Presentation
Lay summary
The intended proposal seeks to establish Interpersonal psychotherapy, Cognitive behavioural therapy (CBT) and Nefazodone (medication) for individuals who have been diagnosed with major depressive disorder (MDD). The aims of these programmes are to ensure the patient can develop coping mechanisms, have an increased psychological well-being and to better regulate their emotions. The patients will be assessed before and after treatment using the Major Depression Inventory (MDI), which was designed to measure the severity of depression (Olsen et al, 2003), to observe the progress that the treatments have had and if any further action should be taken. 
Background literature
The DSM-5 currently reiterates that major depressive disorder is characterised by one or more depressive episodes that are concurrent for two weeks or longer, there must be obvious changes within the individual’s mood, interests, and leisure, while also enduring changes in cognition and being in a vegetative state (Otte et al, 2016). However, the inclusion of exclusion criteria is detrimental as the characteristics of MDD are also symptomology of Bipolar and Schizophrenia and has been found to be co-morbid with diabetes mellitus, heart disease and stroke (Otte et al). Previous research suggests that genetics may play a role in the contraction of MDD, with twin studies implying a 37% chance of heritability, with an increased chance from early-onset, acute and persistent depression (Belmaker & Agam, 2008). 
Furthermore, previous research suggests that the lifetime prevalence of MDD is estimated at 17%, however this statistic is based within the United States and cannot be generalised globally, nevertheless it can still be argued that MDD is significantly increasing, this may be due to the increase in recognition and understanding on the disorder (Fava & Kendler, 2000). The first reported cases of MDD usually occur when an individual is in their mid-20’s, although it may establish in childhood or during old age, with recent studies indicating reports of diagnosis being given at an earlier age than what has been previously stated (Zisook et al, 2004). The diagnostic criteria remain the same during all stages of life, with an exception for children and adolescents being that irritability is a more persistent symptom rather than sadness (Zisook et al). The research suggests that a psychiatric disorder such as MDD, is closely linked with self-harm and suicide, however it is unclear the association between depression and non-fatal self-harm, 36% of women who self-harm have been found to suffer from endogenous depression (Ennis et al, 2011).The rise of MDD diagnosis is worrying, therefore it is integral to evaluate other methods, such as rehabilitation interventions to decrease the symptoms and probability of relapse in individuals with MDD. 
[bookmark: _Hlk165972893]One form of intervention is interpersonal psychotherapy (IPT), that has been studied intently as a treatment for MDD and has been found to be sufficient in decreasing the depressive symptoms and therefore is essential (Lipsitz & Markowitz, 2013). IPT was originally established in order to treat major depressive symptoms and is able to be adapted to treat individuals of varying age groups, with the therapist working closely with the patient to recognise the definitive interpersonal problem that has led to the disorder (Lipsitz & Markowitz). The technique differs to other forms of therapy as the professional should perceive themselves as more of a friend, ensuring encouragement, optimism and supportiveness and actively avoids transference interpretations, however, should confirm that the patients is aware of the lack of true friendship (Brakemeier & Frase, 2012). 
[bookmark: _Int_zNycSOEs][bookmark: _Int_5c6eu4Yh]The course is essentially divided into three phases, with the initial stage focusing on the patient's symptoms and the understanding of the patient’s interpersonal relationships throughout their life and any changes to these relationships that may have occurred, the therapist and patient then establish the interpersonal problem area leading to an effective treatment plan (Brakemeier & Frase). The middle phases seek to link the depressive symptoms to events that have happened within the individual’s life, the phase also incorporates interpersonal disputes to better communications in relationships, role transitions to establish how an event has altered the patient’s role leading to interpersonal changes and finally, discussing bereavement if applicable (Ravitz, 2004). The final phase reviews therapeutic gains, while providing a contingency plan if the patient is on the verge of a relapse, the feelings of the patient are then disguised to understand if the therapeutic process has had a positive effect, with prolongment if required (Ravitz). Previous research suggests that IPT is more effective when joined with the intake of Nefazodone (Van Hees et al, 2013).
