participants found that the following psychological interventions were effective
reducing depression symptoms compared to waiting list/no treatment:

¢ Individual CBT
e Family therapy
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DRAFT FOR CONSULTATION
Psychological interventions for depression

e NDST
e Group CBT

No interventions were better than others in this group.

The evidence could not differentiate depression symptoms between the remaining
comparators.

Depression symptoms at <6 months, moderate to severe depression in 12 to 18
years old

Low quality evidence from 1 network meta-analysis with 5 RCTs containing 703
participants could not differentiate depression symptoms between:

¢ Individual CBT, psychodynamic psychotherapy, psychosocial intervention,
relaxation, family therapy, individual IPT and usual care

Depression symptoms at >6 to <18 months, moderate to severe depression in 12 to
18 years old

Moderate quality evidence from 1 network meta-analysis with 4 RCTs containing 706
participants could not differentiate depression symptoms between:

¢ Individual CBT, psychodynamic psychotherapy, psychosocial intervention, group
CBT, group CBT + parent sessions and usual care

Functional status at post-treatment, moderate to severe depression in 12 to 18 years
old

Low quality evidence from 1 network meta-analysis with 10 RCTs containing 941
participants found that the following psychological interventions were effective at
increasing functional status compared to waiting list or no treatment:

¢ Individual CBT

o Family therapy

e Group CBT + parent sessions

e Individual IPT

e Individual IPT + parent sessions

The following psychological interventions were effective at increasing functional
status compared to pill placebo:

e Individual IPT + parent sessions

The following psychological interventions were effective at increasing functional
status compared to usual care:

¢ Individual CBT

e Family therapy

e Individual IPT

¢ Individual IPT + parent sessions

The following psychological interventions were effective at increasing functional
status:

¢ Individual IPT + parent sessions compared to individual CBT, NDST, relaxation,
group CBT, individual IPT, group IPT and behavioural activation

The evidence could not differentiate functional status between the remaining
comparators.
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Functional status at >6 months to <18 months, moderate to severe depression in 12
to 18 years old

Moderate quality evidence from 1 network meta-analysis with 2 RCTs containing 285
participants could not differentiate functional status between:
¢ Individual CBT, group CBT and usual care

Functional status at <6 months, moderate to severe depression in 12 to 18 years old

Low quality evidence from 1 network meta-analysis with 2 RCTs containing 260
participants could not differentiate functional status between:

¢ Individual CBT, relaxation and usual care
Remission at post-treatment, moderate to severe depression in 12 to 18 years old

Moderate quality evidence from 1 network meta-analysis with 9 RCTs containing
1,092 participants found that the following psychological interventions were effective
at increasing remission compared to attention control

¢ Individual CBT

o Family therapy

e NDST

e Psychodynamic psychotherapy
e Psychosocial intervention

e Computer CBT

The following psychological interventions were effective at increasing remission
¢ Individual CBT compared to family therapy, NDST, relaxation

¢ Psychodynamic psychotherapy compared to family therapy and relaxation

e Psychosocial intervention compared to family therapy and relaxation

e Usual care compared to family therapy, relaxation

The evidence could not differentiate remission between the remaining comparators.
Quality of life at post-treatment, moderate to severe depression in 12 to 18 years old

Low quality evidence from 1 network meta-analysis with 3 RCTs containing 632
participants found that the following psychological interventions were effective at
improving quality of life compared to usual care

¢ Individual CBT
o Pill placebo

The evidence could not differentiate quality of life between:
¢ Individual CBT and pill placebo

¢ Psychodynamic psychotherapy compared to pill placebo, individual CBT and
usual care

e Psychosocial intervention compared to pill placebo, individual CBT,
psychodynamic psychotherapy, and usual care

Quality of life at <6 months, moderate to severe depression in 12 to 18 years old

Low quality evidence from 1 network meta-analysis with 2 RCTs containing 469
participants found that the following psychological interventions were effective at
improving quality of life compared to usual care:
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¢ Individual CBT

The evidence could not differentiate quality of life between:

¢ Individual CBT compared to psychodynamic psychotherapy and psychosocial
intervention

¢ Psychodynamic psychotherapy compared to individual CBT, psychosocial
intervention, and usual care

Quality of life at >6 to <18 months, moderate to severe depression in 12 to 18 years
old

Moderate quality evidence from 1 network meta-analysis with 2 RCTs containing 487
participants could not differentiate quality of life between:

¢ Individual CBT compared to psychodynamic psychotherapy, psychosocial
intervention and usual care

¢ Psychodynamic psychotherapy compared to psychosocial intervention and usual
care

¢ Psychosocial intervention compared to usual care

Suicide ideation (dichotomous) at post-treatment, moderate to severe depression in
12 to 18 years old

Moderate quality evidence from 1 network meta-analysis with 3 RCTs containing 534
participants found that the following psychological interventions were effective at
reducing suicide ideation compared to usual care:

e |ndividual CBT

The evidence could not differentiate suicide ideation between:

¢ Individual CBT compared to family therapy, NDST, and pill placebo
e Family therapy compared to NDST, usual care, and pill placebo

e NDST compared to usual care and pill placebo

Discontinuation for any reason at end point, moderate to severe depression in 12 to
18 years old

Moderate quality evidence from 1 network meta-analysis with 20 RCTs containing
1,951 participants found that the following psychological interventions were effective
at reducing discontinuation compared to waiting list or no treatment:

e Group IPT
e Behavioural activation

The following psychological interventions were effective at reducing discontinuation
compared to usual care:

e Group IPT

e Behavioural activation

The following psychological interventions were effective at reducing discontinuation
compared to monitoring:

e Individual CBT

e Individual IPT

e Family therapy

¢ Psychodynamic psychotherapy
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e Group CBT

e Group CBT + parent sessions
e Group IPT

e Behavioural activation

o NDST

The following psychological interventions were effective at reducing discontinuation:
¢ Individual CBT compared to psychosocial intervention and guided self-help

e Group IPT compared to individual IPT, psychodynamic psychotherapy,
psychosocial intervention, guided self-help, IPT + parent sessions

e Behavioural activation compared to individual CBT, individual IPT, psychodynamic
psychotherapy, psychosocial intervention, guided self-help, IPT + parent sessions

o Group CBT compared to guided self-help

e Group CBT + parent sessions compared to guided self-help
o Family therapy compared to guided self-help

¢ Pill placebo compared to guided self-help

The evidence could not differentiate discontinuation between the remaining
comparators.

NMA sensitivity analyses and inconsistency checking

The results of the sensitivity analyses using an alternative approach to converting
MD to SMD only detected minor differences in results compared to the original
approach used in the NMAs for depression symptoms and functional status post
treatment for 12- 18 year olds with mild or moderate to severe depression.

Inconsistency checking identified several networks with potential inconsistency.
Sensitivity analyses removing the studies that were potentially inconsistent for
depression symptom post treatment and at 6 months for mild depression in 12-18
year olds (see appendix S) led to minor changes in results in most cases, however,
in the post treatment NMA, group IPT became disconnected from the network. In the
6 months post treatment network, individual CBT ceased to be effective at reducing
depression symptoms compared to waiting list/ no treatment amongst other changes.

Published NMA results

High quality evidence from 1 published network meta-analysis containing 3,805
participants (children and young people aged 7 to 18 years with depression) found
that IPT and CBT were effective at reducing depression symptoms at post-treatment
compared to control interventions (including psychological placebo, usual care and
waiting list) and compared to play therapy. The evidence was partially applicable
because the NMA does not cover all of the outcomes of interest, does not report
results by the ages groups of interest to this review, and does not separate
interventions by the type of psychotherapy and method of delivery (group and
individual forms of a particular type of therapy are combined to form single nodes in
the analyses).

Economic evidence statements

e Evidence from 1 single UK study conducted alongside a RCT (n=470) suggests
that cognitive behavioural therapy is likely to be cost-effective in young people
compared to brief psychological intervention and short-term psychoanalytic
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psychotherapy, although there were no significant differences in costs or effects.
The evidence is directly applicable to the UK but has potentially serious
limitations.

e Evidence from 1 single UK study conducted alongside a RCT (n=208) suggests
that cognitive behavioural therapy in combination with selective serotonin
reuptake inhibitors is unlikely to be cost-effective in young people compared to
selective serotonin reuptake inhibitors alone. The evidence is partially applicable
to the research question but has potentially serious limitations.

e Evidence from 1 single US study conducted alongside an RCT (n=212) suggests
that cognitive behavioural therapy combined with treatment as usual is likely to be
cost-effective in young people declining selective serotonin reuptake inhibitors
compared to treatment as usual. The evidence is partially applicable to the UK
and but potentially serious limitations.

e Evidence from 1 single US study conducted alongside a RCT (n=327) suggests
that cognitive behavioural therapy in combination with fluoxetine is likely to be
cost-effective in young people compared to cognitive behavioural therapy or
fluoxetine on its own. The evidence is partially applicable to the UK but has
potentially serious limitations.

Recommendations

Treatments for mild depression

A1. Antidepressant medication should not be used for the initial treatment of children
and young people with mild depression. [2005]

A2. Discuss the choice of psychological therapies with children and young people
with mild depression and their family members or carers (as appropriate). Explain
what the different therapies involve and how these might meet individual clinical
needs, preferences and values. [2019]

A3. Base the choice of psychological therapy on:

¢ afull assessment of needs, including the circumstances of the person and
their carer(s), their clinical and personal/social history and presentation, their
maturity and developmental level and the context in which treatment is to be
provided

e patient and carer preferences and values (as appropriate) [2019]

A4. Offer all children and young people with continuing mild depression (see
recommendation 1.5.1), and without significant comorbid problems or active suicidal
ideas or plans, a choice of the following psychological therapies for a limited period
(approximately 2 to 3 months):

o digital CBT, or

e group therapy (CBT or interpersonal psychotherapy (IPT) or mindfulness).
[2019]

A5. If the options in recommendation A4 would not meet the child or young person’s
clinical needs, are unsuitable for their circumstances or are not available, offer the
following:

e individual CBT, or

o family therapy. [2019]
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A6. Provide the therapies in settings such as primary care, schools, social services,
the community and the voluntary sector or in tier 2 child and adolescent mental
health services (CAMHS)'. [2019]

A7. Refer to recommendations 1.1.28 and 1.1.29 for practitioner training and
competency requirements. [2019]

A8. If mild depression in a child or young person has not responded to psychological
therapy after 2 to 3 months (see recommendations A4 and A5 and Table 1), refer the
child or young person for review by a tier 2 or 3 CAMHS team. [2019]

A9. Follow the recommendations on treating moderate to severe depression for
children and young people who have continuing depression after 2 to 3 months of
psychological therapy at tier 1 or 2 (see section below on moderate to severe
depression). [2019]

Treatments for moderate to severe depression

A10. Children and young people presenting with moderate to severe depression
should be reviewed by a CAMHS tier 2 or 3 team. [2019]

A11. Discuss the choice of psychological therapies with children and young people
with moderate to severe depression and their family members or carers (as
appropriate). Explain what the different therapies involve and how these might meet
individual needs, preferences and values. [2019]

A12. Base the choice of psychological therapy on:

¢ afull assessment of needs, including the circumstances of the person and
their carer(s), their clinical and personal/social history and presentation, their
maturity and developmental level and the context in which treatment is to be
provided

e patient and carer preferences and values (as appropriate) [2019]

A13. For children and young people with moderate to severe depression, offer a
choice of the following psychological therapies for at least 3 months:

e individual CBT, or
o family therapy. [2019]

A14. If the options in recommendation A13 would not meet the child or young
person’s clinical needs or are unsuitable for their circumstances, consider one of the
following options:

e brief psychosocial intervention, or
e psychodynamic psychotherapy, or

e IPT plus parent sessions. [2019]

Research recommendations

A15. What is the clinical and cost effectiveness, post-treatment and at longer-term
follow-up, of group cognitive—behavioural therapy (CBT) compared with other

" The terminology concerning tier 2 or 3 CAMHS is under revision and may change in the future in line
with NHS England’s Future in mind policy.
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psychological therapies or a control in children aged 5 to 11 years with moderate to
severe depression?

A16. What is the clinical and cost effectiveness, post-treatment and at longer-term
follow-up, of a brief psychosocial intervention as reported by the IMPACT trial, but
delivered by practitioners other than psychiatrists and in other settings, including
primary care, to young people aged 12 to 18 years with moderate to severe
depression?

A17. What is the clinical and cost effectiveness, post-treatment and at longer-term
follow-up, of interpersonal psychotherapy (IPT) with parent sessions compared to
individual IPT without parent sessions or other psychological therapies in young
people aged 12 to 18 years with moderate to severe depression?

A18. What is the clinical and cost effectiveness, post-treatment and at longer-term
follow-up, of behavioural activation compared with other psychological therapies in
young people aged 12 to 18 years with moderate to severe depression?

A19. What are the most effective sequences of psychological interventions for
children and young people with mild or moderate to severe depression who do not
benefit from an initial psychological intervention?

Rationale and impact

Why the committee made the recommendations

Mild depression

To ensure that children and young people with depression and their families or carers
(as appropriate) receive the best possible care and can take part in decision-making,
the committee recommended that healthcare professionals explain the treatment
options, what these are like in practice and how different psychological therapies
might best suit individual clinical needs, preferences and values.

The committee recognised that some children and young people have difficulties
accessing treatment because of lack of transport (particularly in rural areas), chaotic
family lives, being in a young offender’s institute or being in care. They agreed that
the healthcare professional should not just think about clinical needs, but should take
into account the child or young person’s personal/social history, the current
environment, the setting where the treatment will be provided as well as individual
preferences and values.

Evidence for children aged 5 to 11 years was limited so the committee decided to
make recommendations for all children and young people based on the evidence for
12- to 18-year-olds with mild depression. They agreed that the younger children
would be directed to treatments that fitted their needs, and included consideration of
developmental level and maturity in the recommendation for the choice of treatment
to ensure that these issues were taken into account during the decision making
process.

Analysis of the evidence showed that digital CBT (also known as online CBT or
computer CBT), group therapies (group CBT, group interpersonal psychotherapy
[IPT] and group mindfulness), individual CBT and family therapy reduced depression
symptoms or improved functional status by the end of treatment compared with a
waiting list control or no treatment. In some cases, these effects were also seen 6
months later, but information on long-term effects was not always available.
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The committee agreed to base recommendations for psychological therapies on
effectiveness, availability and cost. They envisaged that digital CBT would be more
readily available than individual CBT, which might have long waiting lists. The
average costs estimated for digital CBT and group therapy (CBT, IPT and
mindfulness) were lower than those for individual CBT and family therapy. Therefore
the committee agreed that a choice of digital CBT or group therapy (group CBT,
group IPT or group mindfulness) should be offered first. They acknowledged that
these options may not be suitable for everyone and that individual CBT or family
therapy could be offered in these situations.

The committee agreed not to recommend non-directive supportive therapy (NDST) or
guided self-help because:

e NDST was no more effective at reducing depression symptoms at the end of
treatment than control and was less effective than group or digital CBT, group
mindfulness, group IPT or family therapy at 6 months follow-up.

¢ Although guided self-help reduced depression symptoms at the end of
treatment compared with waiting list control/no treatment, this was not
sustained at 6 months follow-up. In addition, guided self-help was no more
effective at reducing depression symptoms at the end of treatment, and less
effective at 6 months follow-up, than the recommended group therapies
(group CBT, group mindfulness, group IPT), digital CBT, individual CBT or
family therapy.

The committee included a recommendation that provided information about some of
the places that psychological therapies could be conducted, but the list is not meant
to be exhaustive. They also included a link to other recommendations in the guideline
to ensure that the people administering these therapies were trained and competent.

The committee agreed that it was appropriate to refer children or young people who
have continuing depression after 2 to 3 months of therapy to child and adolescent
mental health services (CAMHS)' and to treat them based on the recommendations
for moderate to severe depression. There was no new evidence to warrant changes
to these recommendations, which were based on the 2015 guideline.

Moderate to severe depression

There was some evidence for psychological therapies for children aged 5 to 11 years
with moderate to severe depression, but this included very few interventions. In the
analysis of the evidence, none of the therapies were more effective than waiting
list/no treatment for reducing depression symptoms at the end of treatment. However
the committee agreed that treatment was important for these young children, so they
made recommendations for this group based on the evidence for young people aged
12 to 18 years. In addition, the committee made a research recommendation for
children aged 5 to 11 years with moderate to severe depression to try to provide
more evidence about the effectiveness of group CBT and other psychological
therapies. Information from trials of these therapies could be used to help make
specific recommendations for 5- to 11-year-olds in the future. The committee chose
to focus on group CBT in the research recommendation because although it was no
better at reducing depression symptoms than waiting list/no treatment, it was better
than some of the other therapies and the only trial looking at this intervention was
very small (with 21 participants).

As for mild depression, the committee agreed that children and young people and
their families or carers should be empowered to take part in decision-making.
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Healthcare professional should also think about a number of key factors, including
history, individual circumstances and the developmental level and maturity of the
individual.

The committee made a recommendation to ensure that children and young people
with moderate to severe depression are reviewed by specialist tier 2 or 3 child and
adolescent mental health services (CAMHS)', where they can receive treatment
suitable for this severity of depression.

In an analysis of a large body of evidence, individual CBT or family therapy were
effective at improving functional status and reducing depression symptoms at the end
of treatment compared with a waiting list control/no treatment. Individual CBT
improved quality of life and reduced suicidal ideas at the end of treatment compared
with control. It was also more effective at inducing remission at end of treatment than
family therapy, NDST or relaxation. The committee agreed that individual CBT or
family therapy should be the first psychological therapy offered.

Analysis of the evidence showed that IPT plus parent sessions increased functional
status compared with individual CBT, NDST, relaxation, group CBT, individual IPT,
group IPT and behavioural activation. However, because there was no effect on
depression symptoms at the end of treatment and the results were based on a single
study, the committee decided that IPT plus parent sessions could only be considered
if individual CBT or family therapy are not suitable. They also included a research
recommendation for IPT plus parent sessions compared to other psychological
therapies to provide additional information to strengthen this recommendation.

IPT (without parent sessions) was not recommended because the evidence showed
that although it increased functional status at the end of treatment compared to
waiting list/no treatment or usual care, it did not have a corresponding effect on
depression symptoms at this time point. In addition, it was less effective than IPT
plus parent sessions at improving functional status at the end of treatment.

The analysis of the evidence showed that psychodynamic psychotherapy increased
remission at the end of treatment compared with attention control or family therapy
and relaxation. In addition, it was as effective as individual CBT across a range of
outcomes and follow-up times. However, only 1 study included psychodynamic
psychotherapy. The committee agreed that psychodynamic psychotherapy may be
the most appropriate intervention in some cases and could be considered for some
young people with depression.

The IMPACT trial? reported similar results for a brief psychosocial intervention (BPI),
psychodynamic psychotherapy and individual CBT over a range of outcomes and
follow-up times. The committee agreed that BPI could be considered as an
alternative treatment when individual CBT or family therapy are unsuitable. But they
acknowledged that further research would be helpful to determine the effectiveness
of BPI when delivered by practitioners other than psychiatrists and in other settings
such as primary care.

The committee also made a research recommendation to investigate the
effectiveness of behavioural activation because this therapy may meet the specific
needs of some children and young people with moderate to severe depression that
are not already covered by the other recommended psychological therapies and the

2 Goodyer IM, Reynolds S, Barrett B, et al. (2017) Cognitive-behavioural therapy and short-term psychoanalytic
psychotherapy versus brief psychosocial intervention in adolescents with unipolar major depression (IMPACT): a
multicentre, pragmatic, observer-blind, randomised controlled trial. Health technology assessment 21(12), 1-94.
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only evidence for this intervention came from a single small RCT that did not detect a
difference between behavioural activation and usual care.

The committee made a recommendation to stimulate research into the most effective
sequences of treatment for children and young people with mild or moderate to
severe depression with no response to an initial psychological therapy. They did this
because some children and young people have no response to an initial
psychological therapy and there was no evidence available to determine which
psychological therapy would be most likely to be effective as a second-line treatment
in these cases.

Impact of the recommendations on practice

Mild depression

The recommendation for digital CBT or group therapy (CBT or IPT or mindfulness)
for children and young people with mild depression is not likely to result in increased
resource use. It may even result in lower resource use if these interventions reduce
the need for intensive individual therapies. It is unclear how often digital CBT is used
in current practice and therefore what the extent of the change could be. Individual
NDST and guided self-help are no longer recommended. The net resource impact of
the change in recommendation is unclear.

Moderate to severe depression

The recommendations are likely to result in an increased use of individual CBT and
family therapy and a decrease in other individual therapies. Brief psychosocial
intervention is not commonly delivered in current practice. While this represents a
change in practice, it is a lower intensity intervention than other individual therapies
and may therefore reduce resource use.

The committee’s discussion of the evidence

Interpreting the evidence

The outcomes that matter most

The committee agreed that the key outcomes for children and young people with
depression were depression symptoms, functional status, remission and quality of life
and they made these the primary outcomes for this review to reflect their importance.
Depression symptoms and remission were chosen because they could be used to
assess whether the interventions were having the desired effect of treating the
depressive symptoms experienced by the child or young person. Remission was
considered to be harder to achieve than a reduction in depression symptoms
measured by a depression scale. Following on from these changes, the interventions
would also ideally lead to an improvement in functional status and quality of life,
enabling the child or young person being treated for depression to return to school,
join in with family life again and resume a social life.

The committee agreed that suicide ideation, suicide-related adverse events and self-
harm were also very important outcomes as they could be indications that an
intervention was not working or might be harmful. They noted that suicide (ideation or
attempts) and self- harm represent signs of distress and were very real risks for
children and young people with depression if they are untreated. However, these
outcomes were not prioritised because the committee expected that there would be a
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shortage of evidence, making it harder to use them for decision making than the
primary outcomes listed above.

The committee were interested in examining the data on discontinuation, but
acknowledged that this was a complex outcome to interpret and as a result, they did
not prioritise it. The committee noted that discontinuation could be caused by many
different factors and could include cases where the intervention did not work for the
particular person; interventions working sooner than expected leading to drop outs as
no more sessions are required; or issues concerning access such as timing of
sessions and transport or equality issues (see the section below on ‘other factors the
committee took into account’ for a full discussion of equality issues).

The quality of the evidence

Deciding on the division of the trials based on the severity of depression of the
participants

The committee agreed that it was appropriate to try to make separate
recommendations based on the severity of the depression and the age of the child or
young person because it was expected that younger children were likely to respond
differently to treatments compared to teenagers and the treatments that were most
effective might be different for children and young people with mild depression
compared to those with moderate to severe depression. As a result, they agreed to
divide the analyses into 2 age groups and depression severity levels: 5-11 year olds
or 12-18 year olds; mild depression or moderate to severe depression.

In an ideal situation, the included studies would have recruited children or young
people with either mild or moderate to severe depression using recognised
instruments. This would have allowed the included studies to be divided up by
severity. However, this was not possible as the trials did not recruit participants in this
manner. The committee considered dividing the studies based on the mean
population characteristics of each study, but decided against this approach because
it was unclear which cut off point should be used to distinguish between populations
of children and young people with mild or moderate to severe depression for each
depression scale reported in the baseline study characteristics table. They were also
concerned about using a depression scale in isolation to determine severity as this
does not reflect clinical practice, which also includes additional sources of information
in the decision making process. As a result, the committee agreed to divide the
studies into those with participants with mild or moderate to severe depression based
on the study inclusion criteria. Studies that recruited children and young people with
a diagnosis of depression were classified as having participants with moderate to
severe depression and those using depression symptoms as inclusion criteria were
classified under mild depression. However, this classification was not without issue
as some of the studies that included children and young people based on depression
symptoms excluded those with a diagnosis of depression, whilst others did not and
so may have included some participants with more severe depression.

Some of the studies looking at psychological interventions for depression were aimed
at the prevention of depression in high risk groups. These studies were excluded
from this review if the participants did not meet the requirement of having depression
symptoms at baseline. However, under our classification, studies such as Dobson
2010 are grouped with other studies of mild depression as the participants had
depression symptoms at baseline. In this case, we interpreted the study as being
aimed at preventing the development of more severe depression in people who
already had mild depression.
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Grouping of controls and issues surrounding the use of multiple types of
control

The studies used a number of controls, which included active interventions such as
attention control and usual care, whilst others used no treatment or waiting list as
controls. The committee agreed that waiting list or no treatment were sufficiently
similar that they could be merged to act as a single node in the NMAs and that these
were the most appropriate controls as they reflected real clinical practice most
closely. In comparison, in some trials attention control was very intensive and could
almost count as an intervention in its own right. The use of pill placebo as a control
was also problematic as there was a risk of a placebo effect. This control was used
by a small number of trials that also included a drug intervention arm, but for the
purposes of this analysis the drug arm data was not included. The definitions of the
controls used in individual trials was varied and they were reclassified based on
descriptions provided by the committee to ensure that each control node in the NMA
consisted of similar control interventions.

The committee noted that although the recommended psychological therapies were
more effective than waiting list/no treatment in many of the outcomes and time
points, this was not the case when compared to attention control or usual care.
Instead, many of the active treatments were worse than, or not detectably different
to, usual care or an attention control. In the case of the attention control this might be
attributed to a large amount of interaction between the researcher and the child or
young person with depression acting as an intervention in itself in some ftrials,
reducing the relative effect of the psychological intervention. In contrast, in other
trials, an attention control may have involved more minimal contact. The variable
nature of usual care, which could include psychological or other therapies or
antidepressant treatment, may have had a similar effect to the attention control.

Modified GRADE methodology and overall quality of the evidence

This update used a modification of the GRADE process to assess the quality of the
evidence underlying the results for each outcome. Rather than including imprecision
in the GRADE tables, the impact of imprecision on the certainty of the effect
estimates was discussed with the committee during the presentation of results of the
pairwise meta-analysis and NMA. However, this approach meant that the quality of
the evidence as presented to the committee and listed in the evidence statements for
both the pairwise meta-analyses and NMAs was likely to be graded higher than
would otherwise have been the case for some outcomes. (Please refer to the
benefits and harms section below for a discussion of the approach taken by the
committee to examine imprecision in the results.)

Overall, the quality of the pairwise evidence varied from high to very low, with the
main reason for downgrading being due to risk of bias of the included studies due to
a lack of allocation concealment, lack of blinding, and high attrition without
information about how missing data was handled.

The quality of the evidence was moderate for the majority of NMAs. The main
reasons for downgrading were due to risk of bias of the included studies for the
reasons mentioned above and inconsistency between the results of the pair-wise and
NMA results. Networks that contained fewer studies were graded as being of higher
quality than the larger NMAs. These included outcomes, such as depression
symptoms for 12- 18 year olds for both severity levels, that were of particular
importance and played larger roles in the committee’s decision making process. The
analyses with smaller networks, such as for functional status post treatment for 12-18
year olds with moderate to severe depression (Figure 17), were less likely to show
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substantial differences between the pairwise and NMA results (and be downgraded
for inconsistency) than networks with large numbers of interventions from multiple
trials (for example, depression symptoms for the same group and time point, Figure
44). This was not unexpected as the larger, more complex networks contained many
more comparisons between the pairwise and NMA results and so there were more
chances for individual comparisons to show differences between the pairwise and
NMA results and a single discrepancy resulted in the whole network being
downgraded. While smaller networks were often of higher quality primarily because
they contained fewer studies.

Interpreting whether the results of the analyses were clinically meaningful

To help the committee with their examination of the clinical importance of the effects
of the interventions across outcomes, it was necessary to convert continuous
outcomes reported on multiple scales to a single scale per outcome to allow the data
to be combined. Depression symptoms, functional status, and quality of life were all
measured as continuous outcomes using a variety of scales (see appendix P for
information about the key scales reported by the included studies). The committee
agreed to allow prioritisation of certain scales for data extraction for each outcome
based on the most frequently used scales in the included studies, a hierarchy of
depression symptom severity measurement scales reported by a Cochrane review of
newer generation antidepressants for depressive disorders in children and
adolescents (Hetrick 2012) and their own experience (see appendix Q for the ranking
of these scales). The pooled results of the meta-analyses for these outcomes are
reported in the forest plots and GRADE tables as standardised mean differences
(SMDs), or mean differences (MD) where the studies for that particular pairwise
comparison used a single common scale.

However, although SMDs have the benefit of allowing multiple scales per outcome to
be combined, it is hard to relate changes in SMDs to clinically meaningful differences
that would matter to children and young people with depression. As a result, the
committee agreed that it was helpful to back convert the SMDs onto a common scale
for each outcome to aid interpretation of the results of the analyses. The committee
chose a single highly ranked scale for each outcome based on their experience of
using the scales. The standardised mean difference results were then back
converted to these scales. In the case of depression symptoms the committee
agreed to use the Child Depression Inventory (CDI), for functional status they chose
the Children’s global assessment scale (CGAS) and for quality of life they used
Health of the Nation Outcome Scales for Children and Adolescents (HONOSCA).

The committee discussed these scales in detail and reached an agreement on the
changes that they thought would be clinically meaningful for each outcome and scale
based on their clinical expertise and published literature. For the continuous
outcomes these were:

e Depression symptoms: a difference of 8 points on the CDI
e Functional status: a difference of 5-10 points on the CGAS
e Quality of life: a difference of 5-10 points on the HONOSCA

The committee chose to set a range for the minimal clinically important differences
(MIDs) for functional status and quality of life because they thought that the published
values were rather high at 10 points on each scale. Since HONOSCA is measured
from 0-52 or 0-60 and CGAS is measured from 1-90 or 1-100, a change of 10 points
would be quite large. Details of all identified MIDs are included in Table 9.

Looking at the continuous outcomes overall, the committee noted that some NMAs
had much wider credible intervals (Crls) than others, which led to increased
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uncertainty surrounding the results for these outcomes. These NMAs typically
consisted of large numbers of interventions, with very few trials per intervention. For
example, for depression symptoms post-treatment (at the end of treatment), for
moderate to severe depression in 12-18 year olds the Crls for some comparisons
were up to 30 points wide. However, for 5-11 year olds, the Crls were around 10
points wide on the CDI scale for the same outcome. In other cases, such as quality of
life post-treatment in the 12-18 year old age group, the Crls were much tighter but
the network of trials was much smaller.

For the dichotomous outcomes the committee found it easier to interpret the results
of the pairwise analysis using the absolute risk per 100 people rather than by looking
at the relative risk as presented by the risk ratio (RR) for the pairwise evidence. They
decided that for remission and self-harm a difference of 10 people out of 100 people
would likely reflect meaningful differences between interventions. In contrast for
suicide ideation and suicide-related adverse events, a smaller difference was
important because of the potential severity of these outcomes. For discontinuation
they agreed that a difference of 20 people out of 100 people might reflect meaningful
differences between interventions. They chose this because they noted that
discontinuation from psychological therapy was not the same as for pharmaceutical
interventions and there were many possible reasons for discontinuation of therapy
that were unrelated to the actual interventions themselves. For example,
discontinuation may have been more related to the ages of the participants, their
environment and/or the therapy having worked (see ‘the outcomes that matter most’
above and ‘other factors the committee took into account’ for more discussion of
issues surrounding attendance at therapy sessions). However, the results of the
NMAs for dichotomous outcomes were presented in the form of risk ratios and not
converted to absolute risks because very few studies reported data for these
outcomes and, apart from remission, they were not prioritised for decision making. In
the case of remission, there was data for 12-18 year olds with moderate to severe
depression in particular, but the majority of Crls spanned the line of no effect.

