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SLIDE 1: Title Slide
Welcome to this presentation which will contain a rehabilitative proposal for Major Depressive Disorder (MDD) in Children and Adolescents with Autism Spectrum Disorder (ASD).
SLIDE 2: Contents 
As shown, here is the content for this presentation which will be discussed in more detail throughout.
SLIDE 3: MDD and ASD
MDD is characterised as “a major depressive episode for a period of at least 2 weeks” … consisting of …” depressed mood or the loss of interest or pleasure in nearly all activities”. Children and adolescents with the disorder may present as irritable or sad (DSM-5) (American Psychiatric Association, 2013, p. 160). Autism Spectrum Disorder or ASD is a neurodevelopmental disorder characterised by “Persistent deficits in social communication and social interaction across multiple contexts with restricted, repetitive patterns of behaviour, interests, or activities” (American Psychiatric Association, 2013, p. 160). The prevalence of MDD in children and adolescents with ASD varies across studies but the comorbidity of the two disorders appears significant (Chandrasekhar & Sikich, 2015; Halvorsen et al., 2024; Henry et al., 2014; Hudson et al., 2018; Stewart et al., 2021)

SLIDE 4: Lay Summary
Here is a lay summary of the intended rehabilitative treatment plan.
SLIDES 5 & 6: Literature Review