Research regarding MDD, has suggested that individuals who have been previously diagnosed have a 40-60% chance of enduring a relapse (Berking et al, 2013). A systematic reviewing included the use of CBT in the remission period of MDD, with the results showing CBT to be an effective form of treatment in reducing the probability of another depressive episode among patients, thus is imperative for the individual’s mental well-being as it shows the decrease in depressive symptoms (Zhang et al, 2018). The purpose of CBT if for the therapist to influence the patient to establish connections between their thoughts, feelings and actions, while targeting symptoms, thus leading to the patient correcting their irrational and unwanted internalisations and behaviours to those that are more desirable (Lynch et al, 2010). By changing the patients’ internal thoughts and beliefs, CBT has been found to significantly decrease the severity of depressive symptoms, as the patients develop a more logical way of thinking, therefore is beneficial after the interpersonal psychotherapy course as the initial problems have been recognised, therefore the individual could benefit from altering their thought process to be more optimistic (Ashouri et al, 2013)
Proposed methodology. 
The intervention design has been modified using the background research found that specifies the reasoning behind major depression disorder, and the treatments that have been found to be efficient.
Interpersonal Psychotherapy consisting of one-hour sessions weekly over a sixteen-week period. A systematic review concluded Interpersonal psychotherapy alone having a recovery rate of 31.7%, however has an increased efficacy when combined with Nefazodone (Van Hees et al). 
[bookmark: _Int_wIVH1c5g]Nefazodone 100mg tablets to be taken orally for a month and increased to 200mg if necessary for the remaining sixteen weeks. Previous research has shown patients who are treated with Nefazodone showed considerably increased improvements on sleep quality compared to other anti-depressant drugs, this is essential as sleep disturbances are frequently noted among individuals with MDD (Rush et al, 1998). 
CBT consisting of sixteen sessions within a twenty-week period, after the course of interpersonal psychotherapy. A systematic review investigating the efficacy of CBT on MDD, found that CBT was successful in preventing a relapse when individuals participated during their remission period (Zhang et al). 
Outcome measures
[bookmark: _Int_QGEekFgv]The MDI scale will be used before the rehabilitation treatment to assess the severity of the Major Depression Disorder of the individual, the scale will then be distributed immediately after the treatment, 6-month post and 12 months post. This should offer some significant insight into the validity and efficacy of the treatments and give an indication of the prevalence of the treatments combined. The patients will also be asked questions regarding their contributions outside of the sessions, thus leading to an understanding whether the time limit for sessions is competent or whether the weekly amount should be increased to ensure full inclusion. It is also imperative to understand if the treatment alone is enough or if participation within the individuals own time is integral. 
Through the research (Zhang et al, Ashouri et al, Lipsitz & Markowitz), the expected outcomes are for the patients should be able to acknowledge the causation for their depressive symptoms, if the reasoning behind the disorder is not due to bereavement, the individual should be able to alter their responses to the undesired events, thus leading to better coping mechanisms and regulated emotions. Therefore, the probability of a relapse are decreased due to the patient being able to effectively control their internal and external narrative of a situation, furthermore, the patient should show signs of reduced depressive symptoms. 
Ethical considerations
Informed consent will be taken before the treatment is to commence, following the BPS ethical guidelines (2012), this is to ensure that participants understand the reasoning behind the proposal and are aware of what is involved. 
Depression treatment guidelines by NICE (2004) should also be adhered as it is imperative that the patients feel safe and understood by the professionals and to not deteriorate. 
The professionals involved in the treatment must adhere to the BPS Code of Ethics and Conduct (2021) and must be aware of the Mental Health Act (2007) and Mental Health (Wales) measure (2010), as the Interpersonal Psychotherapy treatments may prove to be distressing for the participants. 
The long-term plan by the NHS (2019) should be considered as multiple professions will be intertwined and therefore full disclosure is necessary. 
Self-harm: assessment, management and preventing reoccurrence guideline by NICE (2022), should be followed wholeheartedly as self-harm is common among those with depression and should be prevented. 