Gaps in the evidence base and other issues concerning the reporting of
outcomes

The committee noted that the majority of the included studies reported data on
depression symptoms, but fewer reported functional status and remission. Very few
studies reported the impact of the therapies on quality of life. There was limited
evidence for the rest of outcomes (suicide-related adverse events, suicide ideation
and self-harm) as the majority of RCTs did not report data on these outcomes. The
maijority of studies included data on discontinuation, but this was hard to interpret as
there were multiple reasons that a child or young person with depression could have
for discontinuing an intervention, including remission. In addition, the committee
identified a number of groups of people whose characteristics could affect their
attendance at sessions (see ‘the outcomes that matter most’ above and ‘other factors
the committee took into account’ for more discussion of these issues). The committee
noted that for many of the included studies, the participants on the waiting list were
offered the intervention once the trial ended. In cases where participants allocated to
waiting list dropped out of the trial, the committee agreed it was likely that they did so
because their depression improved while they were waiting for treatment.

The definition of remission varied across studies. However, these differences were
not a barrier for pairwise or network meta-analysis because remission was measured
in the same way between arms within single RCTs and the results were analysed as
relative effects within trials.

69
Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)



ONO PR WN =

11
12
13
14

15
16
17
18
19
20
21
22
23
24

25
26
27
28
29

30
31
32
33
34
35
36
37

38
39
40
41
42
43
44
45
46
47
48

DRAFT FOR CONSULTATION
Psychological interventions for depression

The committee noted that there was a shortage of trials that recruited younger
children aged 5 to 11 years with mild depression and the only active intervention
under investigation was group CBT. There was also limited evidence for the same
age group with moderate to severe depression. Here the interventions tested were
restricted to individual CBT, group CBT, NDST, psychodynamic psychotherapy,
psychoeducation and family therapy. For both levels of depression severity the study
sample sizes were small and there were typically only 1 or 2 trials per therapy, apart
from group CBT (3 trials) and family therapy (5 trials).

There was more evidence for young people aged 12-18 years for both mild and
moderate to severe depression, but again sample sizes were small for most included
RCTs and some interventions were only examined by 1 or 2 trials. In contrast,
individual CBT was included as an intervention in a large number of trials (22 trials
across the different depression severity levels for this age group) and group CBT was
reported in 16 trials.

The committee also noted that, while all included studies reported data at the end of
treatment (post-treatment) there was a shortage of evidence for the effects of
interventions at later time points in many cases. They considered shorter term follow
up to be up to and including 6 months post-treatment and longer follow up to cover a
year to 18 months. The data was analysed for these follow up times for both the
pairwise and network meta-analyses, where it was available. Longer time points were
not chosen because the committee thought the data would be unreliable, given its
paucity and their experience that children and young people between the ages of 5-
18 years change dramatically within relatively short periods of time compared to
adults.

Based on the shortage of evidence for effectiveness over time, the committee
included a requirement for evidence of effectiveness post-treatment and at later time
points in all of the research recommendations they made to help investigate whether
the effects of the interventions are maintained over time (see below for the details of
these research recommendations).

There was a shortage of evidence concerning which psychological therapies were
most effective for children and young people who had not responded to a previous
psychological therapy. The review protocol included a subgroup analysis to look at
the effectiveness of these therapies in people with moderate to severe depression
who had either no previous depression, a previous incidence of depression or
refractory depression. However, this subgroup analysis was not carried out as the
included studies did not provide this information. The committee wrote a research
recommendation to try to stimulate research on this important issue.

A large proportion of the group therapy trials included in this analysis were carried
out in a school setting but, as these interventions were administered by healthcare
professionals and not teachers, the committee agreed that they could be delivered
outside the school setting and were therefore suitable for inclusion in the analysis as
types of group therapy. The committee noted that these interventions were aimed at
treating people with existing symptoms of depression or a diagnosis of depression
rather than at preventing the development of depression in the future. Trials that
recruited people at risk of depression and/or that aimed to prevent depression
developing in a group of children or young people were not included in this review as
they did not meet the review protocol, which required people to have existing
symptoms or diagnosis of depression.
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NMA sensitivity analyses and NMA model inconsistency checks

Sensitivity analyses were carried out to compare the results obtained by different
methods of standardising the study results for continuous outcomes (a process made
necessary by different studies using different questionnaires to measure the same
outcome). Modified models that standardised at the individual study level (see
methods and processes point 19 for details) were run for: depression symptoms and
functional status at post-treatment for 12 to 18 year olds with mild depression; and for
the same outcomes post-treatment for 12 to 18 year olds with moderate to severe
depression. The results of these models were compared to the original results with
only minor differences being identified between the two sets. As a result, the
committee were confident that changing the method of standardisation in this manner
does not alter the results of the analyses substantially and the committee were able
to use the original results to make recommendations.

A second set of analyses were carried out to examine the networks identified as
being potentially inconsistent (appendix S). This focused on the networks for
depression symptoms post treatment and at 6 months post treatment for 12-18 year
olds with mild depression as these models were of particular importance for the
committee’s decision making process. Firstly, the parts of the network containing the
potentially inconsistent studies were identified. The characteristics of the studies
identified as being potentially inconsistent were examined in detail to determine if
there were any differences between these studies and the other studies in the loop in
question that could explain the inconsistency. If substantial differences were
identified this might suggest that the potentially inconsistent studies should be
excluded from the NMA or placed in a separate/different node in the network. These
checks focused on key factors that the committee had previously mentioned during
their discussions that could potentially alter the results substantially, such as study
format (e.g. group in a clinic or primary care setting versus group in a school setting),
study population, and the details of the interventions and the controls. Secondly, the
characteristics of the other RCTs within the loops were examined to determine
whether any of them could be causing the inconsistency instead. In both cases, no
differences in study characteristics were identified that could account for the
inconsistency and therefore there were no reasons to exclude any of the individual
studies.

Thirdly, the NMA models for these outcomes were re-run without the potentially
inconsistent studies to investigate the effects these studies have on the NMA results.
In the case of depression symptoms post treatment, Jacob (2016), Stice (2008), and
Ackerson (1998) were the only studies looking at guided self-help and their removal
led to the loss of this treatment from the network. It also broke the connections with
the nodes for group NDST, which had not been recommended, and group IPT, which
was recommended. However, the effects on the results for the interventions that
were retained in the network were minimal, with all of the interventions that were
effective compared to waiting list/no treatment remaining so in the sensitivity
analysis. These interventions would still be recommended based on the results of the
sensitivity analysis. Group IPT was recommended by the committee based on the
original NMA data. The pairwise data from 3 RCTs showed that this intervention was
more effective at reducing depression symptoms than group NDST, suggesting that
any potential inconsistency in the NMA would not affect conclusions about the
interventions effectiveness.

One study, Hayes (2011), was identified as the potential source of inconsistency and
was removed from the network for the sensitivity analysis for depression symptoms
at 6 months post treatment. This RCT reported on individual CBT versus usual care
and its removal did not result in the loss of any treatments from the network. The
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sensitivity analysis showed minor differences in results compared to the original NMA
for all comparisons. The only meaningful change was for individual CBT, which
ceased to be effective at reducing depression symptoms compared to waiting list/no
treatment amongst other changes. However, based on the pairwise results from 3
RCTs, the recommendation for individual CBT would still stand because, compared
to usual care, individual CBT reduced depression symptoms post treatment and
improved functional status at the same time point. In addition, the improvement in
functional status was still detected at 6 months post treatment.

In conclusion, although statistical inconsistency was identified in the depression
symptoms NMA models for 12-18 year olds with mild depression post treatment and
at 6 months post treatment, the effects on the results of the NMAs were minor in
most cases and, taking the pairwise direct evidence into account where differences
were found, would be unlikely to lead the committee to make different
recommendations.

Benefits and harms

Mild and moderate to severe depression- recommendations included in both
severity levels

The committee agreed that it is important to involve the children and young people
with depression and their families or carers (as appropriate) in the decision making
process as much as possible to ensure that they understand which therapies are
suitable for them and why and, if there is a choice of suitable therapies, to help them
make an informed decision based on their preferences. They made a
recommendation to reflect this issue and included it in the sections for both mild and
moderate to severe depression.

The committee also agreed that an equivalent recommendation was required to
prompt the practitioner to carry out a full assessment of needs, including the clinical
and social/personal history and current situation/environment of the child or young
person with depression before making a choice of therapy. The committee chose to
include social/personal history to stress the importance of taking a broader individual
history than that covered by clinical issues alone. They agreed that a child or young
person’s social/personal history could be a major factor in the development of
depression and should be taken into consideration during the decision making
process. This recommendation was also based on a discussion of the difficulties
faced by some children and young people in attending therapy sessions, which may
be due to transport problems, poverty or family issues amongst many others (see
‘other factors the committee took into account’ for more discussion of these issues).
By tailoring the therapy to the person’s needs and environment the committee hoped
to improve attendance and increase the likelihood of the therapy being effective at
relieving depression.

The committee noted that there was a lack of evidence regarding which treatments
were effective for children and young people with depression who had not responded
to an initial psychological intervention. They included a research recommendation
investigating the effectiveness of sequential treatment for children and young people
with mild or moderate to severe depression to stimulate research into this issue.

Mild depression

The committee noted that there was a shortage of trials that recruited children aged
5-11 years with mild depression and, as a result, they decided to make a single set of
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recommendations to cover both 5-11 and 12-18 year olds based on the results of the
analysis for the older age group.

The committee noted the difficulty of generalising evidence across the age groups as
levels of development and maturity can vary greatly both between and within the 5-
11 and 12-18 year groups and even between children or young people of the same
age. To highlight this issue and ensure the treatment selected was suitable for the
individual, the committee included maturity and developmental level in the factors
that the healthcare professional should take into account when discussing treatment
options with the child or young person and their family (or carer). In addition, the
committee agreed that interventions that were effective for 12-18 year olds would not
necessarily be effective for younger children, but in the absence of evidence for
younger children and the continued need to treatment, they made a single set of
recommendations for children and young people with mild depression and gave the
healthcare professional the scope to match treatment to the individual as best as
possible.

Based on the NMAs, the committee noted that group CBT was effective at reducing
depression symptoms post-treatment and at 6 months follow up, and improved
functional status post-treatment compared to a control. These results were based on
the data from 11 RCTs that included group CBT as an intervention, while the NMA
networks contained up to 27 RCTs in total across interventions. Computer CBT was
also better than control for reducing depression symptoms post-treatment (at the end
of treatment) and this intervention was reported in 6 trials. Individual CBT (7 RCTs)
was more effective than control for both functional status and depression symptoms
post-treatment and at 6 months follow up and increased remission post-treatment.
Group IPT (3 RCTs) was effective at improving depression symptoms post-treatment
and at 6 months follow up, while group mindfulness (1 RCT) showed improvements
post-treatment and at 6 months follow up for depression symptoms. Family therapy
(1 RCT) also showed improvements for depression symptoms post-treatment and at
6 months follow up. In addition, computer CBT, group therapy (CBT, IPT, and
mindfulness), individual CBT and family therapy had high probabilities of being more
effective at reducing depression symptoms than waiting list/no treatment (Table 35).

The committee discussed the uncertainty surrounding the effects of the
aforementioned interventions for all of the outcomes. They examined the point
estimates and the width of the credible intervals (Crls) and noted that, compared to
control, for depression symptoms post-treatment, individual CBT, family therapy,
computer CBT, group IPT and group mindfulness all had point estimates of over 8
points improvement (-8) on the CDI scale, which was the level the committee thought
was likely to be clinically meaningful. Group CBT was just under this level with a
point estimate of -6.84, however the upper Crl (-10.01) was greater than -8. The Crl
were wide for most of the recommended interventions (e.g. family therapy -19.07, -
1.24), and in all cases the Crls spanned the MID resulting in some uncertainty about
the magnitude of effect. The committee also noted that the size of the effect
decreased over time with the point estimates of some of the interventions under
consideration dropping to below the MID at 6 months, while family therapy, computer
CBT, group IPT, group mindfulness were close to or above the MID.

For functional status post-treatment, the NMA could not differentiate individual CBT
from group CBT, while individual CBT compared to usual care gave 6.92 points
improvement on CGAS, which is greater than the bottom limit of +5 for a clinically
meaningful effect. The Crls were also quite wide at 1.90, 11.96, but the upper Crl
was greater than the upper limit of the range set by the committee as an MID for this
outcome (+10). In contrast, the point estimate for group CBT compared to usual care
was below the MID range at 2.71, although the Crl crossed into the meaningful range
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(0.12, 5.30). There was no quality of life NMA for mild depression due to a lack of
information in the included studies for this outcome.

Based on these findings, the committee made a strong recommendation for digital
CBT (also known as online CBT or computer CBT) or group therapy, which included
group CBT, IPT and mindfulness. They used the term digital CBT in the
recommendation to highlight that computer CBT could also be delivered using
different electronic devices, such as phone and tablets, or be accessed via a
downloadable programme. The comittee noted that the trials of computer CBT
involved online access in the majority of cases, but the programmes used varied
across studies. They were unable to recommend a specific programme as this review
did not examine the relative effectiveness of individual computer CBT programmes,
but rather looked at their effectiveness as a class compared to other interventions.

The committee envisaged that digital CBT could be more readily available for
children and young people with depression than an individual treatment, which might
have long waiting lists. Group therapy might meet the needs of other individuals
better. In addition, the average costs estimated for computer CBT and group therapy
(CBT, IPT, and mindfulness) were lower compared to individual CBT and family
therapy (see ‘cost-effectiveness and resource use’ below for more discussion of
these issues).

The combination of similar levels of effectiveness with differing degrees of likely
availability of therapies and costs to the health system led the committee to make
tiered recommendations to first offer a choice of digital CBT or group therapies (CBT,
IPT or mindfulness) for children and young people with mild depression. However,
the committee acknowledged that these options may not meet the needs of the
individual and as a result they offered individual CBT and family therapies as
alternatives for these cases.

The committee decided not to recommend non-directive supportive therapy (NDST)
or guided self-help for the following reasons:

e NDST was not more effective at reducing depression symptoms for this severity
group than control (waiting list/no treatment, attention control or usual care) post-
treatment and was less effective than group or computer CBT, group
mindfulness, group IPT or family therapy at 6 months follow up.

e Although guided self-help was more effective than waiting list/no treatment for
depression symptoms post-treatment, it was not more effective than the newly
recommended group therapies (group CBT, group mindfulness, group IPT),
computer CBT, individual CBT or family therapy. In addition, the effect on
depression symptoms compared to waiting list/no treatment was not sustained at
6 months post-treatment, and guided self-help was also less effective than group
or computer CBT, group mindfulness, group IPT, family therapy, usual care or
attention control at 6 months follow up.

Relaxation, dance therapy and group with computer CBT also had high probabilities
of being more effective at reducing depression symptoms than waiting list/no
treatment (Table 35). They were not recommended for the following reasons:

e Relaxation was more effective at reducing depression symptoms post-treatment
than waiting list/no treatment, but this effect was not sustained at 6 months post-
treatment and there was no evidence for the effects of this therapy on functional
status, quality of life, or remission (not reported in the 2 included RCTSs).
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¢ Dance therapy was not more effective than waiting list/no treatment post-
treatment and there was no evidence for the effects of this therapy on functional
status, quality of life, or remission (not reported in the single included RCT).

e Group with computer CBT was more effective than waiting list/no treatment at
reducing depression symptoms post-treatment and at 6 months, but there was no
evidence for other outcomes apart from discontinuation and these results were
based on evidence from a single study looking at this intervention. In addition,
group with computer CBT was not more effective at relieving depression
symptoms than group CBT, which was recommended, and this intervention likely
to be more resource intensive than group CBT alone.

The committee stressed that it was important for people to be trained and skilled in
the therapies they are delivering and they included a link to the relevant
recommendations in the guideline to highlight this point. However, they noted that the
pool of people qualified to deliver these interventions was not confined to healthcare
professionals and that these therapies could be provided in multiple settings such as
primary care, schools, social services, the community and the voluntary sector as
well as in tier 2 child and adolescent mental health services (CAMHS). The
committee made a recommendation to make people aware of these different
settings, but they agreed that the list was not meant to be exhaustive. However, the
committee noted that this guideline does not cover non-healthcare related
professionals, such as school teachers, and as a result if an intervention was to be
carried out in a school setting it was envisaged that a trained practitioner would be
involved. (This would not exclude a person from being both a trained practitioner and
school teacher.)

The committee agreed that it was appropriate to refer children and young people with
depression for review by a tier 2 or CAMHS team if they did not respond to the
treatment within a specific time frame allowed (2-3 months) and made a
recommendation to reflect this point. In addition, they agreed that the
recommendations for moderate to severe depression would apply for these people.
However, the committee noted that the terminology for tier 2 or 3 CAMHS is under
revision currently and may change in the future.

The committee recognised that the recommendation for group mindfulness was
based on NMA networks incorporating a single RCT for this intervention with young
people aged 12-18 years with mild depression. As a result, they included a research
recommendation to explore the clinical effectiveness of this intervention further in
comparison with other psychological therapies or control interventions in young
people aged 12-18 years with mild depression. They also noted that a trial of this
intervention should recruit a sufficiently large sample size to allow differences in
effectiveness between interventions to be detected.

Moderate to severe depression

The committee agreed that there was a shortage of evidence for many of the
interventions in the 5-11 year age group with moderate to severe depression and the
evidence of benefit of the therapies compared to control was absent. There was
evidence for psychoeducation, psychodynamic psychotherapy, NDST, group CBT
and family therapy, but the committee decided against making recommendations for
these therapies because none of the interventions were better than waiting list/no
treatment for reducing depression symptoms post-treatment in the NMA. The
evidence for other outcomes such as functional status, post-treatment, or remission
either lacked a control intervention making determination of baseline effectiveness
impossible or none of the interventions were better than the control. As a result, the
committee decided to make a single set of recommendations for children and young
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people based on the evidence for the older age group and taking into account the
same considerations as discussed above for mild depression. They envisaged that
the earlier recommendations on tailoring the choice of intervention to the individual
needs of the child or young person and their maturity and developmental level would
ensure that the child or young person received a suitable treatment. In addition, the
committee included a research recommendation specifically aimed at the 5-11 age

group.

Based on the shortage of evidence for the effectiveness of psychological
interventions in the 5-11 age group, the committee included a research
recommendation to explore the clinical effectiveness of group CBT in comparison
with other psychological therapies or control interventions in this age and severity
group. They noted that a trial of this intervention should recruit a sufficiently large
sample size to allow differences in effectiveness between interventions to be
detected. The committee chose to focus on group CBT because, although no
intervention was better than waiting list/no treatment for reducing depression
symptoms post-treatment in the NMA, group CBT was more effective at reducing
depression symptoms than psychoeducation and psychodynamic psychotherapy.
Secondly, the committee noted that group CBT had the highest probability of being
the most effective at improving depression symptoms (Figure 34) and the average
estimated cost for group CBT was lower than for family therapy and the other
interventions included in the trials for this age group (Table 38). Finally, there was
only a single trial (Liddle 1990) looking at this intervention and it was very small, with
only 21 participants. A larger trial may be able to detect improvements in depression
symptoms and other outcomes.

The committee agreed that, due to the severity of their depression, children and
young people presenting with moderate to severe depression should be reviewed by
a CAMHS tier 2 or 3 team who can provide treatment suitable for this severity of
depression. They made a recommendation to reflect this.

The committee examined the results of the NMAs for all of the outcomes for the 12-
18 age group with moderate to severe depression in detail. Please note that all of the
discussion from this point onwards is based on the analyses of evidence from the 12-
18 age group with moderate to severe depression, unless otherwise specified.

Based on the results of a single NMA containing 23 RCTs, the committee identified a
number of possible interventions which were more effective at reducing depression
symptoms post-treatment compared to waiting list/no treatment or usual care. These
results were based on the data from RCTs that included individual CBT (10 RCTs),
family therapy (4 RCTs), NDST (1 RCT), and group CBT (3 RCTs) as an
intervention. In addition, these interventions also had the highest probabilities of
being effective compared to waiting list/no treatment (Table 36).

Individual CBT was also more effective than control for the following outcomes:
functional status at post-treatment; quality of life at post-treatment; quality of life at <6
months and suicide ideation at post-treatment. In addition, individual CBT was more
effective at inducing remission post-treatment compared to family therapy, NDST and
relaxation. Family therapy was more effective than control for the following outcomes:
depression symptoms at post-treatment; functional status at post-treatment.

The committee discussed the uncertainty surrounding the effects of CBT and family
therapy for all of the outcomes where NMA results were available. For depression
symptoms post-treatment, individual CBT had a point estimate of effect of -9.89,
which was greater than the clinically meaningful level of -8. Again the Crls were quite
wide, but the lower Crl was very large at -15.56. The results for family therapy were
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similar, but just under the MID at -7.20, with a lower Crl of -14.06. For functional
status post-treatment, the committee noted that the point estimate for individual CBT
was below the level they thought was clinically meaningful on CGAS (5-10) at 4.27,
but the upper Crl of 6.55 crossed into this range. In contrast, family therapy at 6.68
(1.89, 11.48) was well within the clinically meaningful range.

Based on these results, the committee decided to include a strong recommendation
for children and young people with moderate to severe depression to have the choice
of individual CBT or family therapy.

The committee decided not to recommend group CBT and NDST for the following
reasons:

e Group CBT was more effective than waiting list/no treatment at reducing
depression symptoms post-treatment, but was not detectably better than usual
care or waiting list/no treatment at improving functional status post-treatment.
There was no evidence for quality of life or remission outcomes. In addition, the
committee had already recommended individual CBT.

o Although, NDST was more effective than waiting list/no treatment at reducing
depression symptoms post-treatment, it was less effective at inducing remission
post-treatment than individual CBT, which was recommended. NDST was also
not detectably effective compared to control at increasing functional status post-
treatment and there was no evidence for the quality of life outcome.

The committee also noted that IPT plus parent sessions was effective at increasing
functional status at post-treatment compared to a control and compared to individual
CBT, NDST, relaxation, group CBT, individual IPT, group IPT and behavioural
activation. Compared to waiting list/no treatment, IPT plus parent sessions had a
point estimate of 18.13, which was much larger than the top of the clinically
meaningful range agreed by the committee (5-10 points) on CGAS, with a Crl that
started within the range and greatly exceeded it (7.27, 29.19), which gave the
committee confidence that the intervention was likely to be effective in practice for
this outcome. When compared to the other interventions, IPT plus parent sessions
was also more effective than the interventions listed above with point estimates that
fell within the clinically meaningful range or exceeded it in all cases.

Based on these results, the committee decided to recommend IPT plus parent
sessions as an alternative should individual CBT or family therapy prove
inappropriate or be unsuited to the young person’s circumstances. However, since
there was no detectable effect on depression symptoms post-treatment and the
results of the NMAs were based on a single RCT that investigated IPT plus parent
sessions compared to IPT without parent sessions (in a maximum network of 23
RCTs), the committee decided to make a weaker recommendation for this
intervention than for individual CBT or family therapy.

The committee chose not to recommend IPT because, based on the NMAs, it was
only effective at increasing functional status post-treatment compared to waiting
list/no treatment or usual care, but there was no data for later time points for this
outcome. For depression symptoms post-treatment, IPT (without parent sessions)
was not more effective than waiting list/no treatment and at 6 months post-treatment
the NMA could not differentiate IPT (without parent sessions) from usual care and
individual CBT, psychodynamic psychotherapy, psychosocial intervention, and family
therapy, which were recommended by the committee. This finding is supported by
the pairwise analysis which found the IPT was not better than usual care, monitoring
or individual CBT for this outcome. The committee also noted that for functional
status post-treatment, IPT versus usual care had an estimate of effect of 7.32 (1.39,
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13.24), which was within the clinically meaningful range according to the committee,
but it was not detectably more effective than CBT or family therapy, and was less
effective than IPT plus parent sessions (8.57 (1.53, 15.65)), which was already
recommended.

The committee discussed the evidence for psychodynamic psychotherapy (also
called STPP or short term psychodynamic psychotherapy in the IMPACT
trial).Psychodynamic psychotherapy was effective at increasing remission post-
treatment compared to a control (1 NMA with 9 RCTs) and compared to family
therapy and relaxation. However, there was no evidence for functional status and
psychodynamic psychotherapy was not more effective than control at relieving
depression symptoms or improving quality of life post-treatment. The committee
noted that the evidence for psychodynamic psychotherapy came from 1 trial (versus
a brief psychosocial intervention (BPI) or individual CBT). They also noted that the
IMPACT trial was unable to detect a difference in effectiveness between individual
CBT and a short-term psychodynamic psychotherapy on a range of outcomes across
different follow-up periods. Finally, the committee agreed that it was important to
include some form of psychodynamic psychotherapy as, based on their clinical
experience, this will be the most appropriate intervention for some young people with
depression. Based on these points, the committee decided to retain psychodynamic
psychotherapy on the list of recommended options.

The committee also discussed the evidence for effectiveness of the BPI, which was
trialled in the IMPACT study. In this study, BPIl was not found to be less effective than
psychodynamic psychotherapy or individual CBT across a range of outcomes and
time points. In the NMAs, BPI was also effective at increasing remission at post-
treatment compared to attention control and compared to family therapy and
relaxation, although it was not detectably different to psychodynamic psychotherapy.
Based on these results and considering the likely lower cost of BPI compared to
psychodynamic psychotherapy, they decided to also recommend that BPI be an
option (Table 39). However, since the evidence for the effectiveness of a brief
psychosocial intervention (BPI) or psychodynamic psychotherapy was weaker than
for individual CBT or family therapy, the committee only made a ‘consider’
recommendation for these interventions should individual CBT or family therapy be
otherwise contraindicated or should this intervention prove more appropriate for the
individual’s situation and clinical needs.

Although only IPT plus parents explicitly states that it involves parent sessions, both
BPI and psychodynamic psychotherapy also include work with the parents (or
carers), as does CBT in some trials included in the analysis. The committee noted
that this parental involvement is carried out in different ways for different
psychotherapies and can be very important for work with children and young people
with depression.

The committee recognised that the recommendations for BPI and IPT with parent
sessions were each based on NMA networks incorporating single RCTs for these
interventions in young people aged 12-18 years with moderate to severe depression.
As a result, they included two research recommendations to explore the clinical
effectiveness of these interventions further in comparison with other psychological
therapies or control interventions in this age and severity group. In particular,
committee noted that >80% of the therapists delivering BPI in the IMPACT trial were
consultant psychiatrists, with the remaining staff also being psychiatrists, and it is
unclear whether the results obtained by these senior staff would be generalisable to
current practice in the NHS. The committee noted that in future trials of BPI the
intervention should be carried out by practitioners other than psychiatrists and
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consultant psychiatrists to confirm that the lack of differences seen between BPI and
individual CBT or psychodynamic psychotherapy was not due to the relative seniority
of the staff conducting the intervention in the IMPACT trial. In addition, they also
included a requirement within the research recommendation to investigate the
effectiveness of BPI in other settings, including primary care.

The committee also made a research recommendation to investigate the
effectiveness of behavioural activation because this therapy may meet the specific
needs of some children and young people with moderate to severe depression that
are not already covered by the other recommended psychological therapies. Only 1
RCT (McCauley 2016) was identified which compared behavioural activation with
usual care in adolescents with a diagnosis of depression at recruitment. The RCT
could not detect any differences between behavioural activation and usual care in
depression symptoms and functional status at post-treatment. However, the sample
size was small (60 participants) and it is possible that a larger trial would be able to
detect an effect on these outcomes.

In all of the research recommendations, a sufficiently large sample size is essential to
allow differences in effectiveness between interventions to be detected. They also
specify that longer term follow-up is carried out as many RCTs included in this review
only look at the effect of the psychological intervention post—treatment and it is
important to determine whether the effects of the interventions are short-lived or
maintained over time.

Cost effectiveness and resource use

A systematic review of health economic evidence found four published economic
evaluations, which considered the cost-effectiveness of individual CBT, variously with
or without selective serotonin reuptake inhibitors (SSRIs) compared to usual care,
BPI or STPP (see the Economic evidence section for details). Three of the studies
examined the cost-effectiveness of individual CBT, and were found to be partially
applicable with potentially serious limitations. The committee agreed that these
studies did not provide sufficient evidence to draw firm cost-effectiveness
conclusions.

In addition, the committee discussed the IMPACT HTA which considered CBT and
STPP versus BPI in adolescents with depression. There were no statistically
significant differences in costs or effectiveness between the interventions, leading the
authors to conclude that BPI might be a valuable lower-intensity addition to the
‘menu’ of psychological treatments. The committee discussed that the evidence for
BPI is only partially applicable due to high proportion of psychiatrists delivering BPI
within the study, although BPI could potentially be a cost-effective option if it could be
delivered as effectively by less specialist CAMHS staff. However, although BPI was
not shown to be any worse than the other interventions, no conclusions can be drawn
about whether it is non-inferior to the other interventions because the study was not
powered to detect non-inferiority.

The committee decided that de novo health economic modelling was not required to
answer the research question. Instead, the committee discussed the opportunity cost
of each therapy (health gain lost by choosing an alternative option) by qualitatively
considering the evidence on resource use alongside the clinical evidence (for full
details see Appendix L — Costing Exercise). Resource use data were obtained from
the most relevant studies in the clinical review, including information on staff, number
and length of sessions, number of participants and average attendance (where
available), as well as the committee’s expert opinion. Given data limitations, costs
were presented as estimated ranges rather than definitive point estimates of mean
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costs, with the aim of capturing the potential range of costs associated with the
various interventions.

The committee discussed the units of resource use and associated costs presented
to them, with a particular focus on the estimated average costs per person treated
and the opportunity costs of missed appointments. The two extremes of costing
missed appointments are to: a) assume that there is no opportunity cost associated
with a non-attendance (an opportunity cost of 0% of sessions that were missed), or
b) assume that the full cost of the entire course of sessions is incurred, regardless of
whether or not the person attended (an opportunity cost of 100% of sessions that
were missed). The committee agreed that there are many complexities surrounding
non-attendance, including that it was difficult to tell whether average attendance
figures reported in the studies were related to earlier-than-planned effectiveness,
ineffectiveness, unpalatability of specific interventions or a combination of these.
There was no strong evidence that participants were more likely to attend the full
number of sessions planned for one intervention than any other but such evidence as
there was did not contradict the committee’s experience that more intensive
interventions are likely to have lower overall attendance rates (as a proportion of
planned sessions). They agreed the true opportunity cost associated with each
intervention was uncertain but likely to lie between the two extremes outlined above.
Despite this, it was agreed that it is the ranking of the costs of the interventions that is
important, rather than the absolute costs, so any inaccuracies in the cost estimates
are unlikely to have affected conclusions as long as a consistent approach was
applied to all interventions. As such, the opportunity cost of missed appointments
was not included explicitly and the committee did not attempt to be more precise in
its quantification of costs than the estimates set out in Appendix L, although they
noted that the per hour staffing costs were perhaps uniformly a bit high compared to
current practice. It was, however, agreed that group and computer based
psychological interventions are generally expected to have a lower average cost per
patient than individual psychological interventions.

After qualitative assessment of the evidence, the committee were happy that the cost
ranges that were presented represent reasonable estimates. They agreed that
interventions with lower cost should be favoured if their effectiveness and suitability
are comparable, while acknowledging the limitations of the cost data. Importantly, the
consensus was that although practitioners should take costs into account to some
extent, cost alone is not a reason to deny an individual the most appropriate
intervention for their needs. Areas where cost influenced the decision to recommend
certain treatments are outlined in the “benefits and harms” section above along with
the other outcomes the committee considered important.

Other factors the committee took into account

The committee noted that there were potential differences between the
responsiveness of males and females to the psychological interventions, but the
included studies did not report any subgroup analyses based on sex. They also
noted that the incidence of depression increased greatly in girls as they reach
puberty. In order to facilitate examination of this issue the committee included sex
under the list of subgroup analyses listed for their research recommendations.

The committee identified a number of potential equality issues which included those
concerning: young offenders, looked after children, ethnic/cultural/language
differences, physical access to the sessions, computer access, socioeconomic status
and people with neurodevelopmental disorders.
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Many of these issues were related to difficulties in ensuring the attendance/access of
the children and young people with depression to the therapy sessions.

Children and young people living in rural areas might have problems with
travelling to their appointments if public transport is sporadic and unreliable, and
their parents are unable to drive them there.