There are apparent issues present in the screening of MDD. Although some authors claim that screening is successful at identifying this often-disregarded disorder among medical professionals (Otte et al., 2016; Reynolds & Frank, 2016), others argue that a universal screening process for MDD is unfeasible and lacks empirical support (Screening for Depression in Adults: An Updated Systematic Evidence Review for the U.S. Preventive Services Task Force [Internet], 2016; Thombs et al., 2014). In the current case regarding children and adolescents with ASD and co-existing MDD, more specific, standardised methods for diagnosis are required, as is the exploration into the efficacy of treatment using medication and psychosocial therapy (Chandrasekhar & Sikich, 2015; Magnuson & Constantino, 2011, Stewart et al., 2021). This is concerning considering that diagnoses for mood disorders inform clinical care. Prompt and accurate diagnosis could allow individuals the best possible outcomes (Halvorsen et al., 2024) by receiving timely, relevant, and informed treatment (Holmboe & Durning, 2014). 								The characteristics of ASD in social, cognitive and communication deficits may further complicate the diagnostic process as MDD in children and adolescents with ASD can present challenges due to atypical expressions and difficulty in articulating depressive symptoms (Chandrasekhar & Sikich, 2015) which could explain the previously mentioned variation in prevalence rates throughout research of depressive disorders among children with ASD (Magnuson & Constantino, 2011). Further, research within this population is insufficient in standardised diagnostic criteria for identifying depression in individuals with ASD, and trajectories of depressive disorders into adulthood (Henry et al., 2014). A validated diagnostic method suitable for this age group such as the Autism Comorbidity Interview-Present and Lifetime Version (ACI-PL) (Leyfer et al., 2006) should be used as it contains robust psychometric properties. However, the evaluation of symptoms should be conducted by a clinician with comprehensive knowledge of ASD and its related symptoms and the ability to distinguish these from symptoms of depressive disorders which may overlap could be attributable to genetic influences (Halvorsen et al., 2024). 						Both pharmacotherapy and psychotherapy are most effective when administered in combination to individuals with MDD rather than individually (Cuijpers et al., 2015; Dunlop, 2016; Hudson et al., 2018; Otte et al., 2016). However, they are difficult to compare individually due to methodological discrepancies between research studies such as various blinding stages during randomised controlled trials (Amick et al., 2015; Boutron et al., 2006). Most patients respond instantly and positively towards medication in the treatment of their symptoms of MDD. Escitalopram (aged 12+ years) is the preferred form of SSRI followed by fluoxetine (aged 8+ years) due to their efficacy and tolerability in children and adolescents. However, previous pharmacological history of the child and family members should be used to inform the decision of prescribed medications. 							After receiving the lowest dosage of escitalopram for 2 weeks, this can be increased if symptoms do not improve (Warnick et al., 2021). If after 6 weeks there is still no progress, consider fluoxetine as a replacement SSRI (Brent et al., 2009), or another class of medication to increase norepinephrine alongside escitalopram should be used. This additional medication may improve functioning, energy, and concentration levels. Patients should receive engaging and collaborative care whereby they are educated throughout their treatment of MDD and their medication, including its side effects (Warnick et al., 2021) and non-compliance risks (in developmentally appropriate ways) to prevent nonadherence to medication, which may be a common occurrence (Katon et al., 2015; Sirey et al., 2017). Importantly, the FDA had issued a black box warning for SSRIs in adolescents, yet more recent systematic review showed that both fluoxetine and escitalopram improved depressive symptoms in adolescents, and this included randomised placebo-controlled trials (Ignaszewski & Waslick, 2018). 		Wide scale research has demonstrated cognitive-behavioural therapy as an effective treatment for treatment resistant and severe depression (Negt et al., 2016; Wiles et al., 2013; Wiles et al., 2016). CBT focuses on the interactive effects on one’s thoughts, behaviours, and physiology by utilising cognitive and behavioural restructuring techniques to navigate through stressful circumstances and redirect negative thoughts (Craske, 2017). CBT can be provided in person or through digitalised means based on the preferences of the child or young person, without comprising its efficacy (Amick et al., 2015; Gajaria et al., 2015; Khatri et al., 2014; Sztein et al., 2017). 									More recently, due to the rising numbers of mental health issues in children and young people, digital CBT has been offered as a supposedly accessible, and preferred, simplistic method of therapy for this population (Lehtimaki et al., 2021; NICE, 2023). CBT for depressive disorders has also demonstrated neurological alterations among brain regions involved in emotional regulation processing including the amygdala, anterior cingulate cortex, and the prefrontal cortex. However, further exploration is needed to understand how this may relate to clinical research findings (Young & Craske, 2018). 					The bidirectional impact of living with an individual with ASD is also an important and complex consideration on the family system; relative to parental stress, escalation in ASD symptoms, and the effect of this on neurotypical siblings (Tudor & Lerner, 2014). Family therapy should be incorporated into the treatment of MDD in ASD children and adolescents to improve their support systems, reduce familial stress levels and adverse behaviours, and increase holistic individual and family welfare (Chandrasekhar & Sikich, 2015; Ramanuj et al., 2019).
SLIDE 7: Proposed methodology
The proposed methodology will be discussed next and will involve these presented elements.
SLIDE 8: Rehabilitative treatment
The design is a rehabilitative intervention for children and adolescents with comorbid MDD and ASD. An ACI-PL will be completed at baseline and throughout stages of treatment. Pharmacological and psychotherapeutic collaborative care will be provided and the use of SSRI's.
SLIDE 9: Target population and recruitment
The target population is children and adolescents aged 8-19 years based on medication requirements and adolescence age range (Warnick et al., 2021; World Health Organization: WHO, 2019) who are diagnosed with both ASD and MDD. They will be invited to partake in this rehabilitative treatment plan with their parents or legal guardians. Permission with aim to prevent misdiagnosis and relapse into recurrent depressive episodes and suicide occuring in in this population. Further reducing the impact of MDD on children and adolescents with ASD and the cost on public health services, whilst providing protection from progression of the disorder and improving prognosis.
SLIDE 10: Materials/measures
Here is a list of the materials and measures needed to carry out the rehabilitative treatment.
SLIDE 11: Procedure 
The treatment plan will begin in 3 stages based on research findings from randomised controlled trials and systematic reviews of randomised controlled trials (Warnick et al., 2021). An ACI-PL will be conducted before beginning treatment and will start with the acute stage. Where the patients will be monitored every week for the first 4 weeks (using the ACI-PL) after beginning escitalopram. 								Then fortnightly for a month, and finally every 12 weeks to assess treatment efficacy and potential side effects from medication, specifically risk of suicide in this population. Provide CBT to the patient and family therapy via an integrated behavioural health care (Warnick et al., 2021) model. This means providing a service to increase the quality and accessibility of mental health care collaboratively with patients (and their families) to overcome mental health issues and adverse behaviours (Ramanuj et al., 2019). Positive effects of treatment could vary from 2 weeks after commencement to more than 12 weeks later, consider fluoxetine as a replacement SSRI if no change is seen (Brent et al., 2009). In person or phone consults may be used dependent on the impact of the patients’ symptoms on their functioning, access to resources, and their preference. These assessments have shown efficacy in support for MDD symptom alleviation (Otte et al., 2016; Warnick et al., 2021). 	This is then followed by the continuation phase which occurs 12 weeks post treatment commencement. Medication in children and adolescents should be continued for 6 – 12 months if experiencing the first major depressive episode, or longer than 1 year if it’s a repeated episode (Choe et al., 2012) to prevent relapse. If any symptoms of depression are still presenting during this time, it could be indicative of risk towards another major depressive episode. In-person CBT sessions should also be provided as required, assessing risk for relapse. 										And finally, the maintenance stage which should be ongoing if at high risk of relapse and is dependent on clinical history, severity, and frequency of episodes. Medication should be considered as a form of long-term treatment and possible environmental triggers contributing to depressive episodes taken into consideration to prevent further episodes from occurring (Warnick et al., 2021).
SLIDE 12: Ethical Considerations
Allowing children and adolescents with ASD to make decisions in their own treatment plan, ethical principles relating to children’s and adolescents’ vulnerability, disclosures of abuse, neglect, or self-harming behaviours, and their right to autonomy should be upheld throughout their treatment. Clearly set boundaries should be agreed upon by the treatment provider, the young person and their family including the need to disclose sensitive information at times (Goldsmith & Roberts, 2016). 								Mental health professionals may have implicit stigmatising beliefs about this population based on intellectual deficits and communication delays which could threaten their autonomy compared to those who are neurotypical (McVey et al., 2023). The British Psychological Society (BPS) guidelines (“Safeguarding Children and Young People: Every Psychologist’s Responsibility,” 2018; The BPS Code of Human Research Ethics, 2021) must be applied to practice ensuring the child’s welfare, access to equal opportunities, quality treatment, and positive outcomes through anti-discriminatory practice. 
Informed consent, assent and maintaining confidentiality among this vulnerable participant population is vital. Age and developmentally appropriate procedures should be used to inform young people of their rights, allowing them to have a voice and choice over their treatment and obtain parental or legal guardians consent for their child to partake in the rehabilitative program.

SLIDE 13: Planned analysis
To analyse the efficacy of the treatment provided an AC-IPL should be conducted before, beginning treatment and throughout to look for signs of remission in the patient, and long-term treatment should be considered for those who experienced severe or recurrent depressive episodes.
SLIDE 14: Outcomes Measures

To support the potentially complex needs of children and adolescents with ASD and comorbid MDD to uphold their welfare and provide them the best possible outcome from the rehabilitative treatment upholding their rights, individuality, and preferences to ensure engagement and improve symptoms of MDD. Overall, reducing suicide rates and reoccurring major depressive episodes in this population.

SLIDE 15: End Slide
That concludes the presentation, thanks very much for listening.
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