Some children and young people, particularly those from lower socioeconomic
backgrounds, might not have access to a computer if an online, computer based
therapy is the preferred option. Alternatively, they may have access, but not be
able to use online systems due to a lack of experience with computers or lack the
privacy needed to complete the therapy if they only have access using a school or
public library computer or they may have parents who control their computer use
and may prevent them from accessing the therapy. (The unsuitability of digital
therapy for very young children is not an equality issue, but rather a
developmental one, and should be taken into account by the practitioner when
matching the therapy to the person.)

Young offenders depend on their carers/ prison officers to escort them to
appointments and these appointments may not be a priority for the staff at these
institutions.

The committee advised that adolescents are less likely to turn up to appointments
compared with children aged 5 to 11 years and this is not dependent on the
severity of depression. This may be due to a number of factors including transport
problems and issues with remembering to go to the appointment if not escorted by
parents or carers. In contrast, children aged 5-11 years are likely to be brought to
sessions by parents and carers and have better attendance as a result.

Children and young people from lower socioeconomic groups may lack the
financial support required to ensure that they attend the sessions. These families
may also be less likely to seek help in the first place and/ or less able to navigate
the healthcare system to ensure that the child or young person receives the help
they require.

Children and young people with more chaotic home lives (for example, due to
alcohol and drug abuse by family members, neglect or absence) may lack the
family support required to ensure that they attend the sessions. These families
may also be less likely to seek help in the first place and/ or be less willing or able
to navigate the healthcare system to ensure that the child or young person
receives the help they require.

Children and young people from abusive homes may be prevented from seeking
help and/ or attending therapy sessions by controlling parents or carers.

Looked after children and young people may lack the support they need to engage
with mental health services.

The way that children and young people with depression and their families view
mental health problems may be affected by their ethnic, religion and cultural
background. Families or carers from some ethnic groups/ religious or cultural
backgrounds may view mental health issue as shaming or stigmatising and be
less likely to seek medical help as a result. Or they may be less able to navigate
the healthcare system to ensure that the child or young person receives the help
they require. Language difficulties may also hinder access to treatment.

Children and young people with neurodevelopmental disorders might respond
differently to psychological therapies. (This may also be the case for children and
young people with learning disabilities, but they are out of scope for this guideline.
Please refer to NICE guidance NG54 on mental health problems in people with
learning disabilities: prevention, assessment and management for
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recommendations covering psychological interventions for people with learning
disabilities to treat depression.)

¢ LGBT children and young people may have different requirements to other
children and young people with depression.

¢ Children with physical ilinesses, such as cancer, may have additional
requirements due to their physical illness.

The committee dealt with these issues in several ways. Firstly, by recommending:
that practitioners should discuss the choice of therapies with children and young
people and their family members or carers (as appropriate) and explain what the
different therapies involve and how these might meet their needs and preferences.
By promoting the involvement of children and young people with depression and their
families or carers (as appropriate), in the decision making process cases of non-
attendance that occur because the person with depression or their family member/
carer does not like/want that particular type of psychological therapy may be
reduced. In addition, the family members/carers will have a greater understanding of
what is involved in the psychological therapy and may be more able to provide
support for the child or young person with depression.

Secondly, the committee recommended that the choice of interventions is based on a
full assessment of needs, including the circumstances of the person and their
carer(s), their history and presentation, and the context in which treatment is to be
provided. The committee noted that consideration of these factors should help
practitioners to identify the needs and circumstances of the person and to choose the
best psychological therapy for them. For example, this could involve ensuring that
children and young people who do not have computer access are not offered an
online therapy and that people in young offenders institutes are not penalised if they
miss sessions due to a lack of staff to supervise their transfer to the sessions. In
addition, for mild depression, the recommendations include a choice of group, digital
or individual therapy allowing the format of the sessions to match the needs and
preferences of the child or young person with depression.

Thirdly, the recommendations for mild depression and for moderate to severe
depression both offer a choice of first line treatments, but then go on to recommend a
second grouping of therapies if the earlier options would not meet the child or young
person’s needs or are unsuitable for their circumstances. This stresses the
importance of tailoring the treatment to the requirements of the individual again.

Fourthly, the committee noted that the studies included in the evidence did not
provide information on the effectiveness of these therapies for the subgroups listed
above. As a result, they recommended that each of the therapies that were covered
by research recommendations should include subgroup analyses that cover
environment and family situation and neurodevelopmental disorders as part of the
clinical trial process to provide evidence for future updates of the guideline.

Finally, the new recommendations cover the treatment of children and young people
with depression after they have requested help. They do not address the problem
that certain disadvantaged groups are less likely to seek help in the first place as
consideration of barriers to seeking help was not part of this update. However, this
issue will be considered for future updates of this guideline.
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1 Appendices

2 Appendix A — Review protocol

3 Review protocol for psychological interventions to manage depression in
4 children and young people

ID | Field Content

0. | PROSPERO CRD42018106506
registration
number

1. | Review title
Psychological interventions to manage depression in

children and young people.

2.
Review question | What are the most effective psychological interventions
for children and young people with depression?
> Objecti
jective The aim of the review is to compare psychological
interventions to determine their effectiveness in treating
depression in children and young people with
depression.
4,
Searches

The following databases will be searched:

e Cochrane Central Register of Controlled Trials
(CENTRAL)

e Cochrane Database of Systematic Reviews
(CDSR)

o Database of Abstracts of Reviews of
Effectiveness (DARE)

e Economic Evaluations Database (EED)

e Embase

e MEDLINE/MEDLINE in Process

o MEDLINE daily update

e MEDLINE ePubs ahead of print

Searches will be restricted by:

¢ Date limits where appropriate (interventions

included in the 2015 update will be searched for
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from that search date onwards, new interventions
will be searched for without date limits)
e English language
¢ Human studies
e Study design (RCTs, SRs, observational studies)
e Conference abstracts will be excluded from the

search results

5.

S{ﬁg?ei)tcijon being Depression in children and young people aged 5 to 18
years.

6 Population . . .
Inclusion: Children and young people aged 5 to 18 with
recognised symptoms of depressive disorder, including:

¢ aclinical diagnosis of depression (for example,
using DSM, ICD, KSADS-PL) or

e suspicion of a depressive disorder based on a
combination of symptoms and associated
functional impairment that are unexplained by
other conditions.

Exclusion:

e Studies that recruited people under and over 18
years old with depression, even if the population
mean age is < 18 years. (Unless the data is reported
separately for the 18 and under group.)

¢ Children and young people with bipolar disorder.

£ Interventions ¢ Individual cognitive behavioural therapy (CBT)

e Group CBT

e Individual computer-based CBT

e CBT with separate parent sessions

e Dialectical behavioural therapy (DBT)
e Interpersonal psychotherapy

e Psychoanalytic child psychotherapy
e Psychodynamic child psychotherapy
e Self-modelling

e Relaxation
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e Social skills training
e Systemic therapy
o Family therapy (excluding CBT with parental
involvement)
e Control enhancement training
¢ Individual non-directive supportive therapy
e Guided self-help including:
o Bibliotherapy
o Apps targeting depression (that are separate
from computer- based CBT)
¢ Mindfulness-based cognitive therapy
¢ Mindfulness (other than mindfulness-based
cognitive therapy)
e Psychosocial interventions
e Psychoeducation
e Behavioural activation
o Eye movement desensitisation and reprocessing
o Counselling
o Arts/creative psychotherapies
o Arttherapy
o Psychodrama
o Music therapy

o Dance therapy

Play therapy

Studies investigating the effectiveness of each of these
interventions will be looked for during the search
process, but they will be grouped into broader categories
based on the description of the interventions and

committee expertise during analysis.

Exclusion: Trials with psychological interventions that
allow antidepressant drug use where the different arms

are offered different drugs.

Comparators e Any of the interventions listed above
e Waiting list

e No intervention
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e Attention control (a control group that receives an
intervention that gives the same amount of
attention as the intervention under test)

e Usual care (excluding treatment with
antidepressant drugs unless allowed in both
arms)

S Types of study to e Randomised controlled trials (RCTs)
be included e Systematic reviews of RCTs
10. ) e Narrative reviews
Other exclusion
criteria . L . .

e Non-randomised studies (including comparative
and non-comparative studies, case series and
case reports)

e Studies without extractable data

e Conference abstracts

e Studies that recruit people with depression or
another morbidity such as anxiety and the
population with depression cannot be separated
for data extraction.

o Studies that specifically recruit people with both
depression and another comorbidity, such as
anxiety, where the intervention is not aimed at
treating depression or is aimed at treating both
depression and the comorbidity.

11. Context
ontex This question will update the NICE guideline on
depression in children and young people: identification
and management
12. _
Primary Primary outcomes:
outcomes y )
. e Level of function (functional status, measure of
(critical
outcomes) general function using a validated tool)

o Depression symptoms (assessed using validated
questionnaire or structured interview, reported as
absolute measure or an improvement from
baseline)
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¢ Remission (as defined in study)
e Quality of life (only overall scores from any
generic or disease specific quality of life tool will

be reported [quality of life subscales will not be

reported])
13. Secondary e Suicide-related adverse events during or
outcomes following treatment (including numbers of
suicides if reported)
e Suicidal ideation (assessed using questionnaire)
o Self-harm (self-injury or self-poisoning regardless
of intent)
e Discontinuation from treatment (due to adverse
events or for any reason)
14.
Data extraction Full details of the methods of data extraction are
(selection and presented in Appendix B
coding)
15. 1 . . : . :
Risk of bias Full details of quality assessment are presented in
(quality) Appendix B
assessment
16. Full details of the methods of data synthesis are
Strategy for data presented in Appendix B
synthesis
17.

Analysis of sub- | Pair-wise data subgroups

groups e Severity of depression (children or young people
with mild compared to moderate to severe
depression)

e Children aged 5 to 11, young people aged 12 to
18.

e Length of duration of intervention (short, <2

months; medium, 3-6 months; long, >6 months)

¢ Moderate to severe population subgroups (no
previous depression, previous incidence of

depression, refractory depression)

NMA subgroups
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e Severity of depression (children or young people
with mild compared to moderate to severe
depression)

e Children aged 5 to 11, young people aged 12 to
18.

18.
Type and method Intervention
of review
| Diagnostic
O Prognostic
| Qualitative
O Epidemiologic
| Service Delivery
O Other (please specify)
19. | Language English
20. England
Country
21 Anticipated
nticipated or
actual start date 02/07/2018
22. o
Anticipated 02/04/2019
completion date
23.
Stage of review Review stage Started | Completed
at time of this
submission
Preliminary searches v v
Piloting of the study selection v v
process
Formal screening of search
results against eligibility v =
criteria
Data extraction v r
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Risk of bias (quality) v r

assessment

Data analysis v B
24, 5a. Named contact

Named contact Guideline Updates Team

5b Named contact e-mail
DepressionInChildren@nice.org.uk

5e Organisational affiliation of the review
National Institute for Health and Care Excellence
(NICE) and Guideline Updates Team

25. | Review team From the NICE Guideline Updates Team:
members e Marie Harrisingh, Technical lead
Yolanda Martinez, Technical analyst
Ross Maconachie, Health economist
Lynda Ayiku, Information specialist

26. This systematic review is being completed by the

Funding Guideline Updates Team which receives funding from
sources/sponsor | NICE.

27.
Conflicts of All guideline committee members and anyone who has

interest direct input into NICE guidelines (including the evidence
review team and expert witnesses) must declare any
potential conflicts of interest in line with NICE's code of
practice for declaring and dealing with conflicts of
interest. Any relevant interests, or changes to interests,
will also be declared publicly at the start of each
guideline committee meeting. Before each meeting, any
potential conflicts of interest will be considered by the
guideline committee Chair and a senior member of the
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1 Appendix B — Methods

2 Incorporating published systematic reviews

ONO O A~ W

For all review questions where a literature search was undertaken looking for a particular
study design, systematic reviews containing studies of that design were also included. All
included studies from those systematic reviews were screened to identify any additional
relevant primary studies not found as part of the initial search. Systematic reviews were not
used as a source of data in this particular review and so no quality assessment was carried
out.

9 Evidence synthesis and meta-analyses

10
11
12
13
14
15
16
17
18
19
20
21

22
23
24
25
26
27
28

29
30
31
32
33

34
35
36
37

Where possible, meta-analyses were conducted to combine the results of quantitative
studies for each outcome. For continuous outcomes analysed as mean differences, where
change from baseline data were reported in the trials and were accompanied by a measure
of spread (for example standard deviation), these were extracted and used in the meta-
analysis. Where measures of spread for change from baseline values were not reported, the
corresponding values at study end were used and were combined with change from baseline
values to produce summary estimates of effect. These studies were assessed to ensure that
baseline values were balanced across the treatment groups; if there were significant
differences at baseline these studies were not included in any meta-analysis and were
reported separately. For continuous outcomes analysed as standardised mean differences
(SMDs), where only baseline and final time point values were available, change from
baseline standard deviations were estimated, assuming a correlation coefficient of 0.5.

For the pair-wise data analysis, continuous data was analysed as mean differences when all
the data came from a single measure and as standardised mean differences if multiple
measures of the same outcome were combined. In cases where data was reported for
multiple scales for a single outcome, data was only extracted for a single scale per study. For
each outcome the scales were ranked based on committee discussions about which scales
were most clinically useful and the frequency of reporting using each scale in the included
studies (see Table 42 in appendix Q for the ranking of these scales).

In cases where SMDs were used they were back converted to a single scale to aid
interpretation by the committee where possible. The choice of this scale was made based on
committee input taking into account which scales are commonly used in the UK, which
scales were prioritised for data extraction and had the most data, and which scales had
associated MIDs that could help with interpretation of the results.

For the network meta-analyses (NMAs, see below), it was expected that using SMDs would
be necessary, due to the larger number of studies included in each model. However, if a
particular model only included data from one outcome scale then mean differences were
used instead.
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1 Evidence of effectiveness of interventions

2 Quality assessment

- O ©W0 NO OOk~ W

N ) A A A a —_
O ©WO NO O WN

N
=N

22

23
24

25
26
27
28
29

30
31
32
33

34
35
36
37
38

39
40

Individual RCTs and quasi-randomised controlled trials were quality assessed using the
Cochrane Risk of Bias Tool. Each individual study was classified into one of the following
three groups:

o Low risk of bias — The true effect size for the study is likely to be close to the estimated
effect size.

¢ Moderate risk of bias — There is a possibility the true effect size for the study is
substantially different to the estimated effect size.

e High risk of bias — It is likely the true effect size for the study is substantially different to
the estimated effect size.

Each individual study was also classified into one of three groups for directness, based on if
there were concerns about the population, intervention, comparator and/or outcomes in the

study and how directly these variables could address the specified review question. Studies
were rated as follows:

¢ Direct — No important deviations from the protocol in population, intervention, comparator
and/or outcomes.

¢ Partially indirect — Important deviations from the protocol in one of the population,
intervention, comparator and/or outcomes.

¢ Indirect — Important deviations from the protocol in at least two of the following areas:
population, intervention, comparator and/or outcomes.

Methods for combining intervention evidence

Meta-analyses of interventional data were conducted with reference to the Cochrane
Handbook for Systematic Reviews of Interventions (Higgins et al. 2011).

Where different studies presented continuous data measuring the same outcome but using
different numerical scales (e.g. a 0-10 and a 0-100 visual analogue scale), these outcomes
were all converted to the same scale before meta-analysis was conducted on the mean
differences. Where outcomes measured the same underlying construct but used different
instruments/metrics, data were analysed using standardised mean differences (Hedges’ g).

A pooled relative risk was calculated for dichotomous outcomes (using the Mantel-Haenszel
method) reporting numbers of people having an event. Both relative and absolute risks were
presented, with absolute risks calculated by applying the relative risk to the pooled risk in the
comparator arm of the meta-analysis (all pooled trials).

Fixed- and random-effects models (der Simonian and Laird) were fitted for all syntheses, with
the presented analysis dependent on the degree of heterogeneity in the assembled
evidence. Fixed-effects models were the preferred choice to report, but in situations where
the assumption of a shared mean for fixed-effects model were clearly not met random-effects
results are presented.

Fixed-effects models were deemed to be inappropriate if one or both of the following
conditions was met:
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¢ Significant between study heterogeneity in methodology, population, intervention or
comparator was identified by the reviewer in advance of data analysis. This decision was
made and recorded before any data analysis was undertaken.

e The presence of significant statistical heterogeneity in the meta-analysis, defined as
12250%.

However, in cases where the results from individual pre-specified subgroup analyses are
less heterogeneous (with 12 < 50%) the results from these subgroups will be reported using
fixed effects models. This may lead to situations where pooled results are reported from
random-effects models and subgroup results are reported from fixed-effects models.

In cases where subgroup analyses were performed, it was planned that pooled results would
be reported in the GRADE tables, but the results from individual strata would only reported if
there was evidence suggesting between subgroup heterogeneity. This is defined as a
statistically significant test for subgroup interactions (at the 95% confidence level). Where no
such evidence was identified, only pooled results were presented. (See the protocol
deviation section of methods and processes for relevant information on how subgroup
analyses were actually reported in GRADE tables.)

In any meta-analyses where some (but not all) of the data came from studies at high risk of
bias, a sensitivity analysis was conducted, excluding those studies from the analysis. Results
from both the full and restricted meta-analyses are reported. Similarly, in any meta-analyses
where some (but not all) of the data came from indirect studies, a sensitivity analysis was
conducted, excluding those studies from the analysis.

Meta-analyses were performed in Cochrane Review Manager V5.3.

23 Minimal clinically important differences (MIDs)

24
25
26
27
28
29
30

31

The Core Outcome Measures in Effectiveness Trials (COMET) database was searched to
identify published minimal clinically important difference thresholds relevant to this guideline.
Identified MIDs were assessed to ensure they had been developed and validated in a
methodologically rigorous way, and were applicable to the populations, interventions and
outcomes specified in this guideline. In addition, the Guideline Committee were asked to
prospectively specify any outcomes where they were aware of useful MIDs. The committee
identified the MIDs shown in Table 9.

Table 9: Identified MIDs

Children’s g|oba| 10 points Bird HR, Canino G, RubiO-StipeC M et al. Further

assessment scale (-10,+10) Measures of the Psychometric Properties of the
Children's Global Assessment Scale. Archives of
General Psychiatry 1987, 44(9):821-824.
Green B, Shirk S, Hanze D et al. The Children's
Global Assessment Scale in clinical practice: an
empirical evaluation. Journal of the American
Academy of Child Adolescent Psychiatry 1994,
33(8):1158-1164.

Child depression inventory 8 points Lobovits DA, and Handal PJ. Childhood depression:

(-8, +8) Prevalence using DSM-III criteria and validity of

parent and child depression scales. Journal of
Pediatric Psychology 1985, 10(1):45-54.
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Finch Jr AJ, Saylor CF, Edwards GL, et al. Children's
Depression Inventory: Reliability over repeated
administrations. Journal of Clinical Child Psychology

1987, 16(4):339-341.

Health of the Nation 10 points Hanssen-Bauer K, Heyerdahl S, Hatling T, et al.
Outcome Scales for (-10,+10) Admissions to acute adolescent psychiatric units: a
Children and Adolescents prospective study of clinical severity and outcome.

International Journal of Mental Health Systems 2011,
5(1):1-11.

Garralda ME, Yates P, and Higginson I. Child and
adolescent mental health use: HONOSCA as an
outcome measure. The British Journal of Psychiatry
2000, 177:52-58.

1 Specific use of MIDs in this guideline update

This evidence review for this guideline was conducted using a modified version of the
GRADE approach to rating the certainty of evidence in systematic reviews. This is part of a
pilot project being undertaken by NICE, to examine the assessment of certainy of evidence in
systematic reviews. Instead of using predefined MIDs to assess imprecision in GRADE
tables, imprecision was assessed qualitatively during committee discussions. These
discussions involved consideration of published MIDs where they exist, but the committee
were also encouraged to make judgements of imprecision based on the 95% confidence
intervals and sample sizes reported in the GRADE tables. This should enable judgements of
clinical importance to be made in the context of wider decision making, taking into account
evidence across all outcomes and analyses, including health economic analyses.

2O OVWONOOUOPMWN

—

Committee discussions regarding the clinical importance of effects was recorded in the
‘benefits and harms’ section of the evidence review. In particular, this included consideration
of whether the whole effect of a treatment (which may be felt across multiple independent
outcome domains) would be likely to be clinically meaningful, rather than simply whether
each individual sub outcome might be meaningful in isolation. The impact of imprecision on
the recommendations was presented in the ‘quality of the evidence’ section of the committee
discussion in the evidence review.

_ e A A A A
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19 GRADE for pairwise meta-analyses of interventional evidence

20 GRADE was used to assess the quality of evidence for the selected outcomes as specified in
21 ‘Developing NICE guidelines: the manual (2014)’. Data from all study designs was initially

22  rated as high quality and the quality of the evidence for each outcome was downgraded or
23 not from this initial point, based on the criteria given in Table 10.

24 A modified form of GRADE that excluded consideration of imprecision was used for this

25 guideline update. The reasons for this are discussed in the specific use of MIDs section

26  above. As a result, the quality of the evidence presented in the GRADE tables was likely to
27  be judged to be higher than normal as there is now one less domain to use for downgrading.

28 Table 10: Rationale for downgrading quality of evidence for intervention studies

Risk of bias Not serious: If less than 33.3% of the weight in a meta-analysis came from
studies at moderate or high risk of bias, the overall outcome was not
downgraded.

Depression in children and young people: identification and management: evidence review
for psychological interventions DRAFT (January 2019)

95



1
2
3
4
5
6
7

DRAFT FOR CONSULTATION
Psychological interventions for depression

Serious: If greater than 33.3% of the weight in a meta-analysis came from
studies at moderate or high risk of bias, the outcome was downgraded one
level.

Very serious: If greater than 33.3% of the weight in a meta-analysis came from
studies at high risk of bias, the outcome was downgraded two levels.
Outcomes meeting the criteria for downgrading above were not downgraded if
there was evidence the effect size was not meaningfully different between
studies at high and low risk of bias.

Indirectness Not serious: If less than 33.3% of the weight in a meta-analysis came from
partially indirect or indirect studies, the overall outcome was not downgraded.
Serious: If greater than 33.3% of the weight in a meta-analysis came from
partially indirect or indirect studies, the outcome was downgraded one level.
Very serious: If greater than 33.3% of the weight in a meta-analysis came from
indirect studies, the outcome was downgraded two levels.

Outcomes meeting the criteria for downgrading above were not downgraded if
there was evidence the effect size was not meaningfully different between
direct and indirect studies.

Inconsistency Concerns about inconsistency of effects across studies, occurring when there
is unexplained variability in the treatment effect demonstrated across studies
(heterogeneity), after appropriate pre-specified subgroup analyses have been
conducted. This was assessed using the |2 statistic.

N/A: Inconsistency was marked as not applicable if data on the outcome was
only available from one study.

Not serious: If the 12 was less than 33.3%, the outcome was not downgraded.
Serious: If the 12 was between 33.3% and 66.7%, the outcome was
downgraded one level.

Very serious: If the |12 was greater than 66.7%, the outcome was downgraded
two levels.

Outcomes meeting the criteria for downgrading above were not downgraded if
there was evidence the effect size was not meaningfully different between
studies with the smallest and largest effect sizes.

Imprecision This was not included in the GRADE table, but was considered during
committee discussions of the evidence, taking into account 95% confidence
intervals around the point estimate of the effect, any relevant MIDs, committee
expertise and the effect of a single intervention based on multiple outcomes.

The quality of evidence for each outcome was upgraded if any of the following three
conditions were met:

¢ Data from non-randomised studies showing an effect size sufficiently large that it cannot
be explained by confounding alone.

¢ Data showing a dose-response gradient.

e Data where all plausible residual confounding is likely to increase our confidence in the
effect estimate.

8 Publication bias

9
10
11
12

Publication bias was assessed in two ways. First, if evidence of conducted but unpublished
studies was identified during the review (e.g. conference abstracts, trial protocols or trial
records without accompanying published data), available information on these unpublished
studies was reported as part of the review. Secondly, where 10 or more studies were
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included as part of a single meta-analysis, a funnel plot was produced to graphically assess
the potential for publication bias.

3 Evidence statements for pairwise clinical data
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The evidence statements were grouped by outcome for ease of interpretation. They were
divided into 2 categories as follows:

¢ We state that the evidence showed that there is an effect if the 95% CI| does not cross the
line of no effect.

e The evidence could not differentiate between comparators if the 95% CI crosses the line
of no effect. If any of the boundaries of the 95% CI included 1.0 or 0.0 for RR or MD
respectively this was considered to be within the line of no effect and the result was
reported as ‘could not differentiate’.

The evidence statements for an effect were further divided into 3 groups:

e Psychological interventions compared to controls where the psychological intervention
was more effective than the control

e Psychological interventions compared to other psychological interventions and controls,
where the first named intervention or control is more effective than the comparator for
that outcome and time point.

e Psychological interventions compared to other psychological interventions, where one
intervention was more effective than the other.

The evidence statements included the quality of the evidence from the GRADE table based
on the pooled results for each age group and depression severity group separately.

Methods for combining direct and indirect evidence (network meta-analysis) for

interventions

Conventional ‘pairwise’ meta-analysis involves the statistical combination of direct evidence
about pairs of interventions that originate from two or more separate studies (for example,
where there are two or more studies comparing A vs B).

In situations where there are more than two interventions, pairwise meta-analysis of the
direct evidence alone is of limited use. This is because multiple pairwise comparisons need
to be performed to analyse each pair of interventions in the evidence, and these results can
be difficult to interpret. Furthermore, direct evidence about interventions of interest may not
be available. For example studies may compare A vs B and B vs C, but there may be no
direct evidence comparing A vs C. Network meta-analysis overcomes these problems by
combining all evidence into a single, internally consistent model, synthesising data from
direct and indirect comparisons, and providing estimates of relative effectiveness for all
comparators and the ranking of different interventions. Network meta-analyses were
undertaken in all situations where the following three criteria were met:

¢ At least three treatment alternatives.
e A connected network which enabled valid estimates to be made.

e The aim of the review was to produce recommendations on the most effective option,
rather than simply an unordered list of treatment alternatives.
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1 Synthesis
2 Hierarchical Bayesian Network Meta-Analysis (NMA) was performed using WinBUGS
3  version 1.4.3. The models used reflected the recommendations of the NICE Decision
4  Support Unit's Technical Support Documents (TSDs) on evidence synthesis, particularly TSD
5 2 (‘A generalised linear modelling framework for pairwise and network meta-analysis of
6 randomised controlled trials'; see http://www.nicedsu.org.uk) with additional models provided
7 by the TSU (see appendix R for NMA models).
8 Results were reported summarising at least 10,000 samples from the posterior distribution of
9 each model, having first run and discarded at least 50,000 ‘burn-in’ iterations. Three separate
10  chains with different initial values were used. In models where autocorrelation was detected
11 thinning was carried out using a thin value of 10.
12 Non-informative prior distributions were used in all models. Unless otherwise specified, trial-
13  specific baselines and treatment effects were assigned Normal (0,10000) priors, and the
14  between-trial standard deviations used in random-effects models were given Uniform (0,5)
15  priors for dichotomous outcomes and Uniform (0,10) priors for continuous outcomes.
16  Fixed- and random-effects models were explored for each outcome, with the final choice of
17  model based on deviance information criterion (DIC): if DIC was at least 3 points lower for
18 the random-effects model, it was preferred; otherwise, the fixed effects model was
19  considered to provide an equivalent fit to the data in a more parsimonious analysis, and was
20  preferred.
21 In any meta-analyses where some (but not all) of the data came from studies at high risk of
22  bias, a sensitivity analysis was conducted, excluding those studies from the analysis. Results
23  from both the full and restricted meta-analyses are reported. Similarly, in any meta-analyses
24 where some (but not all) of the data came from studies that were partially or indirectly
25 applicable compared to the protocol, a sensitivity analysis was conducted, excluding those
26  studies from the analysis. Where sufficient studies were available, meta-regression was
27  undertaken to explore the effect of study level covariates.

28 Choice of outcomes for network meta-analysis

29
30
31
32
33

34
35
36
37
38
39
40
41

Outcomes were selected from those listed in the review protocol, with the primary outcomes
of level of function, depression symptoms following treatment, quality of life and remission
being prioritised. Secondary outcomes were included if there were sufficient numbers of trials
to form a connected network that included the majority of interventions. Additional models
were run as required for outcomes needed to inform the economic analysis.

Subgroup analyses were carried out for severity of depression by running separate models
that included studies with participants with mild or moderate-to-severe depression. Subgroup
analyses were carried out by age (children aged 5-11, young people aged 12-18) where
there were sufficient numbers of trials and studies to form a connected network and for cases
where this network would provide additional information to the pairwise analysis. For
example, in cases where the NMA would only provide additional information about the
effectiveness of 2 control interventions the NMA was not considered useful for decision
making and was not carried out.
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1 Modified GRADE for network meta-analyses
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A modified version of the standard GRADE approach for pairwise interventions was used to
assess the quality of evidence across the network meta-analyses undertaken (Table ). While
most criteria for pairwise meta-analyses still apply, it is important to adapt some of the criteria
to take into consideration additional factors, such as how each 'link' or pairwise comparison
within the network applies to the others. As a result, the following was used when modifying
the GRADE framework to a network meta-analysis. It is designed to provide a single overall
quality rating for an NMA, which can then be combined with pairwise quality ratings for
individual comparisons (if appropriate), to judge the overall strength of evidence for each
comparison.

Table 7: Rationale for downgrading quality of evidence for NMAs

Risk of bias Not serious: If fewer than 33.3% of the studies in the network meta-analysis
were at moderate or high risk of bias, the overall network was not downgraded.
Serious: If greater than 33.3% of the studies in the network meta-analysis were
at moderate or high risk of bias, the network was downgraded one level.
Very serious: If greater than 33.3% of the studies in the network meta-analysis
were at high risk of bias, the network was downgraded two levels.

Indirectness Not serious: If fewer than 33.3% of the studies in the network meta-analysis
were partially indirect or indirect, the overall network was not downgraded.
Serious: If greater than 33.3% of the studies in the network meta-analysis were
partially indirect or indirect, the network was downgraded one level.
Very serious: If greater than 33.3% of the studies in the network meta-analysis
were indirect, the network was downgraded two levels.

Inconsistency N/A: Inconsistency was marked as not applicable if there were no links in the
network where data from multiple studies (either direct or indirect) were
synthesised.

For network meta-analyses conducted under a Bayesian framework, the
network was downgraded one level if the DIC for a random-effects model was
lower than the DIC for a fixed-effects model.

In addition, the direct and indirect treatment estimates were compared as a
check on the consistency of the network.

Imprecision This was not included in the GRADE table, but was considered during
committee discussions of the evidence, taking into account 95% credible
intervals around the point estimate of the effect, any relevant MIDs, committee
expertise and the effect of a single intervention based on multiple outcomes.

12 Evidence statements

13
14

15
16

17
18
19
20

The evidence statements were grouped by severity of depression and outcome for ease of
interpretation. They were divided into 2 categories as follows:

o We state that the evidence showed that there is an effect if the 95% credible interval (Crl)
does not cross the line of no effect.

e The evidence could not differentiate between comparators if the 95% Crl crosses the line
of no effect. If any of the boundaries of the 95% Crl included 1.0 for RR or 0.0 for MD, this
was considered to be within the line of no effect and the result was reported as ‘could not
differentiate’.
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NMA evidence statements included the quality of the network as a whole and only listed the
results of interventions compared to controls or each other. The relative effectiveness of
controls compared to each other were not presented as they were not viable treatment
options and, as a result, would not be useful for decision making.
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1 Appendix C — Literature search strategies

2
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6
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Q1a What are the most effective psychological interventions for children and young
people with depression? (Update of the search strategy used in the 2015 version of

the guideline)

Sources searched to identify the clinical evidence:

Databases Date searched | Version/files

Cochrane Central Register of Controlled Trials | 11/07/2018 Issue 6 of 12, June 2018

(CENTRAL)

Cochrane Database of Systematic Reviews 11/07/2018 Issue 7 of 12, July 2018

(CDSR)

Database of Abstracts of Reviews of Effect 11/07/2018 Issue 2 of 4, April 2015

(DARE)

Embase (Ovid) 11/07/2018 Embase <1974 to 2018
Week 28>

MEDLINE (Ovid) 11/07/2018 Ovid MEDLINE(R) ALL
<1946 to July 10, 2018>

MEDLINE In-Process (Ovid) 11/07/2018 Ovid MEDLINE(R) In-
Process & Other Non-
Indexed Citations <July
10, 2018>

MEDLINE Epub Ahead of Print 11/07/2018 Ovid MEDLINE(R) Epub
Ahead of Print <July 10,
2018>

MEDLINE Daily 11/07/2018 Ovid MEDLINE(R) Daily
Update <July 10, 2018>

PsycINFO (Ovid) 11/07/2018 Ovid PsycINFO <1806 to

July Week 1 2018>

The MEDLINE search strategy is presented below. This was translated for use in all of the
other databases listed. The aim of the search was to identify evidence for the clinical
question being asked. Randomised Controlled Trial and Systematic Review filters were used
to identify the study designs specified in the Review Protocol.

Depression/
exp Depressive Disorder/

("seasonal affective disorder*" or sad).tw.
1or2or3or4 (458667)

exp Cognitive Therapy/

Therapy, Computer-Assisted/

NO O WN -

(depress* or dysthymi* or dysphori* or melanchol* or sadness).tw.
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(((cogniti* or computer*) adj4 (therap* or behavio* or interven*)) or cbt* or ccbt*).tw.
exp Psychotherapy/

(psychotherap* or logotherap®).tw.

((self adj4 model*) or sm).tw.

Relaxation Therapy/

(relax* adj4 (therap™* or techni*)).tw.

Behavior Therapy/

((behavi* or condition*) adj4 (therap® or modifi*)).tw.
((social adj4 skill* adj4 train*) or sst).tw.

Family Therapy/

Psychotherapy, group/

((famil* or group) adj4 (therap* or techni*)).tw.
((control adj4 enhancement adj4 (training or therap*)) or pascet).tw.
((((non adj4 directive) or nondirective) adj4 supportive adj4 therap®) or ndst).tw.
(((client adj4 cent*) or rogerian) adj4 therap®).tw.
"guided self help".tw.

Self care/px or self care/mt

Mindfulness/

mindfulness.tw.

or/6-26

infan*.mp,so.

minor.mp,so.

minors*.mp,so.

boy.mp,so.

boys.mp,so.

boyfriend*.mp,so.

boyhood.mp,so.

girl*.mp,so.

kid.mp,so.

kids.mp,so.

child*.mp,so.

adolescen*.mp,so.

juvenil*.mp,so.

youth*.mp,so.

teen*.mp,so.

under*age*.mp,so.

pubescen*.mp,so.

exp pediatrics/

pediatric*.mp,so.

paediatric*.mp,so.

peadiatric*.mp,so.

school*.mp,so.

or/28-49

5 and 27 and 50

Meta-Analysis.pt.

Network Meta-Analysis/

Meta-Analysis as Topic/

Review.pt.

exp Review Literature as Topic/

(metaanaly$ or metanaly$ or (meta adj3 analy$)).tw.
(review$ or overview$).ti.
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59 (systematic$ adj5 (review$ or overview$)).tw.
60 ((quantitative$ or qualitative$) adj5 (review$ or overview$)).tw.
61  ((studies or trial$) adj2 (review$ or overview$)).tw.

62 (integrat$ adj3 (research or review$ or literature)).tw.

63  (pool$ adj2 (analy$ or data)).tw.

64 (handsearch$ or (hand adj3 search$)).tw.

65 (manual$ adj3 search$).tw.
66 or/52-65

67 animals/ not humans/

68 66 not 67

69 Randomized Controlled Trial.pt.
70  Controlled Clinical Trial.pt.
71 Clinical Trial.pt.

72  exp Clinical Trials as Topic/
73  Placebos/

74  Random Allocation/

75 Double-Blind Method/

76  Single-Blind Method/

77  Cross-Over Studies/

78 ((random$ or control$ or clinical$) adj3 (trial$ or stud$)).tw.

79 (random$ adj3 allocat$).tw.
80 placebo$.tw.

81  ((singl$ or doubl$ or trebl$ or tripl$) adj (blind$ or mask$)).tw.

82 (crossover$ or (cross adj over$)).tw.

83 0r/69-82

84 animals/ not humans/
85 83 not 84

86 68o0r85

87 51and 86

88 limit 87 to english language

89 (2014* or 2015* or 2016* or 2017* or 2018*).ed.

90 88and89

Q1b What are the most effective psychological interventions for children and young
people with depression? (search for interventions not included in previous versions of

the guideline)

Databases Date Version/files

searched
Cochrane Central Register of Controlled 18" July 18 Issue 6 of 12, June 2018
Trials (CENTRAL)
Cochrane Database of Systematic 18" July 18 Issue 7 of 12, July 2018
Reviews (CDSR)
Database of Abstracts of Reviews of 18" July 18 Issue 2 of 4, April 2015
Effect (DARE)
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Embase (Ovid) 17" July 18 Embase <1974 to 2018 Week
29>

MEDLINE (Ovid) 17" July 18 Ovid MEDLINE(R) ALL <1946
to July 16, 2018>

MEDLINE In-Process (Ovid) 17" July 18 Ovid MEDLINE(R) In-Process
& Other Non-Indexed Citations
<July 16, 2018>

MEDLINE Epub Ahead of Print 17" July 18 Ovid MEDLINE(R) Epub
Ahead of Print <July 16, 2018>

Medline daily 17" July 18 Ovid MEDLINE(R) Daily
Update <July 16, 2018>

PsycINFO (Ovid) 18" July 2018 | PsycINFO <1806 to July Week

22018>

The MEDLINE search strategy is presented below. This was translated for use in all of the
other databases listed. The aim of the search was to identify evidence for the clinical
question being asked. Randomised Controlled Trial and Systematic Review filters were used

to identify the study designs specified in the Review Protocol.

Depression/

exp Depressive Disorder/
("seasonal affective disorder™"
Mood Disorders/

Cyclothymic Disorder/
cyclothym™.tw.
exp bereavement/

O©CoOoO~NOOTPRWN -

10  (grief* or griev* or mourn* or bereav* or sorrow*).tw.

11 Anhedonia/

12 anhedon*.tw.

13  or/1-12

14  infan*.mp,so.

15 minor.mp,so.

16  minors*.mp,so.

17  boy.mp,so.

18 boys.mp,so.

19  boyfriend*.mp,so.
20 boyhood.mp,so.
21 girl*.mp,so.

22  kid.mp,so.

23  kids.mp,so.

24 child*.mp,so.

25 adolescen*.mp,so.
26  juvenil*.mp,so.

27  youth*.mp,so.

28 teen*.mp,so.

29 under*age*.mp,so.
30 pubescen*.mp,so.

(depress™ or dysthymi* or dysphori* or melanchol* or sadness).tw.
or sad).tw.

((mood* or affectiv*) adj (disorder* or illness* or neuro®)).tw.

Depression in children and young people: identification and management: evidence review
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31  exp pediatrics/

32 pediatric*.mp,so.

33 paediatric*.mp,so.

34  peadiatric*.mp,so.

35 school*.mp,so.

36 or/14-35

37 13 and 36

38 psychosocial support systems/

39 (psychosocial* or psycho-social* or "psycho social*").tw.

40 (psychoeducat® or psycho-educat® or "psycho educat*).tw.

41  Mobile Applications/

42  (app or apps).tw.

43  ((mobile* or phone* or smartphone* or smart-phone* or "smart* phone*" or cellphone*
or cell-phone* or "cell phone™" or iphone* or i-phone* or "i phone*" or ipad* or i-pad* or "i
pad*" or tablet* or apple* or ios or android* or windows or blackberry* or portable or
electronic or device* or digital or software or online or internet or web or medical or health)
adj application®).tw.

44  (digital health or digihealth or "digi health" or mobile health or mhealth or ehealth or m-
health or e-health or "m health" or "e health").tw.

45 behavi* activat*.tw.

46 Eye Movement Desensitization Reprocessing/

47 (eye* adj4 (desens™ or reprocess™)).tw.

48 exp Counseling/

49 (counselling or counseling).tw.

50 Bibliotherapy/

51  (bibliotherap* or biblio-therap™ or "biblio therap*").tw.

52 (systemic adj4 (therap* or psycho* or interven* or manag* or support® or treat*)).tw.
53 Problem solving/

54  problem* solv*.tw.

55 solution* focus* therap*.tw.

56 solution* focus* brief therap*.tw.

57 (dialecti* behavio* therap* or DBT).tw.

58 (interpersonal adj4 (therap* or psycho* or interven* or manag* or support* or treat*)).tw.
59 exp Sensory Art Therapies/

60 ((sensory or creativ* or art or music* or danc* or drama* or play* or sandplay* or sand-
play* or "sand play*") adj4 (therap* or psycho* or interven* or manag* or support* or
treat™)).tw.

61 exp Psychodrama/

62 (psychodrama* or psycho-drama* or "psycho* drama*™ or roleplay* or role-play* or
“role* play*").tw.

63 Psychoanalysis/

64 exp Psychoanalytic Therapy/

65 (psychoanaly* or psycho-analy* or "psycho* analy*").tw.

66 0r/38-65

67 37 and 66

68 Meta-Analysis.pt.

69 Network Meta-Analysis/

70  Meta-Analysis as Topic/

71  Review.pt.

72  exp Review Literature as Topic/

73 (metaanaly$ or metanaly$ or (meta adj3 analy$)).tw.

*N
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74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103
104

(review$ or overview$).ti.
(systematic$ adj5 (review$ or overview$)).tw.
((quantitative$ or qualitative$) adj5 (review$ or overview$)).tw.
((studies or trial$) adj2 (review$ or overview$)).tw.
(integrat$ adj3 (research or review$ or literature)).tw.
(pool$ adj2 (analy$ or data)).tw.
(handsearch$ or (hand adj3 search$)).tw.
(manual$ adj3 search$).tw.
or/68-81
animals/ not humans/
82 not 83
Randomized Controlled Trial.pt.
Controlled Clinical Trial.pt.
Clinical Trial.pt.
exp Clinical Trials as Topic/
Placebos/
Random Allocation/
Double-Blind Method/
Single-Blind Method/
Cross-Over Studies/
((random$ or control$ or clinical$) adj3 (trial$ or stud$)).tw.
(random$ ad;j3 allocat$).tw.
placebo$.tw.
((singl$ or doubl$ or trebl$ or tripl$) adj (blind$ or mask$)).tw.
(crossover$ or (cross adj over$)).tw.
or/85-98
animals/ not humans/
99 not 100
84 or 101
67 and 102
limit 103 to english language

Economic evaluations and quality of life data

Sources searched to identify economic evaluations:

Databases Date Version/files
searched
Embase (Ovid) 18" July 18 Embase <1974 to 2018 Week
29>
MEDLINE (Ovid) 18" July 2018 | Ovid MEDLINE(R) ALL <1946

to July 17, 2018>

MEDLINE In-Process (Ovid) 18™ July 2018 | Ovid MEDLINE(R) In-Process

& Other Non-Indexed Citations
<July 17, 2018>

(NHS EED) (legacy database)

EconlLit (Ovid) 18" July 18 Econlit <1886 to July 12,
2018>
NHS Economic Evaluation Database 18" July 18 Issue 2 of 4, April 2015
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Health Technology Assessment (HTA 18" July 18
Database)

Issue 4 of 4, October 2016

Search filters to retrieve economic evaluations and quality of life papers were appended to
both of the search strategies (RQ1a and RQ1b) to identify relevant evidence. The MEDLINE
economic evaluations and quality of life search filters are presented below. They were
translated for use in MEDLINE in Process and Embase databases.

Economic evaluations

. Economics/

. exp "Costs and Cost Analysis"/

. Economics, Dental/

. exp Economics, Hospital/

. exp Economics, Medical/

. Economics, Nursing/

. Economics, Pharmaceutical/

. Budgets/

. exp Models, Economic/

10. Markov Chains/

11. Monte Carlo Method/

12. Decision Trees/

13. econom$.tw.

14. cba.tw.

15. cea.tw.

16. cua.tw.

17. markov$.tw.

18. (monte adj carlo).tw.

19. (decision adj3 (tree$ or analys$)).tw.
20. (cost or costs or costing$ or costly or costed).tw.
21. (price$ or pricing$).tw.

22. budget$.tw.

23. expenditure$.tw.

24. (value adj3 (money or monetary)).tw.

OCOONOOOPAWN-=-

25. (pharmacoeconomic$ or (pharmaco adj economic$)).tw.

26. or/1-25

Quality of Life

. "Quality of Life"/

. quality of life.tw.

. "Value of Life"/

. Quality-Adjusted Life Years/

. quality adjusted life.tw.

. (qaly$ or qald$ or gale$ or gtime$).tw.
. disability adjusted life.tw.

. daly$.tw.

. Health Status Indicators/

OCONOOOPAWN -

10. (sf36 or sf 36 or short form 36 or shortform 36 or sf thirtysix or sf thirty six or shortform
thirtysix or shortform thirty six or short form thirtysix or short form thirty six).tw.
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11. (sf6 or sf 6 or short form 6 or shortform 6 or sf six or sfsix or shortform six or short form
six).tw.

12. (sf12 or sf 12 or short form 12 or shortform 12 or sf twelve or sftwelve or shortform twelve
or short form twelve).tw.

13. (sf16 or sf 16 or short form 16 or shortform 16 or sf sixteen or sfsixteen or shortform
sixteen or short form sixteen).tw.

14. (sf20 or sf 20 or short form 20 or shortform 20 or sf twenty or sftwenty or shortform

OCONOORWN -

twenty or short form twenty).tw.

15. (euroqol or euro qol or eq5d or eq 5d).tw.

16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.

(qgol or hql or hgol or hrqgol).tw.
(hye or hyes).tw.

health$ year$ equivalent$.tw.
utilit$.tw.

(hui or hui1 or hui2 or hui3).tw.
disutili$.tw.

rosser.tw.

quality of wellbeing.tw.

quality of well-being.tw.
qwb.tw.

willingness to pay.tw.
standard gamble$.tw.

time trade off.tw.

time tradeoff.tw.

tto.tw.

or/1-30

Depression in children and young people: identification and management: evidence review
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1 Appendix D — Clinical evidence study selection

Databases

10,246 Citation(s)

2015 Update

438 Citation(s)

Surveillance review

32 Citation(s)

Systematic reviews

5 Citation(s)

0,331 Non-Duplicate
Citations Screened

Inclusion/Exclusion
Criteria Applied

241 Articles Retrieved

Inclusion/Exclusion
Criteria Applied

86 Articles Included

10,090 Articles Excluded
After Title/Abstract Screen

155 Articles Excluded
After Full Text Screen

0 Articles Excluded
During Data Extraction

\

98 RCTs and 57 systematic reviews

/\

70 RCTs published in 85 articles

1 network meta-analysis

Depression in children and young people: identification and management: evidence review
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1 Appendix E — Clinical evidence tables

2 Clinical evidence

3 Network meta-analyses

Zhou (2015)

Comparative efficacy and
acceptability of
psychotherapies for depression
in children and adolescents: A
systematic review and network
meta-analysis

Study type
* Network Meta- Analysis (NMA)

Study details

* Dates searched

1st January 1966 to 1st July 2014

+ Databases searched

PubMed, EMBASE, Cochrane, Web of Science, PsycINFO, CINAHL,
LILACS and ProQuest Dissertations. ClinicalTrials.gov, the World
Health Organization’s trial portal and U.S. Food and Drug
Administration reports were also reviewed

* Sources of funding

National Basic Research Program of China

Study inclusion criteria

* Prospective RCTs

These included cross-over and cluster-randomised trials

« Studies were eligible if they included participants with comorbid
psychiatric disorders

Rationale for review included?
*Yes

Study inclusion/exclusion criteria
specified clearly?
* Yes

Description of network and
potential biases related to it?

* Incomplete description

Network plot is shown but potential
biases related to it are not
described

Summary measures stated?
*Yes

Methodology for data handling
described?

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)
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Study exclusion criteria

« Studies recruiting participants with treatment-resistant or psychotic
depression

« Studies including combination therapies

Combination of different psychological interventions, combination of
psychotherapy with pharmacotherapy or another non-
psychotherapeutic intervention

» Studies focusing on maintenance treatment or relapse prevention
» Studies with psychotherapy interventions that were not aimed to
treat depression

Participant inclusion criteria

* Children or adolescents

Aged from 6 to 18 years when initially enrolled in the primary study
* Diagnosis of depression

Diagnosis of major depression, minor depression, intermittent
depression, or dysthymia based on standardised diagnostic
interviews, or exceeded a predefined threshold for depressive
symptoms using a validated depression severity measure

Participant exclusion criteria
* None stated

Outcomes

» Depressive symptoms at post-treatment

This was the primary outcome (efficacy at post-treatment) measured
by mean change scores in depressive symptoms (self- or assessor-

*Yes

Statistical methods to compare
direct and indirect data
described?

*Yes

Description of subgroup,
sensitivity and meta-regression
analyses where applicable?
*Yes

Network diagram available?
*Yes

Characteristics of the treatment
network described?
*Yes

Results of each meta-analysis
presented?
*Yes

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

111



DRAFT FOR CONSULTATION
Psychological interventions for depression

rated) from baseline to post-treatment

* Depressive symptoms at follow-up

This was the secondary outcome (efficacy at follow-up) measured by
mean change scores in depressive symptoms from baseline to the
end of follow-up

* Depressive symptoms at other follow-ups

Data was also extracted for short-term (1 to 6 months) and long-term
(6 to 12 months) follow-up in each study. If a study reported data for
more than one time within the pre-defined follow-up periods, the last
time point within the range was considered. If participants received
further treatments after the initial trial (for example, continuous
treatment or booster sessions), they were not included in the follow-
up analysis.

* Acceptability of treatment

This was defined as all-cause discontinuation and measured by the
proportion of patients who discontinued treatment up to the post-
intervention time point

Outcome measures

* Children's depression rating scale
» Hamilton depression rating scale
» Beck depression inventory

* Children's depression inventory

Analysis

* NMA methodology

Network meta-analysis was performed using the Win-BUGS software
package (version 1.4.3, MRC Biostatistics Unit, Cambridge, UK) with

Investigations of inconsistency
carried out?
*Yes

Results presented for additional
analyses?

* No

The following additional analyses
were not presented: Short-term and
long-term depressive symptoms,
subgroup analyses (sex ratio, age
group, number of sessions planned,
intervention format, method for
defining the presence of
depression, comorbid psychiatric
disorders, risk of bias, and year of
publication)

Discussion of study limitations?
*Yes

Overall quality
* High

Applicability as a source of data
* Partially applicable

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)
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random effects models for multi-arm trials. RCTs comparing different
modalities of the same type of psychotherapy (face-to-face, Internet
or telephone), different treatment conditions (CBT or CBT plus
sessions for parents) or different intervention formats (group or
individual) were considered as the same node in the network analysis

Measures
+ Standardised mean difference (SMD)

1 Randomised controlled trials

The NMA does not cover all of the
outcomes of interest, does not
report results by age group, and
does not separate interventions by
the type of psychotherapy and
method of delivery.

Ackerson (1998) Cognitive bibliotherapy for Data extraction (intervention)
mild and moderate * Antidepressants use
adolescent depressive None: "No participants were receiving antidepressant medication”

symptomatology.

Study type
* Randomised controlled trial

Inclusion criteria

* Child depression inventory

Score of 10 or more

» Hamilton rating scale for depression
Score of 10 or more

Random sequence
generation

» Unclear risk of bias

No details of randomisation

Allocation concealment
» Unclear risk of bias

No details of allocation
concealment

Blinding of participants and
personnel

* High risk of bias

No blinding of clinicians or

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

113



DRAFT FOR CONSULTATION
Psychological interventions for depression

Exclusion criteria patients

+ Child depression inventory

Score <10

* Hamilton rating scale for depression Blinding of outcome
Score <10 assessment

* Not living at home * High risk of bias

with a parent willing to participate in the assessment phases of the No blinding of assessors
study

* Reading level

<6th-grade equivalence Incomplete outcome data
* Psychotic symptoms * High risk of bias

* Suicide symptoms No details of how missing data
« Participation in psychotherapy accounted for in analysis —

high rate of attrition in waiting
list group (50%)

Sample characteristics

* Depression severity

Depression symptoms Selective reporting

» Sample size * Low risk of bias

22

* Split between study groups

Guided self-help: n=12 Waiting list: n=10 Other sources of bias
* Loss to follow-up * Low risk of bias

3 dropped out of guided self-help and 5 dropped out of waiting list No other biases were identified
control

* Sex (M/F)

Guided self-help: 5/7 Waiting list: 3/7 Overall risk of bias

* Mean age (SD) « High

Guided self-help: 15.97 (1.43) Waiting list: 15.89 (0.86)
» Family origin or ethnicity
Caucasian/African American or Mixed race: Guided self-help (8/4)
Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)
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Waiting list (6/4) Directness
* Directly applicable

Interventions

* Guided self-help

Cognitive bibliotherapy for depression with weekly phone calls. The
book used was Feeling Good (Burns, 1980), which has a theoretical
foundation derived from Beck's (1970) cognitive theory of depression.

Comparisons
» Waiting list
Weekly phone calls

Outcome measure(s)
* Depressive symptoms
Child depression inventory. Hamilton rating scale for depression.

Alavi (2013) Effectiveness of cognitive- Data extraction (intervention) Random sequence
behavioral therapy in * Antidepressants use generation
decreasing suicidal ideation Unclear use of antidepressants: "All of the patients received » Unclear risk of bias
and hopelessness of the appropriate pharmacotherapy if needed" No details of randomisation

adolescents with previous
suicidal attempts.
Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias
No details of allocation
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Inclusion criteria

* Age

12-18

* Suicide attempt

Within last 3 months

» Major depressive disorder
Mild-moderate

Exclusion criteria

* Bipolar disorder

* Psychotic disorder

* Pervasive disorder

* Severe depressive disorder

» Substance misuse disorder

* Patients receiving electroconvulsive therapy
* Suicide attempt

Solely for release or attention seeking

» Suicidal idea

No current suicidal idea expressed

 Could not participate in psychological therapy

Sample characteristics

* Depression severity
Depressive disorder diagnosis
» Sample size

30

* Split between study groups
CBT: 15 Waiting list control: 15

concealment

Blinding of participants and
personnel

* High risk of bias

No blinding of clinicians or
patients

Blinding of outcome
assessment

* High risk of bias

No blinding of assessors

Incomplete outcome data

* Unclear risk of bias

No details of attrition, or how
missing data was accounted
for

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias
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* Loss to follow-up No other biases were identified
No details of attrition

» Sex (M/F)

CBT: 1/14 Waiting list control: 2/13 Overall risk of bias

* Mean age (SD) * Moderate

CBT: 16.1 (1.6) Waiting list control: 16.0 (1.2)
* Family origin or ethnicity
Not reported Directness
* Directly applicable

Interventions

+ CBT

12 sessions over the course of 3 months. The intervention includes 3
phases (according to Stanley model): 1) 3 sessions with five main
components: chain analysis, safety planning, psychoeducation,
developing reasons for living and hope, and case conceptualization;
2) sessions 4 to 9 including optional individual (including behavioural
activation and increasing pleasurable activities, mood monitoring,
emotion regulation and distress tolerance techniques, cognitive
restructuring, problem solving, goal setting, mobilizing social support,
and assertiveness skills) and family (including family behavioural
activation, family emotion regulation, family problem solving, family
communication, and family cognitive restructuring) skills training
modules; 3) sessions 10 to 12 including a relapse prevention task that
embraces five steps: (a) Preparation, (b) Review of the indexed
attempt or suicidal crisis, (c) Review of the attempt or suicidal crisis
using skills, (d) Review of a future high risk scenario, and (e)
Debriefing and follow-up. ‘Appropriate’ pharmacotherapy given if
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needed.

Comparisons
» Waiting list
3 months; ‘appropriate’ pharmacotherapy given if needed

Outcome measure(s)

* Depressive symptoms
Beck depression inventory
» Suicidal ideation

Scale for suicidal ideation

Asarnow (2002) A Combined Cognitive— Data extraction (intervention) Random sequence
Behavioral Family Education  + Antidepressants use generation
Intervention for Depression in  Unclear use of antidepressants: Antidepressants are not mentioned in + Unclear risk of bias
Children: A Treatment the paper No details of randomisation
Development Study
Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias
No details of allocation
concealment

Inclusion criteria
* Child depression inventory

Score =>8 Blinding of participants and
* Fourth to sixth grade student personnel

* High risk of bias

No details of blinding of
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Exclusion criteria
* None reported

Sample characteristics

* Depression severity
Depression symptoms

» Sample size

23

* Split between study groups
CBT + family education: 12 Waiting list: 11
* Loss to follow-up

No details of attrition

» Sex (M/F)

Not reported

* Mean age (SD)

Not reported

 Family origin or ethnicity
Not reported

Interventions

* CBT with family education component

90 minute sessions twice per week for approximately 5 weeks. The
intervention had 3 distinct components: 1) the inclusion of a family
education component designed to enhance generalization to real
world settings and promote a supportive family environment; 2) the
development by the children of a videotape that was shown to the
parents during the family education session in which children
demonstrated and practiced the skills introduced during each CBT

clinicians or patients (assume
unblinded)

Blinding of outcome
assessment

* High risk of bias

No details of blinding of
assessors (assume unblinded)

Incomplete outcome data

* Unclear risk of bias

No details of attrition or how
missing data was dealt with

Selective reporting

» Unclear risk of bias

Baseline data for CDI was not
reported

Other sources of bias
* Low risk of bias
No other biases were identified
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Bella-Awusah (2015)

Effectiveness of brief school-
based, group cognitive
behavioural therapy for
depressed adolescents in
south west Nigeria

session; and 3) the inclusion of both generic and depression-specific
CBT components to provide a means of targeting processes
associated with depression as well as processes associated with
frequent comorbid symptoms/disorders or life problems or both.

Comparisons
» Waiting list

Outcome measure(s)
* Depressive symptoms
Children’s depression inventory

Data extraction (intervention)

+ Additional comments

Data from 16 week follow-up were collected from only participants in
the intervention group.

* Antidepressants use

None: "None of the study participants reported ... use of
antidepressants.”

Study type
* Randomised controlled trial

Inclusion criteria
* Age
14-17

Overall risk of bias
* Moderate

Directness
* Directly applicable

Random sequence
generation

* Unclear risk of bias

The study only reports that
schools were randomised by
ballot.

Allocation concealment

» Unclear risk of bias

The procedure for allocation
concealment was not
described
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* Beck depression inventory Blinding of participants and

Cut-off of 18 and above personnel

» School grades * High risk of bias

10to 12 No blinding of participants or
personnel

Exclusion criteria

* Intellectual functioning Blinding of outcome
Having learning difficulties assessment

* Being suicidal * Low risk of bias

* Psychiatric disorder Not applicable because

outcomes were measured
using self-report measures
Sample characteristics
* Depression severity

Depression symptoms Incomplete outcome data

» Sample size * Low risk of bias

40 Post-test measures were not

* Split between study groups available for 1 participant in the
CBT: 20 Waiting list control: 20 CBT group

* Loss to follow-up

CBT: 1 Waiting list control: 0

» Sex (M/F) Selective reporting
CBT: 5/15 Waiting list control: 7/13 * Low risk of bias

* Mean age (SD)

CBT: 15.6 (0.8) Waiting list control: 15.7 (1.1)

» Family origin or ethnicity Other sources of bias
Not reported * Low risk of bias
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Interventions No other biases were identified
* CBT

The programme consisted of 5 structured sessions offered weekly,

each lasting 45-60 minutes. Session 1 was focused on psycho- Overall risk of bias

education on causes, symptoms and treatment of depression. The * Moderate

link between cognitions, emotions and behaviour was explained and

participants were taught a simple cognitive technique to generate and

use positive self talk. Session 2 was used to explain the rationale for  Directness
behavioural activation. Participants were taught to identify « Directly applicable
pleasurable activities and avoidant activities as well as how to monitor

their mood. In session 3, more pleasurable activities were identified

and participants were encouraged to have a list of pleasurable

activities to carry out daily. Session 3 was focused on relaxation

techniques and participants were taught deep slow breathing

exercises and positive imagery. Session 5 was a revision of the

preceding sessions and techniques.

Comparisons
» Waiting list

Outcome measure(s)

* Depressive symptoms

Beck depression inventory Short mood and feelings questionnaire
 Functional status

Strengths and difficulties questionnaire

Brent (1997) A clinical psychotherapy trial Data extraction (intervention) Random sequence
for adolescent depression » Antidepressants use generation
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Unclear use of antidepressants: Antidepressants are not mentioned in * Low risk of bias

comparing cognitive, family,
and supportive therapy.

the paper

Study type
* Randomised controlled trial

Inclusion criteria

* Age

13-18

» Major depressive disorder
Meet criteria for DSM-IIIR

* Beck depression inventory
Score of 13 or higher

Exclusion criteria

* Bipolar disorder

» Substance misuse disorder

» Obsessive compulsive disorder
« Eating disorder

Sample characteristics

* Depression severity
Depressive disorder diagnosis
» Sample size

107

* Split between study groups

Randomisation using the Begg
and Iglewicz modification of
the Efron biased coin toss,
balancing on sex, number of
parents in the household and
clinically significant suicidality

Allocation concealment
* Unclear risk of bias
Allocation concealment unclear

Blinding of participants and
personnel

* High risk of bias

Details of blinding not clear,
assume unblinded

Blinding of outcome
assessment

* Low risk of bias

Diagnosis of depressive
disorder at follow up made by
assessor blind to treatment
condition
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CBT: 37 Systemic family therapy: 35 Non-directive supportive Incomplete outcome data
therapy: 35 * Low risk of bias
* Loss to follow-up There were no significant

Of participants randomised, 4 never returned for treatment, 8 dropped differences in attrition across
out, 7 were removed for clinical reasons (suicide attempt or seriously  groups

symptomatic at midpoint) and 10 because they were discovered to

have a coexisting condition that made them ineligible

» Sex (M/F) Selective reporting

CBT: 9/28 Systemic family therapy: 8/27 Non-directive supportive * Low risk of bias

therapy: 9/26

* Mean age (SD)

CBT: 15.7 (1.3) Systemic family therapy: 15.4 (1.4) Non-directive Other sources of bias
supportive therapy: 15.7 (1.5) * High risk of bias

 Family origin or ethnicity Significantly lower functional
White origin CBT: 28 Systemic family therapy: 31 Non-directive status in family therapy group
supportive therapy: 30 than CBT group at baseline
Interventions Overall risk of bias

* CBT * Moderate

Adaptation of ‘Beck’ CBT for adolescents

» Family therapy

Systemic behaviour family therapy. Combination of functional family  Directness
therapy and problem solving skills « Directly applicable

Comparisons

* Non-directive supportive therapy

Control for the non-specific aspects of treatment (passage of time,
amount of contact with therapist, support of professional). Aim to build
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Brent (2015) Effect of a Cognitive-
Behavioral Prevention
Program on Depression 6

Years After Implementation

Among At-Risk Adolescents:

A Randomized Clinical Trial

rapport and allow expression of feelings

Outcome measure(s)

* Depressive symptoms

Beck depression inventory

» Suicidal ideation

K-SADS-P/E score > 4 presence of clinically significant suicidality
corresponding to ideation with a plan or attempt

* Remission

No longer meet criteria for major depressive disorder and beck
depression inventory<9 for 3 consecutive sessions

* Functional status

Children’s global assessment schedule

Data extraction (intervention)
» Additional comments

Baseline data was reported for participants who completed the 6-year

follow-up (n=139 CBT group; n=139 usual care group)
* Antidepressants use

Yes: Reported as service use of antidepressant treatment through 6

years follow-up: CBT (43 [27.0%]) Usual care (45 [28.7%)])

Study type
* Randomised controlled trial

Inclusion criteria
* Age

Random sequence
generation

* Low risk of bias
Randomisation was done
using Efron's biased coin toss
to balance across cells and
sites on age, sex, self-
identified ethnicity and race,
and inclusion criteria.

Allocation concealment
* Low risk of bias
Centralised randomisation
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13-17

* Parents with diagnosis of major depression or dysthymia

At least 1 parent or caretaker with major depression or dysthymia in
the last 3 years, or a depressive disorder with at least 3 recurrences,
or a depressive episode of at least 3 years' duration during the
adolescent's life.

* Depression

A previous depressive episode that was currently in remission for 2
months or longer, or had current sub-syndromal depressive
symptoms (a score of 220 on the Center for Epidemiological Studies
of Depression Scale [CES-D]), or both.

Exclusion criteria

* Bipolar disorder

* Major depressive disorder or dysthymia

* Schizophrenia

+ Other treatment for depression

Receiving a therapeutic dose of an antidepressant, or had previously

had 8 or more sessions of cognitive-behavioural therapy or dialectical

behaviour therapy.

Sample characteristics

* Depression severity
Depression symptoms

» Sample size

316

* Split between study groups
CBT: 159 Usual care: 157

using a computer program

Blinding of participants and
personnel

* High risk of bias

No details of blinding of
participants or personnel
(assume unblinded)

Blinding of outcome
assessment

* Low risk of bias
Independent evaluators blind
to intervention condition
conducted the assessments

Incomplete outcome data

* Low risk of bias

Low rate of attrition <15% and
no significant differences in
attrition across groups

Selective reporting
* High risk of bias
Trial register at
ClinicalTrials.gov
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* Loss to follow-up (NCT00073671) but

CBT: 20 Usual care: 18 depressive symptoms were not
» Sex (M/F) listed as primary or secondary
CBT: 82/57 Usual care: 83/56 outcomes.

* Mean age (SD)
CBT: 14.8 (1.5) Usual care: 14.9 (1.3)

 Family origin or ethnicity Other sources of bias

CBT Caucasian: 111 Latino/Hispanic: 10 Usual care Caucasian: 111 < Low risk of bias
Latino/Hispanic: 9 No other biases were identified
Interventions Overall risk of bias

* CBT * Moderate

CBP plus usual care. Cognitive-behavioural prevention (CBP)

program is a modification of the Coping with Depression for

Adolescents program that emphasizes cognitive re-structuring and Directness
problem solving, delivered in a structured, educational format that « Directly applicable
allows for adolescents to practice these skills. The CBP program was

delivered in 8 weekly 90-minute group sessions, followed by 6

monthly booster sessions. There were informational sessions for

parents at weeks 1 and 8. Group leaders were at least masters' level

therapists supervised by doctoral-level clinicians; fidelity to the model

was found across all sites. Participants in both intervention arms were

permitted to seek outside services.

Comparisons

» Usual care
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Any family-initiated mental health treatment.

Outcome measure(s)

* Depressive symptoms

Center for Epidemiological Studies of Depression Scale (CES-D) and
Children's Depression Rating Scale-Revised (CDRS-R)

Charkhandeh (2016)  The clinical effectiveness of = Data extraction (intervention) Random sequence

cognitive behavior therapy * Antidepressants use generation

and an alternative medicine None: Participants were not recruited if they were undergoing any * Low risk of bias

approach in reducing psychiatric or psychological treatment, including psychotropic Randomisation was done

symptoms of depression in medications using a computerised random

adolescents. sampling method by the
practitioner nurse at the

Study type centres.

« Randomised controlled trial

Allocation concealment

Inclusion criteria * Unclear risk of bias

+ Child depression inventory Method of allocation

Minimum score of 20 concealment was not reported.
* Age

12-17

» Major depressive disorder Blinding of participants and
DSM-IV-TR criteria for major depression based on a structural personnel

interview by 2 separate clinical psychologists * Unclear risk of bias

» Completion of a pre-treatment assessment No description of blinding
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Exclusion criteria (presume unblinded).
* Other treatment for depression
Already undergoing any psychiatric or psychological treatments,
including psychotropic medications, supportive groups, and current Blinding of outcome
practice of relaxation techniques. assessment
* Unclear risk of bias
No description of blinding
Sample characteristics (presume unblinded).
* Depression severity
Depressive disorder diagnosis

» Sample size Incomplete outcome data
188 * Low risk of bias
* Split between study groups No attrition reported

CBT: 65 Reiki: 63 Waiting list: 60

* Loss to follow-up

None reported Selective reporting
» Sex (M/F) * Low risk of bias
CBT: 34/31 Reiki: 34/29 Waiting list: 33/27

* Mean age (SD)

Not reported Other sources of bias

+ Family origin or ethnicity * Low risk of bias

Not reported No other biases were identified
Interventions Overall risk of bias

* CBT * Moderate

The content of the CBT included two sessions of one and a half hours
per week with a total of 36 hours in 12 sessions over 12 weeks.
Therapy sessions provided programs using a number of principles
such as teaching participants how to work of their problems and
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approaching educational problems from a psychological perspective.  Directness
* Directly applicable

Comparisons

» Waiting list

* Other treatments

Reiki therapy was administered over 12 weeks with 20 minutes
session once per week. The Reiki treatment proceeded with the
practitioner placing his hands in various positions. They used the non-
touching technique, where the hands were held a few centimetres
away from the recipient's body, for some or all the positions.

Outcome measure(s)
* Depressive symptoms
Child Depression Inventory

Clarke (1995) Targeted Prevention of Data extraction (intervention) Random sequence
Unipolar Depressive Disorder <« Antidepressants use generation
in an At-Risk Sample of High  Yes: Reported for adolescents remaining in the study through the 12 « Unclear risk of bias
School Adolescents: A months follow-up: Group CBT (2 of 52 participants [3.8%]) Usual care Method of randomisation not
Randomized Trial of a Group (2 of 58 participants [3.4%)]) reported

Cognitive Intervention

Study type Allocation concealment
* Randomised controlled trial « Unclear risk of bias
Method of allocation

concealment not reported
Inclusion criteria
» Centre for epidemiologic studies depression scale

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

130



DRAFT FOR CONSULTATION
Psychological interventions for depression

Score >=24 Blinding of participants and
personnel
* High risk of bias

Exclusion criteria No description of blinding —

* Bipolar disorder presume unblinded

» Major depressive disorder or dysthymia
Currently meet criteria for major depressive disorder or dysthymia
(DSM-III-R criteria assessed by K-SADS-E interview) Blinding of outcome
* Too asocial to participate in the study assessment
* High risk of bias
No description of blinding —
Sample characteristics presume unblinded
* Depression severity
Depression symptoms

» Sample size Incomplete outcome data
150 * Unclear risk of bias

* Split between study groups Attrition not reported

CBT: 76 Usual care: 74 separately for each group

* Loss to follow-up during follow-up period

Drop-out rates during the intervention were 21/76 for the CBT group
and 4/74 for the usual care group. Five more dropped out before 6

months, and 10 more before 12 months Selective reporting

» Sex (M/F) * Low risk of bias

45/105

* Mean age (SD)

156.3 (0.7) Other sources of bias

» Family origin or ethnicity * Low risk of bias

Not reported No other biases were identified
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Clarke (1999) Cognitive-behavioral
treatment of adolescent
depression: efficacy of acute
group treatment and booster
sessions.

Interventions

* Group CBT

‘Coping with stress’ course; fifteen 45-minute group sessions; 3
sessions per week for 5 weeks on school grounds; attendance
averaged 72%

Comparisons

* Usual care

Free to continue any existing intervention or begin any new
intervention

Outcome measure(s)

* Depressive symptoms

Centre for epidemiologic studies —depression scale score Hamilton
depression rating scale

* Functional status

Global assessment of function

* Discontinuation for any reason

Data extraction (intervention)

» Additional comments

Recovery (the majority [76.3%] had 0 to 2 symptoms of major
depressive disorder in the 2 weeks prior to the post-treatment
assessment: Group CBT 24/37 (64.9%) Group CBT + parent

sessions 22/32 (68.8%) Waiting list 13/27 (48.1%)

* Antidepressants use

Overall risk of bias
* Moderate

Directness
* Directly applicable

Random sequence
generation

* Unclear risk of bias

No description of method of
randomisation

Unclear use of antidepressants: Antidepressants are not mentioned in Allocation concealment

¢ Unclear risk of bias
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the paper No description of method of
allocation concealment

Study type
* Randomised controlled trial Blinding of participants and
personnel
* High risk of bias
Inclusion criteria Blinding of participants and
* Age clinicians unclear — assume
14-18 unblinded

» Major depressive disorder
Meet criteria for DSM-IIIR major depressive disorder or dysthymia
Blinding of outcome

assessment
Exclusion criteria * High risk of bias
» Mania/hypomania Blinding of assessors unclear —
* Panic disorder assume unblinded
* Generalized anxiety disorder
» Conduct disorder
* Psychoactive substance abuse/dependence Incomplete outcome data
» Lifetime organic brain syndrome * Unclear risk of bias
* Mental retardation Unclear how missing data has
* Schizophrenia been accounted for in post-
* Other treatment for depression treatment means and standard

Currently receiving other treatment for depression (and were unwilling deviations
to discontinue) or needed immediate, acute treatment

Sample characteristics
* Depression severity
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Depressive disorder diagnosis Selective reporting
» Sample size * Low risk of bias
123

* Split between study groups

Group CBT: 45 Group CBT + parent sessions: 42 Waiting list control: Other sources of bias

36 * Low risk of bias

* Loss to follow-up No other biases were identified
8, 10 and 9 did not complete the post-treatment assessment for the

group CBT, group CBT + parent sessions and waiting list groups,

respectively Overall risk of bias
» Sex (M/F) * Moderate

28/68

* Mean age (SD)

Mean (range): 16 (14-18) Directness

» Family origin or ethnicity * Directly applicable
Not reported

Interventions

* Group CBT

Sixteen 2-hour Sessions over 8 weeks

» Group CBT + parent sessions

An identical group for adolescents supplemented with a 9 session
parent group

Comparisons

» Waiting list
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Clarke (2001) A randomized trial of a group
cognitive intervention for
preventing depression in
adolescent offspring of

depressed parents.

Outcome measure(s)

* Depressive symptoms

Beck depression inventory Hamilton depression rating scale
* Functional status

Global assessment of functioning

Data extraction (intervention)

» Additional comments

Trial was run alongside Clarke (2002) but with different population
and intervention

* Antidepressants use

Yes: "All..., were permitted to initiate or continue any nonstudy
mental health or other health services ... (including antidepressant
medication, of which there was very little)"

Study type
» Randomised controlled trial

Inclusion criteria

* Age

13-18

» Centre for epidemiologic studies depression scale

Reported some symptoms of depressive disorder and/or had centre
for epidemiological studies depression scale of greater than 24

* Parents with diagnosis of major depression or dysthymia
Confirmed on medical notes. Current episode or episode in last 12

Random sequence
generation

* Unclear risk of bias
Randomisation was via
blocked procedure to ensure
groups were not unbalanced.
No further details on method of
randomisation

Allocation concealment

» Unclear risk of bias

No further details on allocation
concealment

Blinding of participants and
personnel

* High risk of bias

No further details on blinding.
Presume unblinded
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months

Exclusion criteria
» Major depressive disorder or dysthymia
Meet criteria for DSM-IIIR major depressive disorder or dysthymia

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

88

* Split between study groups

Group CBT: 41 Usual care: 47

* Loss to follow-up

Not specified separately for the two interventions. 2 did not take part
in any follow up. 4, 9 and 16 did not participate in post-treatment, 12
month and 24 month interviews

» Sex (M/F)

Group CBT: 16/24 Usual care: 15/32

* Mean age (SD)

Group CBT: 14.4 (1.4) Usual care: 14.7 (1.5)

» Family origin or ethnicity

Minority ethnic group Group CBT: 8 Usual care: 2

Interventions
* Group CBT
Cognitive behavioural group depression prevention programme

Blinding of outcome
assessment

* High risk of bias

No further details on blinding.
Presume unblinded

Incomplete outcome data

* Unclear risk of bias

Not specified separately for the
two interventions

Selective reporting
* Low risk of bias

Other sources of bias

* Unclear risk of bias

Attrition not specified
separately for each group, so
number of participants at each
point in follow up for each
group uncertain

Overall risk of bias
* Moderate
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described by Clarke (1995). Three separate parent information Directness
sessions. Fifteen 1-hour Sessions over 8 weeks + usual care (could  « Directly applicable
include antidepressant treatment or other therapy)

Comparisons
* Usual care
This could include antidepressant treatment or other therapy

Outcome measure(s)

* Depressive symptoms

Centre for epidemiologic studies depression scale Hamilton
depression rating scale

» Suicidal ideation

K-SADS suicide symptom total

* Functional status

Global assessment of functioning

CLARKE (2002) Group Cognitive-Behavioral ~ Data extraction (intervention) Random sequence
Treatment for Depressed * Antidepressants use generation
Adolescent Offspring of Yes: Days' supply of psychotropic medications: Group CBT (109 days < Low risk of bias
Depressed Parents in a [SD 211]) Usual care (135 days [SD 272]) Randomisation was via
Health Maintenance blocked procedure to ensure
Organization groups were not unbalanced
Study type

* Randomised controlled trial
Allocation concealment
» Unclear risk of bias
No further details on method of
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Inclusion criteria

* Age

13-18

» Major depressive disorder

Meet criteria for DSM-IIIR major depressive disorder or dysthymia
* Parents with diagnosis of major depression or dysthymia
Confirmed on medical notes. Current episode or episode in last 12
months

Exclusion criteria
* None reported

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

88

* Split between study groups

Group CBT: 41 Usual care: 47

* Loss to follow-up

2 did not take part in any follow up. 2, 6 and 13 did not participate in
post-treatment, 12 month and 24 month interviews
* Sex (M/F)

Group CBT: 12/35 Usual care: 15/26

* Mean age (SD)

Group CBT: 15.2 (1.3) Usual care: 15.3 (1.3)

» Family origin or ethnicity

allocation concealment

Blinding of participants and
personnel

* High risk of bias

No further details on method of
blinding, presume unblinded

Blinding of outcome
assessment

* High risk of bias

No further details on method of
blinding, presume unblinded

Incomplete outcome data

* Unclear risk of bias

Attrition not specified
separately for each group, so
number of participants at each
point in follow up for each
group uncertain

Selective reporting
* Low risk of bias
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Minority ethnic group Group CBT: 4 Usual care: 1 Other sources of bias
* Low risk of bias
No other biases were identified
Interventions
* Group CBT
Adolescent coping with depression course (Clarke 1990). Three Overall risk of bias
separate parent information sessions. Sixteen 2-hour sessions over 8 + Moderate
weeks + usual care (could include antidepressant treatment or other
therapy)
Directness
« Directly applicable
Comparisons
* Usual care
This could include antidepressant treatment or other therapy

Outcome measure(s)

* Depressive symptoms

Center for epidemiologic studies depression scale Hamilton
depression rating scale

+ Suicidal ideation

K-SADS suicide symptom total

* Functional status

Global assessment of functioning

Clarke (2016) Cognitive Behavioral Therapy Data extraction (intervention) Random sequence
in Primary Care for Youth * Antidepressants use generation
Declining Antidepressants: A None: Inclusion criteria: "All youth had to have recently declined * Unclear risk of bias
Randomized Trial. Method of randomisation was
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antidepressants or discontinued prematurely (<30 days’ adherence)”  not reported

Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias
No details of allocation
concealment
Inclusion criteria
* Age
12-18 Blinding of participants and
» Major depressive disorder personnel
DSM-IV-TR diagnosis of major depression obtained via the Children’s < High risk of bias
Schedule for Affective Disorders and Schizophrenia (KSADS). No details of blinding of
* Medication participants or personnel

Having recently declined antidepressants or discontinued prematurely (assume unblinded)
(<30 days' adherence).

Blinding of outcome

Exclusion criteria assessment

* Bipolar disorder * Low risk of bias

* Psychotic disorder Assessors were blinded to
* Mental retardation randomisation

* Other treatment for depression
Current antidepressants use. Having received 28 sessions of CBT.

* Suicide Incomplete outcome data
Suicide risk * Low risk of bias

* Autism Low rate of attrition <15% and
Autism spectrum disorder no significant differences in
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Sample characteristics afttrition across groups
* Depression severity

Depressive disorder diagnosis

» Sample size Selective reporting
212 * Low risk of bias

* Split between study groups

CBT + treatment as usual (TAU): 106 TAU: 106

* Loss to follow-up Other sources of bias
CBT + TAU: 13 TAU: 15 * Low risk of bias
» Sex (M/F) No other biases were identified

Total: 145/67

* Mean age (SD)

Total: 14.6 (1.7) Overall risk of bias
 Family origin or ethnicity * Moderate

Total Hispanic: 34 Racial minority: 25

Directness

Interventions * Directly applicable
* CBT

The acute-phase CBT program consisted of 2, 4-session modules:
cognitive therapy (CT) to address unrealistic thinking, and increasing
pleasant activities (behavioural activation, or BA). Youth and therapist
jointly selected 1 module to begin. Youth could stop after the first
module if they were nearly or completely recovered. Partial and non-
responders were encouraged to continue with the second module. Up
to 6 elective continuation contacts were permitted. Therapists had at
least a master’s degree, and several years' experience delivering
CBT in previous studies. Biweekly supervision addressed CBT
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implementation.

Comparisons

» Usual care

Youth in both conditions were permitted to continue and/or initiate any
non-research mental health or general medical treatment. TAU did
not mean that all youth received the same type of treatment. Instead,
it was self-elected and varied among the following options: Outpatient
mental health; antidepressants; any other mental health medication;
inpatient mental health or alcohol/drug; school counselling; juvenile
court/probation.

Outcome measure(s)

* Depressive symptoms

Children’'s Depression Rating Scale-Revised Centre for
Epidemiological Studies-Depression Scale

» Suicidal ideation

Children's Schedule for Affective Disorders and Schizophrenia -
suicidal ideation

* Functional status

Children's Global Adjustment Scale

* Quality of life

Paediatric Quality of Life Inventory

De Cuyper (2004) Treating depressive Data extraction (intervention) Random sequence
symptoms in schoolchildren: < Antidepressants use generation
a pilot study. Unclear use of antidepressants: Antidepressants are not mentioned in + Unclear risk of bias

Randomisation method not
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the paper stated
Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias

Allocation concealment unclear

Inclusion criteria

* Fourth to sixth grade student Blinding of participants and
* Parental interest in trial personnel

* Sub-threshold depression * High risk of bias

Based on DSM-III-R criteria (depressive symptoms on screening No details of blinding (assume

questionnaire and/or T-score on parent measure above cut-off and at unblinded)
least one criteria of major depressive disorder, without other apparent
axis 1 problems)
Blinding of outcome

assessment
Exclusion criteria * High risk of bias
* None reported No details of blinding (assume
unblinded)
Sample characteristics
* Depression severity Incomplete outcome data
Depression symptoms * High risk of bias
» Sample size At 4 months follow-up 4
20 questionnaires were invalid
* Split between study groups and not included (which
CBT: 9 Waiting list control: 11 questionnaires and group not

* Loss to follow-up
2 participants in the CBT group declined to participate following
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randomisation. At 4 months follow up 4 questionnaires were invalid specified)
and not included

» Sex (M/F)

5/15 Selective reporting

* Mean age (SD) * Low risk of bias

10 (9-11)

* Family origin or ethnicity

All children were white Other sources of bias

e Low risk of bias
No other biases were identified
Interventions

+ CBT
CBT treatment programme ‘Taking action’. 16 weekly sessions of 1 hr Overall risk of bias
+ booster session 1 and 4 months after treatment. - Parents were « High

invited to participate in individual session with therapist half way

through treatment - Treatment aimed to treat affective disturbances,

teach problem solving, treat faulty information processing and change Directness
children’s negative self-evaluations « Directly applicable

Comparisons
» Waiting list
8 months

Outcome measure(s)
* Depressive symptoms
Child depression inventory
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Diamond (2002)

Attachment-based family
therapy for depressed
adolescents: a treatment
development study.

Data extraction (intervention)

+ Additional comments

HAM-D and suicidal ideation were not measured at same time point
for both groups.

* Antidepressants use

None: One of the exclusion criteria was already receiving
antidepressant treatment or psychotherapy

Study type
* Randomised controlled trial

Inclusion criteria

* Age

13-17

» Major depressive disorder

DSM-III-R primary diagnosis of major depressive disorder (score of
16 or more on beck depression inventory on two occasions and
following structured interview)

Exclusion criteria

» Substance misuse disorder

>13 days of substance misuse in past 90 days

* Other treatment for depression

Already receiving antidepressant treatment or psychotherapy
* Not meeting criteria above

* Need higher level care

* Other exclusion criteria

Random sequence
generation

* Unclear risk of bias
Unclear method of
randomisation

Allocation concealment
* Unclear risk of bias
Unclear allocation
concealment

Blinding of participants and
personnel

* High risk of bias
Participants and treating
clinicians were not blinded

Blinding of outcome
assessment

* Low risk of bias
Assessors were blinded to
treatment condition

Incomplete outcome data
* Low risk of bias
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Not specified No attrition was reported
Sample characteristics Selective reporting
* Depression severity * Low risk of bias

Depressive disorder diagnosis
» Sample size

32 Other sources of bias
* Split between study groups * Low risk of bias
Family therapy: 16 Waiting list control: 16 No other biases were identified

* Loss to follow-up

Attrition: none reported

* Sex (M/F) Overall risk of bias
Not reported separately for each group: 7/25 « Moderate

* Mean age (SD)

Not reported separately for each group: 14.9 (1.5)

» Family origin or ethnicity Directness
Not reported separately for each group: 22 African-American 10 « Directly applicable
White

Interventions

» Family therapy

Attachment-based family therapy (ABFT) has 2 overarching goals:
repairing attachment and promoting autonomy. These goals are
achieved through 5 specific treatment tasks: 1) the rational frame
task, 2) the adolescent alliance-building task, 3) the parent alliance-
building task, 4) the attachment task, and 5) the competence
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promoting task.

Comparisons

» Waiting list

Waiting list control (6 weeks). Weekly 15-minute telephone calls to
monitor for clinical deterioration. 9 patients received treatment after 6
weeks.

Outcome measure(s)

* Depressive symptoms

Beck depression inventory Hamilton depression rating scale
» Suicidal ideation

Suicidal ideation questionnaire

* Remission

Beck depression inventory in the non-clinical range <9

Diamond (2010) Attachment-based family Data extraction (intervention) Random sequence
therapy for adolescents with < Additional comments generation
suicidal ideation: a Participants could stay on antidepressant medication if they had * Low risk of bias
randomized controlled trial. started taking it at least 12 weeks before randomisation Randomisation using adaptive
* Antidepressants use ‘urn’ procedure overseen by a

Yes: Upon study entry, 6 pts were stable (>12 weeks) being treated statistician

with antidepressants: Family therapy (3 of 35 participants [8.5%])

Usual care (3 of 31 participants [9.6%])
Allocation concealment
* Low risk of bias
Allocation concealment
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Study type
* Randomised controlled trial

Inclusion criteria

* Age

12-17

» Beck depression inventory

Score above 20 (moderate depression) on the beck depression
inventory (BDI-Il)

« Suicidal ideation questionnaire

Score above 31

* Scores remained above these thresholds at second screening
(around 2 days later)

Exclusion criteria

* Psychotic disorder

* Mental retardation

* Hospitalisation

Needed psychiatric hospitalisation

* Psychiatric hospital

Recently discharged

* Intellectual functioning

History of borderline intellectual functioning

Sample characteristics
* Depression severity
Depression symptoms

explicitly described

Blinding of participants and
personnel

* High risk of bias

No mention of blinding
(assume no blinding of
clinicians or patients)

Blinding of outcome
assessment

* Low risk of bias

Assessors needed knowledge
of risk circumstances and
available services to assess
safety

Incomplete outcome data

* Low risk of bias

There were no significant
differences in attrition across
groups
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» Sample size

66

* Split between study groups

Family therapy: 35 Enhanced usual care: 31

* Loss to follow-up

2 in family therapy group and 4 in usual care group dropped out
before 6 week assessment. Further 1 in family therapy group and 2 in
usual care group dropped out before 12-week assessment. Further 3
in usual care group dropped out before 24-week assessment

* Sex (M/F)

Family therapy: 3/32 Enhanced usual care: 8/23

* Mean age (SD)

Family therapy: 15.11 (1.41) Enhanced usual care: 15.29 (1.83)
 Family origin or ethnicity

Not reported

Interventions

» Family therapy

Attachment-based family therapy. Semi-structured treatment with 5
tasks with associated goals: relational reframe task with family
members and adolescent, adolescent alliance task with adolescent
alone, parent alliance task with parents alone, reattachment task with
family members and adolescent. Number of sessions and treatment
timescale not explicitly stated

Comparisons
» Usual care
Enhanced usual care — ongoing clinical monitoring (further details not

Selective reporting
* Low risk of bias

Other sources of bias

* High risk of bias

Direction of change on scale
for suicidal ideation appears to
oppose that on the suicidal
ideation questionnaire

Overall risk of bias
* Moderate

Directness
* Directly applicable
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Dietz (2015) Family-based interpersonal
psychotherapy for depressed
preadolescents: examining
efficacy and potential

treatment mechanisms.

provided)

Outcome measure(s)

* Depressive symptoms

Beck depression inventory BDI-II

» Suicidal ideation

Suicidal ideation questionnaire — Junior Scale for suicidal ideation

* Remission

Remission from depressive disorder (Beck depression inventory <=9)

Data extraction (intervention)

» Additional comments

Preadolescents on a stable dose of selective serotonin reuptake
inhibitor (SSRI) medication for at least 2 months were included in the
study, providing they met diagnostic criteria and would remain on the
same stable dose of SSRI (n=2). Preadolescents with comorbid
attention-deficit/hyperactivity disorder (ADHD) were included in this
study, providing they met diagnostic criteria and were on a stable
dose of stimulant medication for at least 1 month (n=12).

* Antidepressants use

Yes: Selective serotonin reuptake inhibitor (SSRI) augmentation:
Family therapy (2 of 29 participants [6.8%]) NDST (4 of 13
participants [30.7%]) These numbers are reported as percentages by
the paper as 33% and 66% respectively

Random sequence
generation

» Unclear risk of bias

Method of randomisation was
not reported

Allocation concealment

» Unclear risk of bias

Method of allocation
concealment was not reported

Blinding of participants and
personnel

* High risk of bias

There was lack of blinding in
the fidelity coding for both
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Study type
* Randomised controlled trial

Inclusion criteria

* Age

7-12

* Depression

Diagnosed with a current depressive disorder (major depressive
disorder, dysthymia, depressive disorder not otherwise specified)

» Consent

Provided informed consent to be contacted about ongoing research

Exclusion criteria

* Bipolar disorder

* Pervasive disorder

Pervasive developmental disorder
* Obsessive compulsive disorder

* Post-traumatic stress disorder

Sample characteristics

» Depression severity
Depressive disorder diagnosis
» Sample size

42

* Split between study groups

Family-based interpersonal psychotherapy: 29 Child-centred therapy:

13

treatments

Blinding of outcome
assessment

* High risk of bias

The majority of post-treatment
CDRS-R interviews were
conducted by a trained
independent evaluator who
was blind to treatment
condition; however, study
therapists administered and
coded post-treatment CDRS-R
interviews to 40% of
participants.

Incomplete outcome data

* Low risk of bias

Low rate of attrition <15% and
no significant differences in
afttrition across groups

Selective reporting
* Low risk of bias
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* Loss to follow-up Other sources of bias
Family-based interpersonal psychotherapy: 4 Child-centred therapy: 0 < Low risk of bias
» Sex (M/F) No other biases were identified

Family-based interpersonal psychotherapy: 11/18 Child-centred

therapy: 3/10

* Mean age (SD) Overall risk of bias
Family-based interpersonal psychotherapy: 10.6 (1.2) Child-centred  « Moderate

therapy: 11.1 (1.1)

* Family origin or ethnicity

Ethnic/Racial Minority Family-based interpersonal psychotherapy: 6 Directness
Child-centred therapy: 3 * Directly applicable

Interventions

* Family therapy

Family-Based Interpersonal Psychotherapy (FB-IPT) included the
preadolescent and one parent in a 14-session treatment, although it
was not uncommon for 2 parents or the preadolescent's second
parent to attend at least 1 treatment session. Treatment was divided
into 3 phases: a) initial: In meetings with preadolescents, therapists
linked changes in preadolescents' depressive symptoms to negative
experiences in family and peer relationships and guided
preadolescents in constructing the Closeness Circle, an interactive
mapping of preadolescents’ relationships, and the Interpersonal
Inventory. Parent meetings focused on psychoeducation about
depression, ways to help preadolescents maintain routines and
reasonable expectations for their performance, and parenting
strategies for responding to preadolescents with depression
(“Parenting Tips”); b) middle: In meetings with preadolescents,
therapists introduced and role-played communication skills relevant to
the identified problem area. During dyadic sessions, preadolescents
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and parents role-played communication skills and/or engaged in
problem solving as facilitated by therapists to help parent-child dyads
negotiate solutions. Dyadic sessions also focused on increasing
preadolescents’ positive experiences with peers. Preadolescents
were coached to initiate social experiences with peers, and rehearsed
communication skills for approaching peers with both therapists and
parents. Parents engaged in problem solving with preadolescents
regarding how to increase opportunities for peer interaction; with
preadolescents’ approval, parents were enlisted to help initiate social
activities with peers; c) termination: these sessions were used to
consolidate skKills, discuss maintenance strategies, and establish a
plan for depression recurrence.

Comparisons

* Non-directive supportive therapy

Child-Centred Therapy (CCT) is based on a Rogerian model of
treatment, whereby changes in children's mood and behaviour are
initiated through their experience of a therapeutic relationship marked
by unconditional positive regard, empathic understanding, and
therapeutic genuineness. Specific techniques included listening and
attending skills, and demonstrating acceptance through reflection,
clarification, paraphrasing, and summarizing statements. CCT
therapists also used nondirective problem solving, helping children to
consider alternative responses to a problem without making specific
recommendations or offering solutions. Although parents did not
participate in sessions, they were invited to join the first 10 minutes of
each session to check in about their preadolescents' symptoms. CCT
has been successfully employed as a manualized comparison
treatment in efficacy studies of youth depression (under the name of
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'non-directive supportive therapy').

Outcome measure(s)

* Depressive symptoms

Childhood depression rating scale-revised Mood and feelings
questionnaire, parent or child report

* Remission

Post-treatment CDRS-R scores < 28 were used to create a
dichotomous index of remission

Dobson (2010) The Prevention of Data extraction (intervention) Random sequence
Depression and Anxiety ina < Antidepressants use generation
Sample of High-Risk Unclear use of antidepressants: Antidepressants are not mentioned in * Low risk of bias
Adolescents: A Randomized the paper Randomisation was via a
Controlled Trial computer-generated list
Study type
* Randomised controlled trial Allocation concealment

* High risk of bias
Allocation concealment was

Inclusion criteria not likely to have been

* Age maintained (researchers would
13-18 have known what group the

« Centre for epidemiologic studies depression scale next participant would be
Scored 24 or more assigned to)

Exclusion criteria Blinding of participants and
» Major depressive disorder or dysthymia personnel
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Meeting criteria for major depressive disorder or dysthymia for current < High risk of bias

or past episode according to DSM-IV

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

46

* Split between study groups

Group CBT: 25 Attention control: 21

* Loss to follow-up

No dropouts in either group for the treatment phase. By 6 months
post-treatment, 11 from the CBT group and 7 from the control group
had dropped out

» Sex (M/F)

Group CBT: 8/17 Attention control: 6/15

* Mean age (SD)

Group CBT: 15.08 (1.12) Attention control: 15.48 (1.08)

 Family origin or ethnicity

Not reported

Interventions
» Group CBT
Fifteen 45 minute sessions of ‘Adolescent coping with stress course’

Comparisons
« Attention control

No details of blinding — likely
unblinded

Blinding of outcome
assessment

* High risk of bias

No details of blinding — likely
unblinded

Incomplete outcome data

* Low risk of bias

There were no significant
differences in attrition across
groups

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias

No other biases were identified
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Fifteen sessions of ‘let’s talk’ course designed to be behaviourally Overall risk of bias
inert * Moderate
Outcome measure(s) Directness
* Depressive symptoms * Directly applicable

Center for epidemiological studies depression scale. Mood and
anxiety symptom questionnaire — depression scale
* Discontinuation for any reason

Duong (2016) Twelve-Month Outcomes of a Data extraction (intervention) Random sequence
Randomized Trial of the * Associated references generation
Positive Thoughts and Action McCarty (2013): No additional data was extracted from McCarty 2013 -+ Unclear risk of bias
Program for Depression (only reports baseline and post-treatment) Method of randomisation was
Among Early Adolescents. * Antidepressants use not reported
Unclear use of antidepressants: Antidepressants are not mentioned in
the paper

Allocation concealment
* Unclear risk of bias

Study type Method of allocation

* Randomised controlled trial concealment was not reported
Inclusion criteria Blinding of participants and
» Mood and feelings questionnaire personnel

Score 214 * High risk of bias

» School grades Parents, youth, and

7th and 8th grades interventionists were not
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Exclusion criteria blinded to allocation
« Suicidal idea
Current suicidal ideation

» Major depressive disorder or dysthymia Blinding of outcome
Symptoms consistent with probable major depressive disorder based assessment

on responses to the Patient Health Questionnaire (PHQ-9) * Low risk of bias

+ Other treatment for depression Trained interviewers blinded to
Currently enrolled in mental health treatment for depression or to intervention status conducted
cope with stressors structured interviews and

* Intellectual functioning administered self-report
Student was deemed to be inappropriate for a group-based questionnaires

intervention due to clear intellectual disability or behavioural problems

* Language

Parents did not understand English Incomplete outcome data

* Low risk of bias
Low rate of attrition <20% and
Sample characteristics no significant differences
* Depression severity between groups
Depression symptoms
» Sample size
120 Selective reporting
* Split between study groups * Low risk of bias
Positive thoughts and actions: 58 Individual support program: 62
* Loss to follow-up

Positive thoughts and actions: 11 Individual support program: 7 Other sources of bias

* Sex (M/F) * Low risk of bias

Positive thoughts and actions: 20/38 Individual support program: Dose of intervention was not
27/35 equal

* Mean age (SD)
Positive thoughts and actions: 12.8 (0.69) Individual support program:
12.7 (0.77)
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» Family origin or ethnicity Overall risk of bias
Positive thoughts and actions White: 28 African-American: 5 Asian: * Moderate

11 Native American: 7 Native Hawaiian/Pacific Islander: 2

Other/Multiracial: 5 Individual support program White: 38 African-

American: 3 Asian: 9 Native American: 5 Native Hawaiian/Pacific Directness
Islander: 1 Other/Multiracial: 5 * Directly applicable

Interventions

* CBT

Positive thoughts and actions (PTA) is a manualized, developmentally
tailored program focused on cognitive-behavioural skills, including
coping, cognitive style, and problem-solving, with application of skills
to broader areas including school functioning, interpersonal relations,
and health behaviour. This intervention took place at school during or
after school. Groups consisted of 50-minute sessions once a week for
12 weeks with groups of four to six students. PTA also promotes
parent involvement and support through the inclusion of two home
visits with parents and students together, and two separate parent
workshops, conducted in the evenings at the school. Topics
addressed during parent sessions included setting personal goals for
students and parents, adolescent development, teaching parents
cognitive and behavioural skills, and communication skills.

Comparisons

* Non-directive supportive therapy

Individual support program (ISP) is a modified version of the
Measurement for Adolescent Potential for Suicide intervention
(MAPS). MAPS was modified to involve removal of modules on
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suicide risk (because youth with suicidal ideation were excluded
during recruitment), and adapting questions to a middle school
population. The ISP intervention consisted of a 45—-90 minute
supportive interview regarding the student’s stressors, depression
and anxiety, personal control/hopelessness, coping strategies, and
support resources. The interviewer summarized and empathized with
the student’s perspective, and formulated an overall sense of the
youth’s areas of strength and need. The student and interventionist
worked together on a brief action plan to address problems, and the
student was asked to follow up with a school counsellor or teacher
that they chose for future support. The interventionist called the
youth’s parent to discuss the student’s plan and any areas of need in
which the parent could be helpful, and also contacted the student’s
chosen supportive school staff member.

Outcome measure(s)
* Depressive symptoms
Mood and feelings questionnaire

Feehan (1996) Cognitive-Behavioural Data extraction (intervention) Random sequence
Therapy for Depressed * Antidepressants use generation
Children: Children's and Unclear use of antidepressants: Antidepressants are not mentioned in + Unclear risk of bias
Therapists' Impressions the paper No details of randomisation
Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias

No details of allocation

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

159



DRAFT FOR CONSULTATION
Psychological interventions for depression

Inclusion criteria concealment

* Age

8-16

+1Q Blinding of participants and
Normal IQ personnel

* Depression * Unclear risk of bias

Meet DSM-IIIR criteria for depression (based on K-SADS interview) No description of blinding

Exclusion criteria Blinding of outcome
+ Chronic physical illness assessment
* Low risk of bias
Assessment by rater blind to
Sample characteristics initial diagnosis or treatment
* Depression severity group
Depressive disorder diagnosis
» Sample size

57 Incomplete outcome data
* Split between study groups * Low risk of bias
CBT: 29 Non-directive supportive therapy: 28 No attrition reported

* Loss to follow-up

None reported

» Sex (M/F) Selective reporting
CBT: 12/17 Non-directive supportive therapy: not reported « Low risk of bias

* Mean age (SD)

CBT: 12.6 (8-16) Non-directive supportive therapy: not reported

* Family origin or ethnicity Other sources of bias
Not reported « Low risk of bias
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Interventions No other biases were identified
* CBT
Nine sessions over the course of a maximum of 5 months (sessions
roughly every 2 weeks) Overall risk of bias
* Moderate

Comparisons
* Non-directive supportive therapy Directness
Details not specified * Directly applicable

Outcome measure(s)
* Remission
Remission from depressive disorder (judged by blinded rater)

Fleming (2012) A pragmatic randomized Data extraction (intervention) Random sequence
controlled trial of * Antidepressants use generation
computerized CBT (SPARX)  Unclear use of antidepressants: Antidepressants are not mentioned in + Low risk of bias
for symptoms of depression  the paper Randomisation was by a
among adolescents excluded computer generated sequence,
from mainstream education. stratified by study site
Study type

* Randomised controlled trial
Allocation concealment
* Low risk of bias
Inclusion criteria Allocation concealment was
+ Children’s depression rating scale ensured by giving each
Score of >=30 (children with scores <30 were allowed to participate participant a unique code
before they met the
researcher, and group
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and were randomised, but their data was not analysed or reported) assignment was revealed
following agreement to
participate by opening a sealed

Exclusion criteria envelope prepared in advance
* None reported by a research assistant
Sample characteristics Blinding of participants and
* Depression severity personnel

Depression symptoms * High risk of bias

» Sample size Participants were not blinded
32 and researchers were

* Split between study groups unblinded after baseline

CBT: 20 Waiting list: 12 assessment

* Loss to follow-up
1 from the Computer CBT group was lost to follow up before post-

treatment assessment, 1 from the waiting list group broke Blinding of outcome

randomisation assessment

» Sex (M/F) * Low risk of bias

18/14 10% of interviews were audio

* Mean age (SD) recorded and scored by a

14.9 (0.79) second blinded researcher. No

» Family origin or ethnicity significant deviation between

Not reported the scores was found by an
independent statistician

Interventions
» Computer-based CBT Incomplete outcome data
Completed during school time. Seven modules of approximately 30 * Low risk of bias

There were no significant
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Fristad (2016) Pilot Randomized Controlled
Trial of Omega-3 and
Individual-Family
Psychoeducational
Psychotherapy for Children
and Adolescents With

Depression

minutes each

Comparisons
» Waiting list

Outcome measure(s)

* Depressive symptoms

Children’s depression rating scale Reynolds adolescent depression
scale

* Remission

Children’s depression rating scale<30 or 30% or more decrease in
raw score

* Quality of life

PQ-LES-Q

Data extraction (intervention)

» Additional comments

This study compared PEP, omega 3, combination treatment and
placebo capsules for the treatment of depression in children. Only
PEP and placebo arms are extracted here.

* Antidepressants use

None: One of the exclusion criteria was psychosis warranting
antipsychotic medication

differences in attrition across
groups

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias
No other biases were identified

Overall risk of bias
* Low

Directness
* Directly applicable

Random sequence
generation

* Low risk of bias
Randomisation was done in
sequential blocks

Allocation concealment
* Low risk of bias
Lab personnel not directly
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Study type
* Randomised controlled trial

Inclusion criteria

* Age

7-14

* Depression

Diagnosis of major depressive disorder, dysthymic disorder, or
depressive disorder with DSM-IV-TR

* Depressive symptoms

Clinically significant symptom severity on the children's depression
rating scale-revised

* School grades

Elementary/middle school

* Caregiver

Youth with at least one caregiver completed the screening
assessment and were willing and able to participate in follow-up
procedures

Exclusion criteria

* Suicide symptoms

Active suicidal concern (suicidal plans or recent attempt, passive
suicidal ideation without plans/intent was permitted)

* Intellectual functioning

Intellectual disability (IQ <70 and impaired adaptive functioning)
* Psychosis

Psychosis warranting antipsychotic medication

* Already receiving mental health care

164

involved in the study generated
the random allocation
sequence and assigned
participants a number linked
with a treatment condition.
These staff provided study
capsules to the family and
notified the family if there were
randomised to participate in
family therapy.

Blinding of participants and
personnel

* High risk of bias
Participants were notified if
they were randomised to
participate in PEP

Blinding of outcome
assessment

* Low risk of bias

Interviewers completing study
assessments were masked to
which participants were
assigned to PEP
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Psychotherapy or pharmacotherapy other than stable medication for ~ Incomplete outcome data
attention deficit/hyperactivity disorder or a sleep aid or omega 3 in the < Low risk of bias

month preceding randomisation Low rate of attrition <20% and
* Autism no significant differences
DSM-IV-TR autistic disorder across groups

* Inability to swallow capsules the size of the study supplement

* Major medical disorder

* Lack of access to a phone Selective reporting
* Low risk of bias

Sample characteristics

* Depression severity Other sources of bias
Depressive disorder diagnosis * High risk of bias

» Sample size It is possible that the effect of
72 pill placebo compared to a
* Split between study groups psychological intervention
PEP: 19 Pill placebo: 18 might be different in trials
* Loss to follow-up including an active drug
PEP: 2 Pill placebo: 3

* Sex (M/F)

PEP: 9/10 Pill placebo: 13/5 Overall risk of bias

* Mean age (SD) * Moderate

PEP: 11.7 (2.1) Pill placebo: 11.1 (2.4)

» Family origin or ethnicity

PEP White: 11 Black/African-American: 5 Asian: 0 Biracial: 3 Directness
Hispanic: 2 Pill placebo White: 12 Black/African-American: 4 Asian: 0« Djrectly applicable
Biracial: 2 Hispanic: 1
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Interventions

» Family therapy

Individual-family psychoeducational psychotherapy (PEP) is a family-
based therapy incorporating psychoeducation and CBT techniques
into weekly parent and youth individual sessions, each lasting 45-50
minutes. Parents join the beginning and end of each session to
review the prior week and take-home project and to learn the coming
week's project. Content of sessions for children include symptom
identification, awareness of strengths, emotion recognition and
regulation, understanding treatment components (medication,
identifying school-based resources), development of coping
strategies (including deep breathing and imagery), cognitive
restructuring, problem-solving skills, and verbal and nonverbal
communication. Parent sessions cover parallel content to the child
sessions (at an adult level) and include coverage of school advocacy,
symptom management, and self-care.

Comparisons

* Placebo

Placebo groups received 2 placebo capsules twice daily matched to
the omega 3 for odour and appearance. All participants were given a
daily multivitamin/mineral tablet to standardise micro-nutrition; no
other nutritional supplements were permitted the month prior to
randomisation or during study enrolment.

Outcome measure(s)
* Depressive symptoms
Child depression rating scale-revised
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Gaete (2016) Indicated school-based
intervention to improve
depressive symptoms among
at risk Chilean adolescents: a
randomized controlled trial

* Remission
Child depression rating scale-revised cut-off <28

Data extraction (intervention)

» Additional comments

The revised child anxiety and depression scale was also reported but
the paper only included the subscales of social phobia, panic
disorder, and generalised anxiety disorder. The depression sub-scale
was excluded.

* Antidepressants use

Unclear use of antidepressants: Antidepressants are not mentioned in
the paper

Study type
* Randomised controlled trial

Inclusion criteria

* Beck depression inventory

Score 210 among boys Score 215 among girls

» School grades

Adolescents attending 2° Medio in a municipal school participating as
control schools in a previous study assessing the effectiveness of a
school-based, universal psychological intervention to reduce
depressive symptoms among adolescents from low-income families

Random sequence
generation

* Low risk of bias

A computer-generated list of
random numbers was used

Allocation concealment

* Low risk of bias

An independent statistician,
using a computer-generated
list of random numbers,
allocated students to
intervention and control groups
in each school using a ratio of
2:1. After individuals were
randomly allocated to arms, an
independent person formed
the intervention groups within
the active arm trying to
maintain a reasonable balance
by sex.

Blinding of participants and
personnel
* High risk of bias

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

167



DRAFT FOR CONSULTATION
Psychological interventions for depression

Exclusion criteria No details of blinding of
* None reported participants and personnel
(assume unblinded)

Sample characteristics

* Depression severity Blinding of outcome
Depression symptoms assessment

» Sample size * High risk of bias

342 No details of blinding of

* Split between study groups assessors (assume unblinded)

CBT: 229 No treatment: 113
* Loss to follow-up

CBT: 42 No treatment: 21 Incomplete outcome data

» Sex (M/F) * Low risk of bias

CBT: 108/121 No treatment: 62/51 Low attrition <20% and no

* Mean age (SD) significant differences across
CBT: 15.9 (0.9) No treatment: 15.9 (0.9) groups

 Family origin or ethnicity

Not reported

Selective reporting

* Low risk of bias
Interventions
* CBT
The intervention was a modified version of the CBT-based program Other sources of bias
YPSA - | (Yo), Think (Pienso), Feel (Siento), Act (Actuo). The revised . | ow risk of bias
program (YPSA-R) consisted of 8 weekly sessions each lasting 45 No other biases were identified
min. There was an introductory session, 3 sessions dealing with
thought restructuring, 3 sessions on problem solving skills and 1
closing session with a revision of the previous learning and planning
for the future. Two trained psychologists (facilitators) for each group
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Goodyer (2017)

Cognitive behavioural
therapy and short-term
psychoanalytical
psychotherapy versus a brief

delivered the intervention. If more than one group took place in a Overall risk of bias
given school, the same facilitators delivered the intervention for all * Moderate

groups in that school, for practical and logistical reasons. Facilitators

had a detailed manual specifying key learning points and objectives

for each session and received 2 days of training that covered the Directness
identification and management of mental health problems, group * Directly applicable
management techniques as well as training to deliver the specific

intervention. The intervention was fully manualised. The size of each

of the intervention groups was between 8 and 15, trying to achieve a

balance in sex ratios in each group.

Comparisons

* No treatment

The control group received nothing other than the normal teaching
activities and assessments.

Outcome measure(s)

* Depressive symptoms

Beck depression inventory Il

* Remission

The recovery rate was defined as the proportion of students with BDI-
Il score <10 for boys or <15 for girls, three months after the
intervention was completed.

Data extraction (intervention) Random sequence

* Associated references generation

Goodyer (2017b) * Low risk of bias

» Additional comments Patients were randomly

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

169



DRAFT FOR CONSULTATION
Psychological interventions for depression

psychosocial intervention in
adolescents with unipolar
major depressive disorder
(IMPACT): a multicentre,
pragmatic, observer-blind,
randomised controlled
superiority trial.

The following outcomes were only reported at baseline: quality of life
using the EuroQol-5D, recent suicide attempts, lifetime suicide
attempts, and lifetime non-suicidal self-injury.

* Antidepressants use

Yes: SSRI prescribed before trial entry (excludes five patients with
missing information): Baseline CBT (21%) Psychodynamic
psychotherapy (18%) Psychosocial intervention (19%) <36 weeks
Citalopram CBT (4.2%) Psychodynamic psychotherapy (2.5%)
Psychosocial intervention (2.5%) Fluoxetine CBT (22.5%)
Psychodynamic psychotherapy (18.9%) Psychosocial intervention
(23.8%) Sertraline CBT (2.5%) Psychodynamic psychotherapy (7.4%)
Psychosocial intervention (2.5%) Any antidepressant CBT (27.5%)
Psychodynamic psychotherapy (26.2%) Psychosocial intervention
(27.9%) =>36 weeks Citalopram CBT (7.2%) Psychodynamic
psychotherapy (4.8%) Psychosocial intervention (7.2%) Fluoxetine
CBT (24.0%) Psychodynamic psychotherapy (19.4%) Psychosocial
intervention (28.8%) Sertraline CBT (4.0%) Psychodynamic
psychotherapy (10.5%) Psychosocial intervention (9.6%) Any
antidepressant CBT (34.4%) Psychodynamic psychotherapy (34.7%)
Psychosocial intervention (40.0%) All follow-up Any antidepressant
CBT (40.1%) Psychodynamic psychotherapy (36.5%) Psychosocial
intervention (40.9%)

Study type
* Randomised controlled trial

Inclusion criteria
* Age

assigned (1:1:1), via a web-
based randomisation service,
to receive either CBT or short-
term psychoanalytical therapy
versus the brief psychological
intervention.

Allocation concealment

* Low risk of bias
Randomisation was done by
the trial coordinator via a web-
based randomisation service

Blinding of participants and
personnel

* High risk of bias

No blinding of participants and
clinicians

Blinding of outcome
assessment

* Low risk of bias

Allocation was concealed from
outcome assessors
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11-17
» Major depressive disorder

A diagnosis of DSM-IV unipolar major depressive disorder

Exclusion criteria

* Bipolar disorder

« Eating disorder

* Schizophrenia

* Other treatment for depression

Incomplete outcome data

* Low risk of bias

Attrition was around 20% and
no significant differences
across groups

Selective reporting
* Low risk of bias

Current use of another medication that could interact with an SSRI

* Intellectual functioning
Generalised learning difficulties
* Substance abuse

Current substance or alcohol abuse disorders

* Pregnant
* Autism

Pervasive developmental disorder

Other sources of bias
* Low risk of bias
No other biases were identified

Overall risk of bias
* Low

* Previous completion of one of the study treatments

Sample characteristics

* Depression severity
Depressive disorder diagnosis
» Sample size

470

* Split between study groups

Directness
* Directly applicable

Brief psychosocial intervention (BPI): 1568 Cognitive behavioural
therapy (CBT): 155 Short-term psychoanalytical psychotherapy

(STPP): 157
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* Loss to follow-up

BPI: 35 CBT: 25 STPP: 38

» Sex (M/F)

BPI: 40/115 CBT: 40/114 STPP: 37/119

* Mean age (SD)

Median age (range) BPI: 15 (11-17) CBT: 15 (12-17) STPP: 15 (11-
17)

» Family origin or ethnicity

White BPI: 121 of 147 CBT: 131 of 152 STPP: 130 of 151

Interventions

* CBT

CBT was based on the classic form originally developed for adults
with depression. The intervention was adapted to include parental
involvement, focused on engagement in therapy, and emphasised the
use of behavioural techniques. The focus of CBT is to identify the
behaviours and information processing biases that maintain
depression and low mood, and to amend these through a process of
collaborative empiricism between the therapist and patient. CBT
comprised a planned programme of up to 20 sessions over 30 weeks.
CBT therapists were routine CAMHS clinicians and were either
clinical psychologists or other clinicians who had received post-
qualification training in CBT.

* Individual psychodynamic psychotherapy

Short-term psychoanalytical psychotherapy comprised a planned
programme of 28 sessions over 30 weeks, with parents or carers
offered up to seven additional sessions by a separate parent worker.
The techniques of this intervention are based on close and detailed
observation of the relationship the child or young person makes with
their therapist. The therapist introduces the therapeutic task to the
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young person as one of understanding feelings and difficulties in their
life. The therapist is non-judgmental and enquiring, and conveys the
value of self-understanding. Therapists were CAMHS clinicians with
child and adolescent psychoanalytical psychotherapy training.

* Psychosocial intervention

The brief psychosocial intervention has an emphasis on the
importance of psychoeducation about depression, in addition to
action-oriented, goal-focused, and interpersonal activities as
therapeutic strategies. Neither self-understanding nor cognition
change are components of the programme. The programme consists
of 12 individual sessions, including up to four family or marital
sessions delivered over 20 weeks. Therapists were drawn from
routine CAMHS clinics.

Outcome measure(s)

* Depressive symptoms

Mood and feelings questionnaire

* Remission

Diagnostic remission

* Quality of life

Health of the nation outcome scale for children and adolescents

Gunlicks-Stoessel Innovations in Practice: a Data extraction (intervention) Random sequence
(2016) pilot study of interpersonal * Antidepressants use generation
psychotherapy for depressed None: One of the exclusion criteria was concurrent treatment with * Unclear risk of bias

adolescents and their parents psychotropic medication for a psychiatric diagnosis other than ADHD  No details of randomisation
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Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

Study type
* Randomised controlled trial

Inclusion criteria

* Age

12-17

» Major depressive disorder

DSM-1V diagnosis of major depressive disorder

» Beck depression inventory

Version Il 214

* Parental interest in trial

At least one parent/caregiver willing to participate in therapy
* Depression

Dysthymic disorder, depressive disorder not otherwise specified or
adjustment disorder with depressed mood (K-SADS-PL)

+ Children’s depression rating scale

Revised version 236

* Language

English fluency

+ Children's global assessment scale

<65

* Conflict behaviour questionnaire

T score 265

Exclusion criteria
* Bipolar disorder
+ Eating disorder
» Conduct disorder

174

Allocation concealment
* Unclear risk of bias

No details of allocation
concealment

Blinding of participants and

personnel

* High risk of bias

No details of blinding of
participants and personnel
(assume unblinded)

Blinding of outcome
assessment

* Low risk of bias
Evaluators were blinded

Incomplete outcome data
* Low risk of bias

Low rate of afttrition around
20% and no significant
differences across groups
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* Other treatment for depression Selective reporting
Concurrent treatment for depression * Low risk of bias

* Intellectual functioning

Intellectual disability disorder

* Substance abuse Other sources of bias

* Psychosis * Low risk of bias

+ Children’s depression rating scale No other biases were identified
Total score 285

* Suicide

Current significant risk for suicide (active suicidal ideation with plan or Qverall risk of bias
intent; active suicidal ideation without a plan if unable to contract for « Moderate

safety)

« Parents with psychotic disorder or severe personality disorder

Parent psychiatrically hospitalised within the past 3 months Directness

* Already receiving mental health care « Directly applicable

Concurrent treatment with psychotropic medication for a psychiatric
diagnosis other than attention-deficit/hyperactivity disorder (ADHD) or
not on a stable dose of medication for ADHD (<3 months)

* Physical illness

Medical illness likely to interfere with treatment

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

15

* Split between study groups

Interpersonal psychotherapy for adolescents (IPT-A): 6 Interpersonal
psychotherapy for adolescents and parents (IPT-AP): 9

* Loss to follow-up
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IPT-A: 1 IPT-AP: 2

» Sex (M/F)

Not reported for each group separately: 2/13

* Mean age (SD)

Not reported for each group separately: 15.2

» Family origin or ethnicity

Not reported for each group separately: 14 were Latino

Interventions

* Individual interpersonal psychotherapy

Interpersonal psychotherapy for depressed adolescents is an
evidence-based psychotherapeutic intervention that aims to decrease
depressive symptoms by addressing 1 or more of 4 interpersonal
problem areas: grief, role disputes, role transitions, or interpersonal
deficits. This is accomplished through psychoeducation about the
adolescent’s depression and its link to interpersonal relationships,
review of the adolescent’s significant relationships, identification of
interpersonal problem areas on which to focus the treatment,
development of interpersonal problem-solving and communication
Skills, and role-playing to practice these skills. Adolescents
randomised to individual interpersonal psychotherapy (IPT-A)
received individual therapy with parents joining only for part of the first
session to receive psychoeducation about depression and IPT-A, and
part of the last session to discuss relapse prevention. Individual IPT-A
included twelve 45-min sessions schedule over the course of 16
weeks.

* Interpersonal psychotherapy for adolescents and parents
Interpersonal psychotherapy for depressed adolescents and parents
(IPT-AP) consists of 14 sessions: 6 individual adolescent sessions, 2
individual parent sessions, and 6 conjoint parent-adolescent
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sessions. One individual parent session is used to obtain information
about parents’ perceptions of the parent-adolescent relationship and
assess parents’ communication and relationship patterns that may be
contributing to the relationship problems. The other individual parent
session is used to teach parents communication and relationship-
building skills. In session 1 of the conjoint parent-adolescent
sessions, parents and adolescents learn about depression and IPT-
AP treatment. During session 4, the therapist presents a summary of
the nature of the specific parent-adolescent communication and
relationship problems and works collaboratively with the family to
develop specific goals for resolving their difficulties. The 3 conjoint
parent-adolescent sessions in the middle phase of treatment are used
fo provide the adolescent and parent (s) with the opportunity to
practice new interpersonal skills with the therapist present to help
facilitate the interaction. Parents also attend one session with their
adolescent during the termination phase of treatment to review
improvements in the adolescent’s depressive symptoms and in the
adolescent’s and the parents’ communication skills and relationship
functioning, and to discuss relapse prevention.

Outcome measure(s)

* Depressive symptoms

Children's depression rating scale-revised
* Functional status

Global assessment scale for children

Hayes (2011) Acceptance and Commitment Data extraction (intervention) Random sequence
Therapy for the Treatment of « Antidepressants use generation
Adolescent Depression: A Unclear use of antidepressants: Antidepressants are not mentioned in < Low risk of bias
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Pilot Study in a Psychiatric the paper Randomisation was via a
Outpatient Setting concealed random number
table
Study type

* Randomised controlled trial
Allocation concealment
* High risk of bias

Inclusion criteria The principal researcher

* Age advised the clinician of the
12-18 treatment condition for their
* Depressive symptoms participant

Experiencing moderate to severe depressive symptoms (assessed
using clinical interview)
Blinding of participants and

personnel
Exclusion criteria * High risk of bias
* Schizophrenia Details of blinding of
Active participants not clear,
* Intellectual functioning researchers were not blinded
Intellectual disability
* Being suicidal
Being actively suicidal (recent suicide attempt or current plan) Blinding of outcome
 Substance abuse assessment
* Psychosis * Unclear risk of bias
Active Details of blinding not clear

* Chronic illness
Incomplete outcome data
Sample characteristics * High risk of bias

* Depression severity High rate of attrition,
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Depression symptoms particularly at follow-up
» Sample size

38

* Split between study groups Selective reporting
Mindfulness based CBT: 22 Treatment as usual: 16 * Low risk of bias

* Loss to follow-up

6 from the mindfulness group and 7 from the treatment as usual

group were excluded or dropped out after randomisation but before Other sources of bias

the start of treatment. 1 from the mindfulness and 5 from the « High risk of bias

treatment as usual group dropped out before the post-treatment Clinic interview to see whether
assessment. A further 11 from the mindfulness group and 7 from the  participants met inclusion
treatment as usual group dropped out before the follow up measure criteria was carried out after

* Sex (M/F) allocation, and 6 from the
Mindfulness based CBT: 4/18 Treatment as usual: 7/9 mindfulness group and 7 from
* Mean age (SD) the treatment as usual group
Mindfulness based CBT: 14.61 (3.1) Treatment as usual: 15.49 (1.35) were excluded at this point,
 Family origin or ethnicity leading to potential risk of bias
Not reported (e.g. criteria for exclusion from
the 2 groups could be
unconsciously different
Interventions depending on prior beliefs of
» Mindfulness-based cognitive therapy researcher). Unclear treatment
Acceptance commitment therapy based on published treatment period —not clear if matched
manuals. Individual sessions. Length of sessions and duration of across interventions.
treatment unclear. Follows principles of CBT Treatment as usual included

active intervention (CBT)
Comparisons
» Usual care

Treatment as usual: Approved psychotherapy provided by psychiatric
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Hogberg (2018)

Mood regulation focused
CBT based on memory
reconsolidation, reduced
suicidal ideation and
depression in youth in a
randomised controlled study

service comprising manualised CBT. Not clear how long treatment
period was

Outcome measure(s)
* Depressive symptoms
Reynolds adolescent depression scale - 2

Data extraction (intervention)

+ Additional comments

Only reports mean and range of depressive symptoms without
standard deviation. Therefore, data was not extracted for the pair-
wise meta-analysis.

* Antidepressants use

Yes: Selective serotonin reuptake inhibitor administration during
treatment CBT (1 of 15 participant [6.6%]) Usual care (4 of 12
participant [33.3%)])

Study type
* Randomised controlled trial

Inclusion criteria

* Mood and feelings questionnaire

Depression according to the short version of the mood and feelings
questionnaire score

Overall risk of bias
* High

Directness
* Directly applicable

Random sequence
generation

* Low risk of bias

An assistant at the unit picked
an envelope from an even
number of sealed envelopes
containing either MR-CBT
treatment or TAU.

Allocation concealment
* High risk of bias

There was no blinding of
allocation

Blinding of participants and
personnel

* High risk of bias

There was no blinding of
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Exclusion criteria

* Language

Need of a translator

* Refugees lacking a residency permit

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

32

* Split between study groups

Cognitive behavioural therapy (MR-CBT): 17 Treatment as usual
(TAU): 15

* Loss to follow-up

MR-CBT: 2 TAU: 3

» Sex (M/F)

Not reported for each group separately: 7/19
* Mean age (SD)

MR-CBT: 14.2 (1.1) TAU: 15.2 (0.9)
 Family origin or ethnicity

Not reported

Interventions
«CBT

Mood regulation focused cognitive behavioural therapy (MR-CBT) is
based on the mechanism of memory reconsolidation, meaning that

with evoked activated memories a new affective response can be
learned during a short timeframe. The focus is on regulation of

treatment

Blinding of outcome
assessment

* High risk of bias

There was no blinding of
treatment

Incomplete outcome data

* Low risk of bias

Low rate of attrition <20% and
no significant differences
across groups

Selective reporting

* Unclear risk of bias

Only reports mean and range
of depressive symptoms
without standard deviation.
Data could not be extracted for
depressive symptoms

Other sources of bias
e Low risk of bias
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moods, with charting a mood map at the start, and on problem No other biases were identified
solving, with training in keeping positive affect and letting go of

negative affect. The proposed aim is to increase the capacity to retain

good emotions and to let go of negative emotions by systematically Overall risk of bias
strengthen positive emotions and diminishing negative emotions from - High

autobiographical memories. The protocol can be applied to different

technical treatment modalities, for instance talk, art and play therapy,

and is also trans-diagnostic, as mood regulation is a core issue in Directness

different psychiatric conditions. The treatment was given without any  « Directly applicable

defined frequency but followed clinical needs.

Comparisons

» Usual care

The control treatment was treatment as usual (TAU). The treatment
given was considered good standard practice in child psychiatry.

Outcome measure(s)

* Depressive symptoms

Short version of the mood and feelings questionnaire

+ Suicidal ideation

The Columbia suicide severity rating scale was dichotomised in this
study into 0=no suicidal event and 1=suicidal event based on suicidal
ideation grade (3) or higher, and/or a suicide attempt

* Remission

Partial remission was set at >50% decrease in the total SMFQ score
combined with a final score <8.
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Ip (2016)

Effectiveness of a culturally
attuned Internet-based
depression prevention
program for Chinese
adolescents: A randomized
controlled trial

Data extraction (intervention)

* Antidepressants use

None: One of the exclusion criteria was "on antidepressants or
psychotropic medications”

Study type
* Randomised controlled trial

Inclusion criteria

* Age

13-17

* Centre for epidemiologic studies depression scale

Revised version score 212

» School grades

Forms 1 to 4 (equivalent to grades 7 to 10) in 3 secondary schools

Exclusion criteria

* Bipolar disorder

* Suicide attempt

Risk of hospitalisation due to suicide attempts
» Major depressive disorder or dysthymia

* Schizophrenia

* Other treatment for depression
Antidepressants or psychotropic medications
» Substance abuse

For example, drug or alcohol

* Center for epidemiologic studies depression scale

Random sequence
generation

* Low risk of bias
Randomisation was done
using computer generated
random numbers by R
statistical software

Allocation concealment

* Low risk of bias
Participants received sealed
opaque envelopes with the
access information to the
intervention website or the
attention control website.
Participant’s recruitment and
randomisation were done by
independent research
assistants.

Blinding of participants and
personnel

* High risk of bias
Participants were not blinded

Blinding of outcome
assessment
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Revised version score <12

* Disability

Reading impairment, intellectual disability, visual impairment, or
developmental disability

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

257

* Split between study groups

Computer-based CBT: 130 Attention control: 127

* Loss to follow-up

Computer-based CBT: 7 Attention control: 0

» Sex (M/F)

Computer-based CBT: 39/91 Attention control: 43/84
* Mean age (SD)

Computer-based CBT: 14.6 (0.89) Attention control: 14.6 (0.72)
 Family origin or ethnicity

Not reported

Interventions

» Computer-based CBT

The intervention ‘competent adulthood transition with cognitive
behavioural humanistic and interpersonal training’ (CATCH-IT)
incorporates CBT, behavioural activation, and interpersonal

psychotherapy. CATCH-IT was translated and modified for Chinese
populations and named as ‘grasp the opportunity’. The intervention

* Low risk of bias
Outcome assessors were
blinded to group allocation

Incomplete outcome data

* Low risk of bias

Low rate of attrition <10% and
no significant differences
across groups

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias
No other biases were identified

Overall risk of bias
* Low

Directness
* Directly applicable
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mainly composed of an internet-based programme with 10 modules
and included monthly reminders by phone call or by messages
through social media such as WhatsApp and Facebook. The 10
modules were designed to improve negative cognition, reduce
negative behaviours, strengthen resiliency, and reinforce positive
behaviours. The interpersonal psychotherapy modules and
motivational interview-brief advice in the CATCH-IT were not
included.

Comparisons

* Attention control

The control group had access to an anti-smoking website without
mental health prevention components. The control antismoking
website was an online multiple-choice quiz game (a total of 1,200
quiz questions) designed to promote a smoke-free attitude among
Chinese adolescents.

Outcome measure(s)

* Depressive symptoms

Center for epidemiologic studies depression scale revised Depression
anxiety stress scale 21 items depression subscale

Israel (2013) Feasibility of Attachment Data extraction (intervention) Random sequence
Based Family Therapy for * Antidepressants use generation
depressed clinic-referred Unclear use of antidepressants: One adolescent was on * Low risk of bias
Norwegian adolescents antidepressant medication at randomisation (no details of which An independent statistician,

not connected to the study,
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group was this adolescent) prepared a randomisation table
Study type Allocation concealment
* Randomised controlled trial * Low risk of bias

An independent statistician,
not connected to the study,

Inclusion criteria prepared treatment

» Hamilton rating scale for depression assignment that was sealed in

Score 214 points envelopes and numbered.

* Age After pre-treatment evaluation,

13-17 the research assistant opened

+ Kiddie-Schedule for affective disorders and schizophrenia the appropriate envelope to

Meeting diagnostic criteria for major depression designate treatment
assignment.

Exclusion criteria

* Bipolar disorder Blinding of participants and
« Eating disorder personnel

» Mania/hypomania * High risk of bias

* Mental retardation No details of blinding of

» Schizophrenia participants and personnel

* Hospitalisation (assume unblinded)

In need of hospitalisation (for example, acute suicidal behaviour)

* Pregnant

» Substance dependence disorder Blinding of outcome

* Autism assessment

Pervasive developmental disorder * Low risk of bias

* Major medical disorder All post-treatment

Significant medical/neurological disorders assessments with the Hamilton
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* Abuse

Current sexual/physical abuse
* Youth on probation

* Youth court referred

* Short-term foster care

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

20

* Split between study groups

Attachment based family therapy: 11 Treatment as usual: 9
* Loss to follow-up

Attachment based family therapy: 2 Treatment as usual: 4
» Sex (M/F)

Not reported for each group separately: 9/11

* Mean age (SD)

Not reported for each group separately: 15.6 (0.99)
 Family origin or ethnicity

Not reported

Interventions
* Family therapy

Attachment Based Family Therapy (ABFT) consists of 5 treatment

depression inventory were
administered by two treatment
blind-raters

Incomplete outcome data
* High risk of bias

High rate of attrition in the
treatment as usual group
(44.4%) compared to 18% in
the family therapy group

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias
No other biases were identified

Overall risk of bias
* Moderate

Directness

tasks. Task 1 (one session): the relational reframe sets the foundation . Djrectly applicable

for therapeutic work. Task Il (2 to 3 sessions). During the alliance-
building session with the adolescent, the therapist helps the
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adolescent identify what gets in the way of him/her talking to his/her
parents when he/she is feeling depressed. The therapist aims to
motivate and prepare the adolescent to talk with his/her parents about
those barriers. Task Il (2 to 3 sessions): through the alliance-building
session with the parent(s), the therapist helps parents build empathy
for their child, partially through a reflection of their own experiences.
Task IV (3 to 4 sessions): the reattachment task builds on the
previous sessions where the therapist facilitates in vivo family
conversations about past attachment ruptures, guiding the family
members to be honest, share vulnerable emotions, use respectful
speech, and active listening. Task V (4 to 6 sessions): as attachment
needs are being met more effectively, therapy focuses on promoting
competency.

Comparisons

* Usual care

Treatment as usual: staff therapists provided outpatient treatment in
the host clinics. In general, treatment provided to youth in Norwegian
outpatient clinics is individually focused.

Outcome measure(s)

* Depressive symptoms

Hamilton depression inventory Beck depression inventory-I/

* Remission

Clinical recovery with a cut-off of <9 in the Hamilton depression
inventory

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

188



DRAFT FOR CONSULTATION
Psychological interventions for depression

Jacob (2016) Effectiveness of taking in the Data extraction (intervention) Random sequence
good based-bibliotherapy * Antidepressants use generation
intervention program among  Unclear use of antidepressants: Antidepressants are not mentioned in « Unclear risk of bias
depressed Filipino female the paper Method of randomisation was
adolescents not reported
Study type
* Randomised controlled trial Allocation concealment
* Unclear risk of bias
Method of allocation
Inclusion criteria concealment was not reported
* Age
13-16
* Beck depression inventory Blinding of participants and
Version Il score >14 personnel
» School grades * High risk of bias
7to 10 No details of blinding of
» Sex participants and personnel
Female (assume unblinded)
* Asian adolescent depression scale
>61
» Kutcher adolescent depression scale Blinding of outcome
Version 11-item score >12 assessment
* Not participating in any other intervention programme for 6 months - High risk of bias
No details of blinding of

assessors (assume unblinded)
Exclusion criteria
* Parents did not consent adolescents' participation

Incomplete outcome data

* Low risk of bias
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Sample characteristics No attrition reported
* Depression severity

Depression symptoms

» Sample size Selective reporting
30 * Low risk of bias

* Split between study groups

Bibliotherapy: 15 No treatment: 15

* Loss to follow-up Other sources of bias
Not reported * Low risk of bias
» Sex (M/F) No other biases were identified
All females
* Mean age (SD)
Not reported for each group separately: 13.9 Overall risk of bias
 Family origin or ethnicity * Moderate
Not reported
Directness
Interventions * Directly applicable

* Guided self-help

One week after the completion of the pre-test, researcher started to
administer the taking in the good based-bibliotherapy intervention
programme to the experimental group. Intervention was a 6-week
programme that included 8 modules and the duration of each module
was 90 min. Each module included a session, focused mainly on
‘taking in the good’ theory of Rick Hanson (2013), explanation of the
principles of bibliotherapy and the vicarious experience of the life
stories of other people.
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Jeong (2005) Dance movement therapy
improves emotional
responses and modulates
neurohormones in
adolescents with mild

depression

Comparisons

* No treatment

While experiment group took place in the treatment intervention, the
control group continued their usual class activities. The researcher
gave a summary of the intervention programme to the control group
after conducting the post-test to fulfil the ethical principle.

Outcome measure(s)

* Depressive symptoms

Beck depression inventory-Il Asian adolescent depression scale
Kutcher adolescent depression scale 11-items

Data extraction (intervention)

* Antidepressants use

None: One of the exclusion criteria was "not using medication or any
other therapeutic treatment for depression”

Study type
* Randomised controlled ftrial

Inclusion criteria
* Beck depression inventory
Higher depression scores (no specific score was reported)

Exclusion criteria
* Other treatment for depression

Random sequence
generation

» Unclear risk of bias

Method of randomisation was
not reported

Allocation concealment

* Low risk of bias

A secretary, who was blind to
the experimental procedures,
randomly assigned participants
to either the dance-movement
group or the control group.
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Using prescription medication or any other therapeutic treatment for

depression

* Psychiatric disorder

Past or present

» Parents did not consent adolescents' participation
* Internal iliness

Past or present

* Neuroendocrine disorder

* Exercise

No history of regular exercise within the past 6 months
» Smoking

* Drinking

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

40

* Split between study groups
Dance-movement: 20 No treatment: 20
* Loss to follow-up

None reported

» Sex (M/F)

All females

* Mean age (SD)

Dance-movement: 16.0 No treatment: 16.0
» Family origin or ethnicity

Blinding of participants and
personnel

* High risk of bias

No details of blinding of
participants or personnel
(assume unblinded)

Blinding of outcome
assessment

* High risk of bias

No details of blinding of
assessors (assume unblinded)

Incomplete outcome data
* Low risk of bias
No attrition reported

Selective reporting
* Low risk of bias

Other sources of bias

* High risk of bias

The main inclusion criteria was
higher depression scores in
the Beck depression inventory
but 'higher depression scores'’
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Kahn (1990)

Comparison of cognitive-
behavioral, relaxation, and

Not reported were not defined.
Interventions Overall risk of bias
* Arts/creative psychotherapies * High

The treatment group participated in a 45-min dance-movement

therapy session 3 times a week for 12 weeks. The sessions were

designed around 4 major themes: 1) awareness of the body, the Directness

room, and the group 2) movement expression and symbolic quality of < Directly applicable
movement 3) movement, feeling, images, and words 4) differentiation

and integration of feelings Each of these themes included various

sub-themes: a) setting limits and outer, inner, and personal space b)

body language, the reflecting process, polarity, and inward and

outward expression c) playing, drawing, and verbalisation d) the inner

sense, quality of movement, and expression of feelings.

Comparisons

* No treatment

The control group did not participate in the dance-movement therapy
but were invited to participate in a similar programme after the end of
the study.

Outcome measure(s)
* Depressive symptoms
Depression dimension of the symptom check list-90-revision

Data extraction (intervention) Random sequence
* Antidepressants use generation
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self-modelling interventions Unclear use of antidepressants: Antidepressants are not mentioned in * Unclear risk of bias

for depression among the paper Randomisation was stratified
middle-school students. by grade and sex. Further
details of randomisation not
Study type reported

* Randomised controlled trial

Allocation concealment

Inclusion criteria » Unclear risk of bias
+ Child depression inventory Further details of allocation
Score of =>15 on two occasions, 1 month apart concealment not reported

* Reynolds adolescent depression scale
Score of =>72 on two occasions, 1 month apart
* Bellevue inventory for depression Blinding of participants and
Score of =>20 personnel

* Unclear risk of bias

No description of blinding of
Exclusion criteria participants and personnel
* Receiving outpatient psychiatric/psychological services

Blinding of outcome

Sample characteristics assessment

» Depression severity * Low risk of bias

Depression symptoms Half of the Bellevue inventory
» Sample size for depression interviewers
68 were blind to group allocation,
* Split between study groups half were not. There was no
Group CBT: 17 Relaxation: 17 Self-modelling: 17 Waiting list: 17 significant difference between
* Loss to follow-up scores for blind and non-blind

No participants dropped out before the post-treatment outcome
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assessment. No attrition reported at 1 month follow up
» Sex (M/F)

33/35

* Mean age (SD)

Not reported

» Family origin or ethnicity

Not reported

Interventions

* Relaxation

Relaxation treatment: Treatment focused on identification of anxiety-
arousing situations, and learning techniques to promote relaxation.
Twelve sessions of 50 minutes over 6-8 weeks

* Group CBT

Based on a downscaled version of ‘Coping with depression-
adolescent version’. Twelve 50 minute sessions over 6-8 weeks

* Self-modelling

Subjects were coached to produce a video tape of themselves
behaving in a non-depression manner. Participants then watched the
tape 10-12 minute individual sessions twice weekly for 6-8 weeks

Comparisons
» Waiting list

Outcome measure(s)
* Depressive symptoms
Reynolds adolescent depression scale Child depression inventory

raters

Incomplete outcome data
* Low risk of bias

No participants dropped out
before the post-treatment
outcome assessment. No
afttrition reported at 1 month
follow up

Selective reporting

» Unclear risk of bias

Mean and standard deviation
for CDI at post-treatment were
reported as 7.29 (66.03) which
seems to be an unlike SD

Other sources of bias
e Low risk of bias
No other biases were identified

Overall risk of bias
* Moderate
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Bellevue index of depression Directness
* Directly applicable

Kobak (2015) Integrating technology into Data extraction (intervention) Random sequence
cognitive behavior therapy for + Associated references generation
adolescent depression: a Kobak (2016): This erratum clarifies that data was reported at 12 * High risk of bias
pilot study. weeks. Method of randomisation was
* Antidepressants use not reported
Unclear use of antidepressants: Antidepressants are not mentioned in
the paper

Allocation concealment
* High risk of bias

Study type Method of allocation

* Randomised controlled trial concealment was not reported
Inclusion criteria Blinding of participants and
* Age personnel

12-17 * High risk of bias

* Mood disorder No details of blinding of
DSM-5 mood disorder (major depressive disorder, persistent clinicians or adolescents

depressive disorder, both major and persistent depressive disorders, (assume unblinded)
other specified depressive disorder, unspecified depressive disorder
* Quick inventory of depressive symptomatology adolescent-patient

report Blinding of outcome
A minimum score of 11 assessment

* High risk of bias

No details of blinding of

Exclusion criteria
* Bipolar disorder
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» Conduct disorder assessors (assume unblinded)
Severe conduct disorder
* Hospitalisation

Severe suicidal/homicidal ideation or behaviour requiring inpatient Incomplete outcome data
treatment * Low risk of bias

» Language Low rate of attrition <20% and
Non-English speakers no significant differences

* Substance dependence disorder across groups

* Autism

Pervasive developmental disorders

* Lack of access to a phone Selective reporting
Adolescents without daily access to a cell phone * Low risk of bias

» Thought disorder

Other sources of bias

Sample characteristics * High risk of bias

* Depression severity Randomisation was done at
Depressive disorder diagnosis the clinician level and clinicians
» Sample size recruited adolescents from

76 their clinical practice but there

* Split between study groups are no details on how
Technology -enhanced CBT: 39 Treatment as usual: 37 adolescents were selected.

* Loss to follow-up

Technology -enhanced CBT: 4 Treatment as usual: 7

» Sex (M/F) Overall risk of bias
Not reported for each group separately: 33/43 * High

* Mean age (SD)

Not reported for each group separately: 15.4 (1.52)

» Family origin or ethnicity

Not reported for each group separately Caucasian: 27 African-
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American: 24 American-Indian: 3 Asian: 1 Biracial: 5 Other: 5 Directness
Hispanic: 10 * Directly applicable

Interventions

* CBT

Technology -enhanced CBT. Clinicians in the CBT arm completed a
pre-test on CBT knowledge and then took the online tutorial on CBT
treatment for adolescent depression. After completing the tutorial,
clinicians took a post-test, then received an iPad containing a link to
the online CBT interactive teaching materials and text-messaging
system. A brief (1 h) orientation session was held with each clinician
to review how to use the iPad for teaching CBT concepts to patients
and for setting up text messages. Each patient was treated for 12
weeks, using the skills learned in the tutorial, and the in-session
teaching tools. Individualized text messages were integrated into
treatment.

Comparisons

* Usual care

Participants in the treatment as usual group were treated for 12
weeks by clinicians using usual care.

Outcome measure(s)
* Depressive symptoms
Quick inventory of depressive symptomatology adolescent version
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Lewinsohn (1990) Cognitive-behavioral Data extraction (intervention) Random sequence
treatment for depressed * Antidepressants use generation
adolescents Unclear use of antidepressants: Antidepressants are not mentioned in * Unclear risk of bias
the paper No details of method of
randomisation
Study type
* Randomised controlled trial Allocation concealment
* Unclear risk of bias
No details of method of
Inclusion criteria allocation concealment
* Age
14-18
» Major depressive disorder Blinding of participants and
Diagnosis major depressive disorder according to DSM-III criteria personnel
* Depression * High risk of bias
Diagnosis of minor or intermittent depression according to research No mention of blinding
diagnostic criteria (RDC) (presume unblinded)

» School grades
Currently in grades 9-12
Blinding of outcome

assessment
Exclusion criteria * High risk of bias
* Bipolar disorder No mention of blinding

DSM-IIl or RDC diagnosis of current episode or bipolar disorder with  (presume unblinded)
mania, bipolar disorder with hypomania
* Panic disorder

DSM:-IIl or RDC diagnosis of panic disorders Incomplete outcome data
* Generalized anxiety disorder * Unclear risk of bias
DSM-Ill or RDC diagnosis of generalized anxiety disorder Attrition was not specified
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» Conduct disorder separately for each group
DSM-IIl or RDC diagnosis of conduct disorder

* Mental retardation

 Schizophrenia Selective reporting
History of schizophrenia * Low risk of bias

* Other treatment for depression

Need for immediate treatment

* Hospitalisation Other sources of bias

Need for hospitalisation * Low risk of bias

* Being suicidal No other biases were identified
Actively suicidal

* Alcoholism

DSM-IIl or RDC diagnosis of alcoholism Overall risk of bias

* Drug use disorder « Moderate

DSM-IIl or RDC diagnosis of drug use disorder
» Major depressive/psychotic subtype
DSM-Ill or RDC diagnosis of major depressive/psychotic subtype Directness

» Organic brain syndrome « Directly applicable
DSM-IIl or RDC diagnosis of organic brain syndrome

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

59

* Split between study groups

Group CBT: 19 Group CBT with parent sessions: 21 Waiting list
control: 19

* Loss to follow-up

3, 2 and 5 from the group CBT, group CBT + parent and waiting list,
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respectively dropped out before or during treatment. 75% of
participants were available for the 6 month assessment and 50% for
the 24 month assessment

» Sex (M/F)

Group CBT: 9/10 Group CBT with parent sessions: 8/13 Waiting list
control: 6/13

* Mean age (SD)

Group CBT: 16.26 (1.17) Group CBT with parent sessions: 16.15
(0.98) Waiting list control: 16.28 (1.17)

 Family origin or ethnicity

Not reported

Interventions

* Group CBT

Fourteen two hour sessions, twice a week for 7 weeks. ‘Coping with
depression course for adolescents’ described by Clarke and
Lewinsohn 1986)

» Group CBT + parent sessions

Fourteen two hour sessions, twice a week for 7 weeks. Additional
separate seven 2hr parent sessions once per week

Comparisons
» Waiting list

Outcome measure(s)
* Depressive symptoms
Center for epidemiological studies depression scale Beck depression
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inventory

* Remission

No longer meeting criteria for depressive disorder assessed using the
Kiddie Schedule for Affective Disorders and Schizophrenia
epidemiological version (K-SADS-E) interview

Liddle (1990) Cognitive—Behaviour Data extraction (intervention) Random sequence
Therapy with Depressed * Antidepressants use generation
Primary School Children: A Unclear use of antidepressants: Antidepressants are not mentioned in * Unclear risk of bias
Cautionary Note the paper No details of method of
randomisation
Study type
* Randomised controlled trial Allocation concealment
* Unclear risk of bias
No details of method of
Inclusion criteria allocation concealment

+ Child depression inventory
Score of =>19

* Age Blinding of participants and

7-12 personnel

» Major depressive disorder * High risk of bias

Meet DSM-III criteria for major depressive episode (assessed using No mention of blinding

the Children’s Depression rating scale score =>40) (presume unblinded)

* Enrolled in mainstream classes

» Language

Fluent in English Blinding of outcome
assessment

* High risk of bias
No mention of blinding
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Exclusion criteria (presume unblinded)
* Intellectual functioning
Intellectual handicap
Incomplete outcome data
* Low risk of bias
Sample characteristics No attrition reported
* Depression severity
Depressive disorder diagnosis
» Sample size Selective reporting
31 * Low risk of bias
* Split between study groups
Group CBT: 11 Attention control: 10 Waiting list control: 10

* Loss to follow-up Other sources of bias
Not reported * Low risk of bias
» Sex (M/F) No other biases were identified
21/10
* Mean age (SD)
9.2 (1.15) Overall risk of bias
 Family origin or ethnicity * Moderate
Not reported

Directness
Interventions * Directly applicable
» Group CBT

Eight weekly, 1 hour group sessions. Aimed to teach overt social
Skills, cognitive restructuring and interpersonal problem solving.
Homework tasks were set each week

* Attention control

Eight weekly, 1 hour group sessions. Drama programme. Included
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homework assignments

Comparisons
» Waiting list

Outcome measure(s)
* Depressive symptoms
Children’s depression inventory

Listug-Lunde (2013) A cognitive-behavioral Data extraction (intervention) Random sequence
treatment for depression in * Antidepressants use generation
rural American Indian middle  Unclear use of antidepressants: Antidepressants are not mentioned in + Unclear risk of bias
school students the paper Method of randomisation was
not reported
Study type
* Randomised controlled trial Allocation concealment
* Unclear risk of bias
Method of allocation
Inclusion criteria concealment was not reported
* Child depression inventory
Scores 215
» School grades Blinding of participants and
6 to 8 middle school personnel
* High risk of bias
No details of blinding of

clinicians or participants
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Exclusion criteria
* None reported

Sample characteristics
* Depression severity
Depression symptoms

» Sample size

16

* Split between study groups
CBT: 8 Usual care: 8

* Loss to follow-up

None

» Sex (M/F)

CBT: 5/3 Usual care: 5/3
* Mean age (SD)

CBT: 12.3 (0.92) Usual care: 12.5 (1.07)

 Family origin or ethnicity
All were American-Indian

Interventions
*CBT

(assume unblinded)

Blinding of outcome
assessment

* High risk of bias

No details of blinding of
assessors (assume unblinded)

Incomplete outcome data

* Low risk of bias

Low rate of attrition <15% and
no significant differences
across groups

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias

CBT was a culturally adapted version of the 'coping with depression Participants in the usual care
course for adolescents (CWD-A)" which was modified to be used with  group (5 out of 8) received

American-Indian middle school students. The CWD-A course is a some level of individualised
CBT intervention; therefore, it is structured and time-limited. The counselling services during the
course is based on cognitive self-control, behavioural, interpersonal,  year. Specific interventions
and social skills treatment approaches, with a strong focus on skill provided to these students

development. The intervention was delivered in 13 sessions of 35to  were not evaluated. Therapists
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Luby (2012) A novel early intervention for
preschool depression:
findings from a pilot

randomized controlled trial

40 minutes each, held twice each week for 7 weeks, followed by 2
booster sessions held within 1 month post-intervention.

Comparisons

 Usual care

Participants in the treatment as usual group were offered services in
the community, either at their local Indian health service clinic or with
the school counsellor.

Outcome measure(s)
* Depressive symptoms
Children's depression inventory

Data extraction (intervention)

 Additional comments

Confirm with committee that PCIT-ED can be considered family
therapy. Children were age 3 to 7 with 62% being 5 and older in the
intervention and 33% in the control

* Antidepressants use

None: One of the exclusion criteria was "on unstable dose of
psychotropic medication”

Study type
* Randomised controlled trial

involved in the CBT
intervention provided some of
the individualised services to
students in the usual care

group.

Overall risk of bias
* Moderate

Directness
* Directly applicable

Random sequence
generation

* Low risk of bias
Randomisation was done
using a computer-generated
randomisation table

Allocation concealment

» Unclear risk of bias

Method of allocation
concealment was not reported
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Inclusion criteria

* Age

3-7

» Major depressive disorder

Meeting research diagnostic criteria for major depression as
assessed by the preschool age psychiatric assessment

* Caregiver

Living with primary caregiver >6 months

Exclusion criteria

* Other treatment for depression

Concurrently in active psychotherapy or on unstable doses of
psychotropic medication

* Intellectual functioning

1Q <70

* Autism

Pervasive developmental disorder

» Major medical disorder

* Neurological disease

* Adoption

Adoption after 12 months of age (based on higher risk of attachment
disorders and socio-emotional delays in this group that could impact
treatment efficacy)

Sample characteristics

» Depression severity
Depressive disorder diagnosis
» Sample size

Blinding of participants and
personnel

* High risk of bias

No details of blinding of
participants and personnel
(assume unblinded)

Blinding of outcome
assessment

* Low risk of bias

Trained interviewers blind to
the treatment condition, and
uninvolved in the treatment
process, conducted the pre-
and post-treatment
assessments

Incomplete outcome data

* High risk of bias

High rate of attrition: 30% in

the family therapy group and
37% in the psychoeducation

group

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

207



DRAFT FOR CONSULTATION
Psychological interventions for depression

Selective reporting
. Spllt between study groups * Low risk of bias
Family therapy: 27 Psychoeducation: 27
* Loss to follow-up

Family therapy: 8 Psychoeducation: 17 Other sources of bias
» Sex (M/F) * Low risk of bias
Family therapy: 14/11 Psychoeducation: 13/5 No other biases were identified

* Mean age (SD)

Not reported Family therapy: age 3 to 4 years (n=12); 5 to 6 years

(n=13) Psychoeducation: age 3 to 4 years (n=12); 5 to 6 years (n=6)  Overall risk of bias
» Family origin or ethnicity « Moderate
White/Black/Other Family therapy: 23/1/1 Psychoeducation: 14/3/1

Directness
Interventions * Partially applicable
» Family therapy Age 3to 6

Parent child interaction therapy emotion development (PCIT-ED)
consists of 3 modules conducted over 14 sessions in 12 weeks: 1)
Child directed interaction 2) Parent directed interaction These 2
modules focus on key elements of PCIT including: strengthening the
parent-child relationship by teaching and in vivo coaching of positive
play techniques, giving effective commands, and methods for
handling child noncompliance and disruptive behaviour in a firm, non-
punitive manner; 3) Emotion Development was designed to help the
parent serve as a more effective emotion guide and regulator for the
child. This module was based on the notion that with significant gains
achieved in relationship quality and self-efficacy and effective limit-
setting, the dyad would be well poised to begin the challenging work
of focusing on emotion development. Five therapists (Master's and
Doctoral level clinicians) delivered the intervention as primary and co-
therapist pairs.
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* Psychoeducation

Developmental education and parenting intervention (DEPI) was
developed for administration to parents in small group sessions. This
didactic intervention was designed to control for time and expectancy
and to educate parents about child development. It emphasized
emotional and social development without individual coaching or
practice with behavioural techniques as provided in PCIT-ED. Topics
included growth, nutrition, safety, parenting practices, cognitive,
language and brain development, and normative emotional and social
development. DEPI was administered by an experienced Master's
level clinician, or licensed clinical psychologist, and a structured
manual guided each session's topic. Group size ranged between 2 to
6 attendees and sessions were 60 minutes long for a total of 12
weeks.

Outcome measure(s)

* Depressive symptoms

Preschool feelings checklist scale version Major depression disorder
severity sum score assessed by the preschool age psychiatric

assessment

March (2004) Fluoxetine, cognitive- Data extraction (intervention) Random sequence
behavioral therapy, and their + Associated references generation
combination for adolescents  Emslie (2006) Kennard (2006) Vitiello (2006) Kennard (2009) Vitiello  + Low risk of bias
with depression: Treatment (2009) Randomisation was by
for Adolescents With * Antidepressants use computer to ensure equal
Depression Study (TADS) None: This paper compared cognitive behavioural therapy, fluoxetine, allocation to each group, with
randomized controlled trial. combination treatment and pill placebo for the treatment of stratification by study site and

depression in adolescents. Only cognitive behavioural therapy and
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placebo arms extracted here.

Study type Allocation concealment
* Randomised controlled trial * Unclear risk of bias
Unclear allocation
concealment
Inclusion criteria
* Age
12-17 Blinding of participants and
» Major depressive disorder personnel
Mild to severe major depressive disorder according to DSM-IV criteria < High risk of bias
(Child depression rating scale - revised version score >=45) Patients in the CBT group
+1Q were not blinded. Patients in
Full scale IQ >=80 the placebo group were blind
* Impairment from depression to whether they were taking
Demonstrated impairment from depression in at least two settings (at  fluoxetine (fluoxetine group not
home and school and with peers) for at least 6 weeks before study extracted here)
entry
Blinding of outcome
Exclusion criteria assessment
* Other treatment for depression * Unclear risk of bias
Taking antidepressants at study entry Failed CBT or two selective Assessors for primary outcome
serotonin reuptake inhibitor trials Already engaged in psychotherapy = measures (Children’s
or taking other psychotropic medications (medication for attention depression rating scale —
deficit hyperactivity disorder was permitted) revised version and Clinical
» Comorbid condition Global Impressions
Requiring alternative treatment improvement score) were blind
» Language to group allocation. No details
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Participant or parent not English speaking of blinding for other outcomes
* Pregnant (presume unblinded)
Or sexually active and refusing to use appropriate contraception
» Considered dangerous to self or others
Incomplete outcome data
* Low risk of bias

Sample characteristics No significant differences for
* Depression severity discontinuation between the
Depressive disorder diagnosis groups

» Sample size

223

* Split between study groups Selective reporting

CBT: 111 Placebo: 112 * Low risk of bias

* Loss to follow-up
Discontinuation for any reason: CBT: 15/107 Placebo: 23/112

* Sex (M/F) Other sources of bias

CBT: 50/61 Placebo: 53/59 * High risk of bias

* Mean age (SD) It is possible that the effect of
CBT: 14.62 (1.5) Placebo: 14.51 (1.62) pill placebo compared to a

» Family origin or ethnicity psychological intervention
Not reported might be different in trials

including an active drug

Interventions

« CBT Overall risk of bias
Fifteen sessions (50-60 min) over the 12 weeks. Approach required « High

skill building & optional or modular sessions, which allowed flexible

tailoring of the treatment & integrated parent & family sessions with
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McCauley (2016)

The Adolescent Behavioral
Activation Program: Adapting
Behavioral Activation as a
Treatment for Depression in
Adolescence

individual sessions Directness
* Directly applicable

Comparisons

* Placebo

Placebo pill (adjusted from starting dose 10 mg/d to 40 mg/d) with
clinical management (6 physician visits lasting 20-30 minutes to
monitor clinical status and medication effects

Outcome measure(s)

* Depressive symptoms

Children’s depression rating scale — revised version Reynolds
adolescent depression scale

» Suicidal ideation

Suicidal ideation questionnaire — Junior high version

* Functional status

Children’s global assessment scale

* Discontinuation for any reason

Included those terminated because they needed out of protocol
treatment

« Suicide-related adverse events

* Quality of life

PQ-LES-Q HoNOSCA These were reported by Vitiello (2006)

Data extraction (intervention) Random sequence

» Additional comments generation
Assessments were planned for 6 and 12 months but this paper only * Low risk of bias

reports end of treatment outcomes Randomisation was done
* Antidepressants use using a computerised
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Yes: Antidepressant medication at baseline Behavioural activation

(37%) Usual care (36%)

Study type
* Randomised controlled trial

Inclusion criteria

* Age

12-18

* Parental interest in trial

One parent/quardian willing to participate

* Depression

Primary DSM-1V diagnosis of major depression, depression not
otherwise specified, or dysthymia

* Children’s depression rating scale

Revised version raw score of 245 (T score of 265)

» Consent

Willingness to be randomised to treatment condition
* Mood and feelings questionnaire

Short version self-report score of 211

Exclusion criteria

* Suicide symptoms

Suicidality requiring immediate, intensive treatment
» Substance abuse

Acute substance use

* Psychosis

programme

Allocation concealment
» Unclear risk of bias

No details of allocation
concealment were given

Blinding of participants and
personnel

* High risk of bias

No details of blinding of
participants and personnel
(assume unblinded)

Blinding of outcome
assessment

* High risk of bias

No details of blinding of
assessors (assume unblinded)

Incomplete outcome data
* High risk of bias

High rate of attrition:
behavioural activation 23%
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Psychotic or manic symptoms and usual care 36%
» Unable to complete questionnaires
» Acute medical illness
Selective reporting
* Low risk of bias
Sample characteristics
* Depression severity

Depressive disorder diagnosis Other sources of bias
» Sample size * Low risk of bias
60 No other biases were identified

* Split between study groups

Adolescent behavioural activation programme: 35 Evidence-based

practice for depression: 25 Overall risk of bias
* Loss to follow-up « High

Adolescent behavioural activation programme: 8 Evidence-based

practice for depression: 9

* Sex (M/F) Directness
Adolescent behavioural activation programme: 13/22 Evidence-based . Directly applicable
practice for depression: 9/16

* Mean age (SD)

Adolescent behavioural activation programme: 15.1 (1.5) Evidence-

based practice for depression: 14.5 (1.4)

» Family origin or ethnicity

Non-Hispanic White Adolescent behavioural activation programme:

23 Evidence-based practice for depression: 17

Interventions
» Behavioural activation
The adolescent behavioural activation programme was a modification
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of behavioural therapy for use with depressed adolescents. This
programme was defined as a behavioural treatment based on a
functional conceptualisation of each individual case. The programme
used a structured psychoeducational format early in the treatment
process, with a more flexible approach as treatment progressed.
Treatment began with 2 sessions devoted to reviewing the
assessment-based case conceptualisation and introducing the
behavioural activation model to the adolescent alone and then in the
second session with the adolescent and parent together, followed by
a series of sessions introducing particular skills. Four additional
sessions were scheduled, either as needed to extend the skill
modules or after introduction of all the skills, to allow for individualised
practice and application. The treatment ended with 2 sessions
devoted to termination relapse prevention.

Comparisons

* Usual care

Evidence-based practice for depression represented standard care
offered in an academically affiliated outpatient clinic setting which
might include CBT or interpersonal therapy. Although no specified
manual was prescribed, all therapists had prior formal training in one
of both of these therapeutic techniques and routinely employed one
of these therapies as part of their standard care. To ensure consistent
dose of treatment between conditions, the study provided up to 14
sessions of therapy. Therapists had the option to include parents in
treatment ‘as needed’ but could not engage parents in independent
treatments.
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Outcome measure(s)

* Depressive symptoms

Children's depression rating scale revised Short moods and feelings
questionnaire

* Functional status

Children's global assessment scale

Merry (2012) The effectiveness of SPARX, Data extraction (intervention) Random sequence
a computerised self-help * Antidepressants use generation
intervention for adolescents ~ None: One of the exclusion criteria was "had had (in past 3m) or was < Low risk of bias
seeking help for depression:  having tx with antidepressants” Randomisation was using a
randomised controlled non- computer generated
inferiority trial. randomisation sequence
Study type prepared before any
* Randomised controlled trial participants were randomised.

Allocation was stratified by
study site and arranged in

Inclusion criteria permuted blocks of 4

* Age

12 - 19 years on the date of consent

* Depressive symptoms Allocation concealment
Presented for treatment with symptoms indicative of mild to moderate + Low risk of bias
depressive disorder To ensure allocation

» Consent concealment, once eligibility

Provided written consent or, if under age 16, written parental consent had been confirmed, the
- Attended a clinical service or school based counselling service that  participant was given an

was a study site opaque sealed envelope
» Achieved a minimum of one year of schooling in English containing the randomised
» Computer allocation. The young person

took this to a local investigator
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Had access to a computer to use SPARX

Exclusion criteria

* Severe depressive disorder

A clinician assessed that the depression was too severe to make a
self-help resource a viable option

+ Other treatment for depression

Had had (in past three months) or was having treatment with
cognitive behavioural therapy, interpersonal therapy, or
antidepressant

* Intellectual functioning

Intellectual disability or physical limitations precluded the use of the
computer program

* Being suicidal

Scored 7 on item 12 (morbid ideation) or 5 or higher on item 13
(suicidal ideation) on the children’s depression rating scale-revised
» Suicide or self-harm

A clinician assessed the adolescent to be at high risk of self-harm or
suicide

* Children’s depression rating scale

Raw score was less than 30 on children’s depression rating scale-
revised

* Another major mental health disorder

Had another major mental health disorder where the primary focus
was not depression

Sample characteristics
» Depression severity

who opened the envelope,
informed the young person of
the allocation, and organised
access to SPARX or treatment
as usual

Blinding of participants and
personnel

* High risk of bias

Patients and clinicians were
not blinded

Blinding of outcome
assessment

* Low risk of bias

Assessors were blind to
intervention group allocation.
Those analysing data were
blind to treatment allocation

Incomplete outcome data

* Low risk of bias

No significant differences for
discontinuation between the
groups
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Depression symptoms Selective reporting

» Sample size * Low risk of bias

187

* Split between study groups

Computer-based CBT: 94 Treatment as usual: 93 Other sources of bias
* Loss to follow-up * Low risk of bias

For the computerised CBT group, 2 did not receive the randomised No other biases were identified
intervention, 9 did not complete the post-treatment assessment (2

discontinued treatment) and a further 2 did not complete the follow up

assessment. In the treatment as usual group, 8 did not complete the  Qverall risk of bias

post-treatment assessment (1 discontinued treatment) e Low

» Sex (M/F)

Computer-based CBT: 35/59 Treatment as usual: 29/64

* Mean age (SD) Directness

Computer-based CBT: 15.55 (1.54) Treatment as usual: 15.58 (1.66) . Directly applicable
» Family origin or ethnicity

New Zealand European/Maori/Pacific/Asian/Other Computer-based

CBT: 55/24/8/4/3 Treatment as usual: 56/21/7/8/1

Interventions

» Computer-based CBT

SPARX, an interactive fantasy game designed to deliver CBT.
Consists of 7 modules

Comparisons
» Usual care
Treatment as usual (primarily face-to-face counselling by clinical
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psychologists or trained counsellors)

Outcome measure(s)

* Depressive symptoms

Children’s depression rating scale - revised version Reynolds
adolescent depression scale - second edition Mood and feelings
questionnaire

* Discontinuation for any reason

* Quality of life

PQ-LES-Q
Mufson (1999) Efficacy of interpersonal Data extraction (intervention) Random sequence
psychotherapy for depressed < Antidepressants use generation
adolescents Unclear use of antidepressants: Antidepressants are not mentioned in * Low risk of bias
the paper Randomisation was
implemented by drawing 100
random numbers from a
Study type uniform distribution, the lowest
* Randomised controlled trial 5 numbers within each block of
10 were assigned
interpersonal psychotherapy,
Inclusion criteria the highest to clinical
+ Hamilton rating scale for depression monitoring
Score of =>15
* Age
12-18 Allocation concealment
» Major depressive disorder * Unclear risk of bias

Meet DSM-III-R criteria for major depressive episode (assessed using No details of allocation
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the Children’s Depression rating scale score =>40)

Exclusion criteria

* Bipolar disorder

Bipolar I or Il

» Substance misuse disorder
Substance abuse disorder

* Obsessive compulsive disorder
« Eating disorder

Current eating disorder

» Conduct disorder

* Other treatment for depression
Receiving other treatment for major depressive disorder
* Being suicidal

Actively suicidal

* Psychosis

* Chronic iliness

Chronic medical illness

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

48

* Split between study groups

Interpersonal psychotherapy: 24 Clinical monitoring: 24
* Loss to follow-up

3 did not complete treatment in the interpersonal therapy group and

concealment

Blinding of participants and
personnel

* High risk of bias

No blinding of participants

Blinding of outcome
assessment

* Low risk of bias

Blinded assessor assessed
whether participants should be
removed from the study at 8
weeks due to worsening
symptoms and outcomes
measures were assessed by
blinded assessor

Incomplete outcome data
* High risk of bias

High attrition in clinical
monitoring group
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13 from the clinical monitoring group (includes those who were Selective reporting

removed from the study due to worsening symptoms) * Low risk of bias

» Sex (M/F)

Interpersonal psychotherapy: 7/17 Clinical monitoring: 6/18

* Mean age (SD) Other sources of bias
Interpersonal psychotherapy: 156.9 (1.7) Clinical monitoring: 15.7 (1.4) « Low risk of bias

» Family origin or ethnicity No other biases were identified
Not reported

Overall risk of bias
Interventions * Moderate
* Individual interpersonal psychotherapy
Twelve weekly sessions + telephone contact for first 4 weeks.
Adapted for adolescents from adult interpersonal psychotherapy. Directness
Addressed separation from parents, exploration of authority, « Directly applicable
development of dyadic interpersonal relationships, death of a friend,
peer pressure and single parent families

Comparisons

* Monitoring

Monthly sessions for 30 minutes with option for extra session within
month if needed. Manual based. No advice or skills training was
given, reviewed depressive symptoms, school attendance and
suicidality

Outcome measure(s)
* Depressive symptoms
Hamilton rating scale for depression Beck depression inventory
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Mufson (2004)

A randomized effectiveness
trial of interpersonal
psychotherapy for depressed
adolescents

* Discontinuation for any reason
Including those removed by trial staff due to suicidality, non-
compliance, school refusal or psychotic symptoms

Data extraction (intervention)

* Antidepressants use

None: One of the exclusion criteria was "taking antidepressant
medication”

Study type
* Randomised controlled trial

Inclusion criteria

» Hamilton rating scale for depression

Score of =>10 at initial intake and baseline

* Age

12-18

* Depression

Diagnosis of major depression, dysthymia, adjustment disorder with
depressed mood or depressive disorder not otherwise specified
according to DSM-IV criteria

» Language

English speaking students were accepted at all 5 schools. In 2
schools, monolingual Spanish-speaking students were accepted as
well

* Children's global assessment scale

Random sequence
generation

* Low risk of bias
Randomisation was done
using random number tables at
the level of the student for 4
schools, and at the level of the
therapist for one school (n=7)

Allocation concealment
» Unclear risk of bias

No details of allocation
concealment

Blinding of participants and
personnel

* High risk of bias

Patients and treating clinicians
were unblinded

Blinding of outcome
assessment
» Low risk of bias
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Score of 65 or lower at initial intake and baseline Assessors were blind to group
allocation

Exclusion criteria

* Mental retardation Incomplete outcome data

* Schizophrenia * Low risk of bias

* Other treatment for depression No significant differences for
Currently in treatment for depression or taking antidepressant discontinuation between the
medication groups

* Being suicidal

Actively suicidal

» Substance abuse Selective reporting

* Psychosis * Low risk of bias

* Life- threatening medical illness

Other sources of bias
Sample characteristics * Low risk of bias
* Depression severity No other biases were identified
Depressive disorder diagnosis
» Sample size
63 Overall risk of bias
* Split between study groups « Moderate
Interpersonal psychotherapy: 34 Treatment as usual: 29
* Loss to follow-up
In the interpersonal psychotherapy group 4 discontinued the Directness
intervention (2 were withdrawn for non-compliance, 1 changed « Directly applicable
school, 1 could not maintain contact with guardian). In the treatment
as usual group 2 discontinued the intervention (1 referred to ED
[emergency department?], 1 changed schools)
* Sex (M/F)
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Interpersonal psychotherapy: 3/31 Treatment as usual: 7/22

* Mean age (SD)

Interpersonal psychotherapy: 16.3 (2.1) Treatment as usual: 14.9
(1.7)

» Family origin or ethnicity

Hispanic Interpersonal psychotherapy: 26 Treatment as usual: 19

Interventions

* Individual interpersonal psychotherapy

Delivered as 12 sessions during a 12- to 16-week period. Therapists
provided 8 consecutive 35-min weekly sessions followed by 4
sessions scheduled at any frequency during the ensuing 8 weeks

Comparisons

*» Usual care

Whatever psychological treatment would have been received in the
school-based clinic if the study had not been in place. The
psychotherapy varied but closely resembled supportive counselling.
Most got individual psychotherapy, 8 also got family psychotherapy
and 5 received group psychotherapy

Outcome measure(s)

* Depressive symptoms

Hamilton rating scale for depression
* Functional status

Children’s global assessment scale
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Noel (2013)

Depression Prevention
among Rural Preadolescent
Girls: A Randomized
Controlled Trial

* Discontinuation for any reason

Data extraction (intervention)
* Antidepressants use

Unclear use of antidepressants: Antidepressants are not mentioned in

the paper

Study type
* Randomised controlled trial

Inclusion criteria

* Age

13-15

« Centre for epidemiologic studies depression scale
Scored =>10

» School grades

Enrolled in seventh or eighth grade

* Sex

Female

« Kiddie-Schedule for affective disorders and schizophrenia
Participants endorsed question 1 or 3 (depressed mood or
anhedonia) as moderate or severe for the current month

Exclusion criteria
« Kiddie-Schedule for affective disorders and schizophrenia

Met formal criteria for depression on Kiddie-Schedule for affective

Random sequence
generation

* Low risk of bias
Randomisation was done
using a random number table
by a research assistant who
was not involved in the
assessments

Allocation concealment
» Unclear risk of bias

No details of allocation
concealment

Blinding of participants and
personnel

* Unclear risk of bias

No details of blinding (presume
unblinded)

Blinding of outcome
assessment

* Unclear risk of bias

No details of blinding (presume
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disorders and schizophrenia interview

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

34

* Split between study groups

Group CBT: 20 Waiting list: 14

* Loss to follow-up

No details reported

» Sex (M/F)

Group CBT: 0/20 Waiting list: 0/14

* Mean age (SD)

Group CBT: 13.64 (0.842) Waiting list: 13.85 (0.898)
» Family origin or ethnicity

African American/non-Hispanic white/Hispanic Group CBT: 16/3/1
Waiting list: 12/1/1

Interventions

» Group CBT

Twelve 90-minute peer-led sessions guided by CBT principles. Peer
facilitators were from an older year group and teachers were also
present. Peer facilitators received 3 days of training and briefing and
debriefing before and after each session

unblinded)

Incomplete outcome data

* Unclear risk of bias

No details of attrition reported
for either group

Selective reporting
* Low risk of bias

Other sources of bias
* Low risk of bias
No other biases were identified

Overall risk of bias
¢ Moderate

Directness
* Directly applicable
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Comparisons
» Waiting list

Outcome measure(s)
* Depressive symptoms
Kiddie-schedule for affective disorders and schizophrenia

O'Shea (2015) Group versus individual Data extraction (intervention) Random sequence
interpersonal psychotherapy < Antidepressants use generation
for depressed adolescents None: One of the exclusion criteria was "undergoing pharmacological < Unclear risk of bias
treatment for depression currently or in the past month" Method of randomisation was
not reported
Study type
» Randomised controlled trial Allocation concealment

* Unclear risk of bias
No details of allocation
Inclusion criteria concealment
» Major depressive disorder
Determined by the schedule for affective disorders and schizophrenia

for school-age children - epidemiological version, 5th edition Blinding of participants and
personnel
* High risk of bias
Exclusion criteria No details of blinding of
* Bipolar disorder participants and personnel
Bipolar I or Il diagnosis (assume unblinded)

« Suicidal idea
Currently reporting suicidal intentions or severe ideation
* Other treatment for depression
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Undergoing psychological or pharmacological treatment for
depression currently or in the past month

+ Chronic physical illness

* Psychosis

+ Significant developmental delay

Sample characteristics

* Depression severity

Depressive disorder diagnosis

» Sample size

39

* Split between study groups

Group IPT: 20 Individual IPT: 19

* Loss to follow-up

Group IPT: 1 Individual IPT: 7

» Sex (M/F)

Not reported for each group separately: 6/33

* Mean age (SD)

Not reported for each group separately: 15.3 (1.3), range 13 to 19
 Family origin or ethnicity

Not reported for each group separately Aboriginal: 1 Caucasian: 38

Interventions

+ Individual interpersonal psychotherapy

The intervention comprised 12 sessions, conducted once per week
over 12 weeks, with sessions lasting 50 to 60 minutes, with one
therapist to each client. Four maintenance sessions were provided
during the 12-month follow-up period. The intervention included 3

Blinding of outcome
assessment

* Low risk of bias
Interviewers were blind to the
experimental condition of the
participants

Incomplete outcome data

* High risk of bias

High rate of attrition for
individual IPT 37% compared
to group IPT 5%

Selective reporting
* Low risk of bias

Other sources of bias
» Low risk of bias
No other biases were identified

Overall risk of bias
* Moderate
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main phases: 1) 4 sessions; first 2 sessions aimed to identify and Directness
clarify the adolescent's interpersonal difficulties in one or more * Directly applicable
principal problem areas; sessions focused on identifying links
between specific interpersonal situations and low mood and
depression, clarifying the principal problem area(s), identifying the
communication patterns of those involved, and beginning to discuss
alternative ways of responding 2) sessions 5 to 9 focused on the
particular interpersonal problems identified by participants, exploring
the adolescent's perceptions and expectations relating to those
situations, and assisting the young person to develop strategies and
skills for more effective management of interpersonal problem
situations 3) sessions 10 to 12 were focused on the termination
phase, including anticipating future problems, putting in place
contingency plans for future treatment, and encouraging the young
person to feel a sense of mastery over the targeted problems, in
addition to consolidation of skills for managing interpersonal issues.

* Group interpersonal psychotherapy

The content of the group IPT sessions closely mirrored the individual
IPT sessions but was adapted for group delivery. Sessions lasted
approximately 90 minutes to accommodate group discussion of
individual group member issues. Each session was conducted with
groups of 6—8 adolescents. The first two sessions were conducted on
an individual basis.

Outcome measure(s)

* Depressive symptoms

Beck depression inventory — Il

* Remission

No longer met criteria for major depressive disorder diagnosis as
determined by the schedule for affective disorders and schizophrenia
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for school-age children - epidemiological version, 5th edition
* Functional status
Children's global assessment of functioning

Poole (2018) A Randomized Controlled Data extraction (intervention) Random sequence

Trial of the Impact of a * Antidepressants use generation

Family-Based Adolescent Unclear use of antidepressants: Antidepressants are not mentioned in * Low risk of bias

Depression Intervention on the paper Block randomisation was done

both Youth and Parent using an online random

Mental Health Outcomes. number sequence and tossing
Study type a coin to allocate intervention
* Randomised controlled trial and control
Inclusion criteria Allocation concealment
* Age * Low risk of bias
12-18 Sequentially numbered,
* Depression opaque, sealed envelopes
Currently meeting DSM-IV criteria for a depressive disorder (major were used to store the
depressive disorder, minor depressive disorder, or dysthymic allocations, kept with the trial
disorder) as assessed on the structured clinical interview for DSM-1V  manager. Those allocating to
childhood diagnoses (KID-SCID) treatment condition (intake

workers) were blinded to the
randomisation sequence and
Exclusion criteria the overall study hypotheses.
* Bipolar disorder
* Psychotic disorder

On the KID-SCID Blinding of participants and
* Pervasive disorder personnel
Pervasive developmental disorder including Autism * Low risk of bias
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» Mania/hypomania

* Hospitalisation

When severity of psychiatric presentation required an acute inpatient
admission

* Intellectual functioning

Intellectual disability or a severe mental illness requiring inpatient
treatment or otherwise impairing their ability to participate in a group
program

* Drug use disorder

Drug dependence other than alcohol nicotine or cannabis use

* Language

Unable to understand spoken English

* Pregnant

» Unable to complete questionnaires

Unwilling to undertake the minimum requirements for entry to the
study including completion of the consent form, telephone KID-SCID
interview, and the baseline questionnaire, where there was an
insufficient address for follow-up or an unwillingness to be followed-
up

* Involved in a current child protection investigation

* Exclusion of families

If the parent(s) or caregiver(s) were unwilling or unable to participate
in the program

Sample characteristics

* Depression severity
Depressive disorder diagnosis
» Sample size

64

* Split between study groups

Therapists were blinded to the
content of the alternate
interventions, in that they were
not informed as to whether
they were delivering the
experimental or control
condition in the study and had
no knowledge of the content of
the alternate intervention.

Blinding of outcome
assessment

* Low risk of bias

Those assessing clients and
collecting and entering data
were also blind to the
participant intervention status.

Incomplete outcome data
* Low risk of bias

Low rate of attrition around
20% and no significant
differences across groups

Depression in children and young people: identification and management: evidence review for psychological interventions DRAFT (January 2019)

231



DRAFT FOR CONSULTATION
Psychological interventions for depression

Family-based intervention for adolescent depression (BEST MOOD): Selective reporting

31 Treatment as usual supportive parenting program (PAST): 33 * Low risk of bias

* Loss to follow-up

Family-based intervention for adolescent depression: 6 Treatment as

usual supportive parenting program: 8 Other sources of bias

» Sex (M/F) * Low risk of bias
Family-based intervention for adolescent depression: 8/23 Treatment No other biases were identified
as usual supportive parenting program: 9/24

* Mean age (SD)

Family-based intervention for adolescent depression: 15.0 (1.3) Overall risk of bias
Treatment as usual supportive parenting program: 15.3 (1.4) e Low
» Family origin or ethnicity
Not reported
Directness

* Directly applicable
Interventions

* Family therapy

Family therapy (BEST MOOD) was structured so that the first four
sessions were exclusively for parents, with young people and their
siblings invited to attend from week five through to eight. BEST
MOOD is a family systems therapy focused on parent-child
communication, stress reduction, psychoeducation and elements of
attachment theory such as parental sensitivity, responses to grief and
loss, and the understanding of stressful or frightening family
environments. It was designed to address both individual and family-
related factors in the treatment of adolescent depression.

Comparisons
* Usual care
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A randomized controlled trial
comparing two cognitive-
behavioral programs for
adolescent girls with
subclinical depression: A
school-based program (Op
Volle Kracht) and a
computerized program
(SPARX).

Poppelaars (2016)

Usual care (PAST) program was a fully manualised treatment that
sought to approximate a treatment-as-usual condition. PAST
contained supportive counselling to assist parents to acknowledge
and express concerns about their young person, general
psychoeducation to enhance parents' knowledge and understanding
about adolescent depression, and support group options.

Outcome measure(s)

* Depressive symptoms

Short moods and feelings questionnaire
* Functional status

Strengths and difficulties questionnaire

Data extraction (intervention)

» Additional comments

TO was taken as baseline (entry assessment for eligibility)

* Antidepressants use

Unclear use of antidepressants: Antidepressants are not mentioned in
the paper

Study type
* Randomised controlled trial

Inclusion criteria

* Age

11-16

* Reynolds adolescent depression scale

Random sequence
generation

* Low risk of bias
Randomisation was done at
school level using random
number generation

Allocation concealment

* Low risk of bias

An independent researcher
randomly assigned participants
to one of the 4 groups
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Score 270th percentile on depressive symptoms within the sample
(RADS-2 score 259, n=297)

» Sex

Female

* School grades

First or second grade of secondary education

Exclusion criteria

+ Suicidal idea

Suicidal ideation (score 2 on children's depression inventory item 9)
* Currently receiving mental health care

Sample characteristics

* Depression severity

Depression symptoms

» Sample size

208

* Split between study groups

Group CBT (Op Volle Kratch [OVK]): 50 Computer-based CBT
(SPARX): 51 Combined OVK and SPARX: 56 Monitoring control: 51
* Loss to follow-up

Group CBT: 5 Computer-based CBT: 7 Combined: 4 Monitoring
control: 1

» Sex (M/F)

All were females

* Mean age (SD)

Group CBT: 13.4 (0.74) Computer-based CBT: 13.2 (0.81)
Combined: 13.4 (0.61) Monitoring control: 13.2 (0.64)

Blinding of participants and
personnel

* High risk of bias

Due fto clear differences in
programme delivery models, it
was not possible for
participants, researchers, and
therapists to be blinded to
intervention assignment.

Blinding of outcome
assessment

* Low risk of bias
Questionnaires were filled out
digitally

Incomplete outcome data

* Low risk of bias

Low rate of attrition <15% and
no significant differences
across groups

Selective reporting
* Low risk of bias
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» Family origin or ethnicity Other sources of bias
Not reported * Low risk of bias
No other biases were identified

Interventions

* Group CBT Overall risk of bias
Group CBT (OVK) was based on a depression prevention programme * Low

adapted for Dutch adolescents from the Penn Resiliency Programme.

In this study only the first 8 lessons teach CBT principles and the last

8 lessons focus on social problem solving. In the current study only Directness

the first 8 lessons were provided to decrease the length of the » Directly applicable
programme and to provide a better match to the SPARX programme.

» Computer-based CBT

Computer-based CBT was based on SPARX which is a CBT-based

treatment for clinical depression in the form of an interactive fantasy

game intended for adolescents. The programme consists of 7 levels

in which balance needs to be restored in a fantasy world plague by

negative thoughts. CBT principles are introduced and practiced

through challenges, educational interactions with a guide, and real-life

homework tasks.

» Combined interventions

The combined OVK and SPARX condition consisted of both the 8

sessions of OVK and weekly use of SPARX.

Comparisons
* Monitoring
Active monitoring control group received no formalised programme
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but rated their depressive symptoms digitally every week.

Outcome measure(s)

* Depressive symptoms

Reynolds adolescent depression scale second edition

» Suicidal ideation

Children's depression inventory item 9 score 2 'l want to end my life’

Puskar (2003) Effect of the Teaching Kids to Data extraction (intervention) Random sequence
Cope (TKC) program on * Antidepressants use generation
outcomes of depression and  Unclear use of antidepressants: Antidepressants are not mentioned in  Low risk of bias
coping among rural the paper Permuted block randomisation
adolescents. was used within school sites
with equal allocation to control
Study type and intervention

« Randomised controlled trial

Allocation concealment

Inclusion criteria * Unclear risk of bias

* Age There were no details of how
At least 13 allocation concealment was

* Reynolds adolescent depression scale ensured

Score at least 60
* Live in a rural area
* No history of a death of a family member or friend Blinding of participants and
in the last year personnel
* High risk of bias
No discussion of blinding —
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Exclusion criteria presume unblinded
* None reported

Blinding of outcome

Sample characteristics assessment

* Depression severity * High risk of bias
Depression symptoms No discussion of blinding —
» Sample size presume unblinded

89

* Split between study groups

Group CBT: 46 No treatment: 43 Incomplete outcome data
* Loss to follow-up * Low risk of bias

10 group CBT and 8 no treatment subjects dropped out at some point No significant differences for
during the study (further details not provided) attrition between the groups
» Sex (M/F)

16/73

* Mean age (SD) Selective reporting

16 (0.95) « Low risk of bias

» Family origin or ethnicity

Not reported

Other sources of bias
* Low risk of bias

Interventions No other biases were identified
» Group CBT
‘Teaching kids to cope’ programme. Group CBT 45 minute sessions
in school time for 10 weeks (frequency of sessions not reported) Overall risk of bias
* Moderate
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Comparisons Directness
* No treatment * Directly applicable

Outcome measure(s)
* Depressive symptoms
Reynolds adolescent depression scale

Reynolds (1986) A comparison of cognitive- Data extraction (intervention) Random sequence
behavioral therapy and * Antidepressants use generation
relaxation training for the None: One of the exclusion criteria was concurrent use of medication + Low risk of bias
treatment of depression in for depression Randomisation was by
adolescents. computer-generated random
number, blocked by gender
Study type and school

« Randomised controlled trial

Allocation concealment

Inclusion criteria * Unclear risk of bias
* Beck depression inventory No details of allocation
Score of =>12 concealment

* Reynolds adolescent depression scale
Score of =>72

* Bellevue inventory for depression Blinding of participants and
Score of =>20 personnel
* High risk of bias
Participants presumed
Exclusion criteria unblinded

* Mental retardation
* Other treatment for depression
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Receiving other treatment for major depressive disorder Blinding of outcome

* Intellectual functioning assessment

Learning disabilities * Low risk of bias

* Emotional disturbance Assessors were blinded to the
Other than affective disorder condition that participants were

allocated to

Sample characteristics

* Depression severity Incomplete outcome data
Depression symptoms * Low risk of bias

» Sample size No significant differences for
30 afttrition between the groups

* Split between study groups

Group CBT: 9 Group Relaxation: 11 Waiting list Control: 10

* Loss to follow-up Selective reporting
1 participant broke randomisation and moved from the CBT group to < Low risk of bias
the relaxation group. 3 subjects from each of the CBT and relaxation

groups dropped out of treatment. A further 2 from the relaxation group

and 1 from the waitlist group did not participate in follow up Other sources of bias

» Sex (M/F) * Low risk of bias

11/19 No other biases were identified
* Mean age (SD)

15.65

» Family origin or ethnicity Overall risk of bias
Non-White: 0 * Moderate

Interventions Directness

* Relaxation * Directly applicable

Group relaxation: Ten 50min group sessions over 5 weeks.
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Rickhi (2015) Evaluation of a spirituality
informed e-mental health tool
as an intervention for major
depressive disorder in
adolescents and young
adults - a randomized

controlled pilot trial

Progressive muscle relaxation exercises with relaxation tasks to
complete at home

* Group CBT

Ten 50 min group sessions over 5 weeks

Comparisons
» Waiting list

Outcome measure(s)

* Depressive symptoms

Beck depression inventory Bellevue index of depression Reynolds
adolescent depression scale

Data extraction (intervention)

* Antidepressants use

Yes: Antidepressants at baseline (younger sample [12 to 18 years])
Guided self-help (3 participants of 18 [16.6%)]) Waiting list (2
participants of 13 [15.3%)])

Study type
* Randomised controlled trial

Inclusion criteria

* Age

13-24

* Major depressive disorder

Random sequence
generation

* Low risk of bias

A randomisation list was
generated

Allocation concealment

* Low risk of bias

The randomisation list was
generated by a statistician and
maintained by an administrator
who had no other involvement
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Confirmed diagnosis on the DSM-IV-TR (mild to moderate severity)

* Children’s depression rating scale

Revised version raw baseline score of 40 to 70

* Depressive symptoms

Suspicion he/she might be suffering from depression

» Medication

Stabilized on anti-depressants, if applicable

+ Study participation

Agreement to committing 2 to 3 hours per week to complete each
module and attending four to five in-person study visits. Agreeable to
having the study team contact the health professional prior to
enrolment, at completion of study and if it was evident additional
support was needed for the participant during the course of the study.
Interested in study participation.

* Health care

Currently under the care of a health care professional

Exclusion criteria

* Bipolar disorder

* Psychot