Using empirical evidence, evaluate the efficacy of a range of treatments for a depressive
disorder of your choice.

Major Depressive Disorder (MDD), also known as depression or clinical depression, is a mood disorder that is the most predominant mental health issue in the world (Mental Health Foundation,2020).  The number of people living in the UK who have experienced, or are currently experiencing, symptoms of depression are steadily increasing, with the most recent statistics showing that one in five people report experiencing depressive symptoms.  It is believed that the coronavirus pandemic has been a leading cause of the increase in people experiencing depression, as prior to the pandemic, the number sat at one in ten people (Office for National Statistics, 2021). 

The symptoms of MDD are very different to normal feelings of sadness, grief, and occasional low mood.  The DSM 5 outlines the symptoms of MDD, and includes signs such as depressed mood for most of the day nearly every day, decreased interest in things that were previously enjoyed such as hobbies, insomnia, and lack if energy among others (American Psychiatric Association, 2013, p.160-161).  The essential feature of MDD is where a person has experienced a depressed mood and a lack of interest in activities for at least two weeks.  The DSM 5 also describes how there is a higher prevalence of MDD in females (American Psychiatric Association, 2013, p.167).  Although the symptoms and treatments remain the same for all genders, the risk for suicide attempts due to MDD in females tends to be higher than in men.

There believed to be multiple causes of MDD.  Research has suggested that genetics can play a part in the development of the disorder, with Stanford Medicine estimating that the Heritability of MDD  is around 40-50% (Stanford Medicine, 2019).  Stanford suggests that for most people, around 50% of the cause of their MDD is genetic, and around 50% is unrelated to genes.  Some non-genetic factors thought to bring about MDD include adverse childhood experiences (ACEs) such as severe childhood physical or sexual abuse, childhood emotional and physical neglect, and losing a parent early in life, as well as extreme stress and family history.
There are a myriad of treatments that are used to alleviate the symptoms of MDD in patients.  The most widely used treatments for 	MDD are medication such as antidepressants and talking therapies such as Cognitive Behavioural Therapy (CBT).  Often, these treatments are combined in order to increase their individual efficacy and achieve more successful outcomes.  This is called combination therapy (NHS, 2021).  There are many other treatments that can also be offered to patients experiencing MDD, such as alternative therapies and more intense medical interventions, depending on the severity of the patient’s symptoms.
This essay will use empirical evidence to evaluate the efficacy of a range of treatments for Major Depressive Disorder.  The essay will explore medical based interventions such as psychopharmacology and electro-convulsive therapy, as well as less invasive treatments such as cognitive behavioural therapy and mindfulness.  The efficacy of each treatment will be considered against holistic criteria that takes into account how successful they are in reducing depressive symptoms, long term effects and ethical factors.
Firstly, many people experiencing MDD will turn to medication to alleviate their symptoms and feel better.  At the end of 2020, it was reported that 7.3 million British people were taking antidepressants, which equates to 17% of the adult population of the UK (UK Government, 2020).  
Antidepressants were created during the 1950s, when there was a boom in psychopharmacology.  The original antidepressants were tricyclic antidepressants (TCAs), which include medications such as chlorpromazine and amitriptyline.  TCAs work by increasing the amount of ‘feel good’ chemicals in the brain, which are serotonin and noradrenaline.  By increasing these two chemicals, patients are likely to experience a lifted mood, thus, less symptoms of depression.
By the 1980s, a new type of antidepressants were marketed called Selective Serotonin Reuptake Inhibitors (SSRIs).  SSRIs are now the most common antidepressants to be prescribed, and include medication such as fluoxetine and citalopram.  Similarly to TCAs, SSRIs work to increase the level of serotonin in the brain and therefore lifts a patient’s mood.
Both types of antidepressants have bee suggested to be efficient in decreasing symptoms of depression.  Thousands of randomised studies have taken place that seems to prove that this is the case.  For example, a 2005 meta analysis study that compared the efficacy of both types of antidepressant with the efficacy of a placebo, concluded that prescribing antidepressants was more clinically effective than prescribing a placebo (Arroll, 2005).  SSRIs tend to be prescribed more that TCAs, due to the fact that SSRIs have been demonstrated to be more tolerable than TCAs (Thase, 2003).
‘Tolerating’ the medication is related to the unpleasant side effects that many people face while taking antidepressants, and a leading reason why some researchers question their real efficacy.  Studies have shown that at least  40% of people taking antidepressants suffer with at least one side effect, which can include poor sexual functioning, weight gain and drowsiness (Cascade et al, 2009).  Ironically, suicidal ideation can also be a side effect of taking antidepressants, even if someone has never felt suicidal before (Perroud eg al, 2010).  This certainly does not help the cause for medication interventions, and suggests that patients may actually end up feeling worse on antidepressants than before.
It is important to note also, that while antidepressants can be efficient in reducing depressive symptoms, they do not cure the disorder.  This has led some researchers to question their true efficacy, including Dr. Michael Thase, who argued that remission should be the primary goal of antidepressant therapies, which neither type of antidepressant medication cannot provide (Thase, 2003).  This idea that antidepressants are a ‘quick fix’ and do not really treat the root cause of a person’s mental ill health is widespread, particularly among researchers who are anti-medication and against the principles of traditional psychiatry.  A 2008 paper cynically suggests that even the idea of a ‘chemical imbalance’ has never been properly evidenced, and argues that there is no peer-reviewed article that directly supports the theory of serotonin deficiency in any mental disorder (Leo and Lacasse, 2008).  Instead, they claim that the theory has been pushed by pharmaceutical companies to promote antidepressants.  This theory has been reiterated by others, including Duncan eg al, who agree that chemical imbalances theories were mythical, and medication should be subordinate to psychotherapy (Duncan eg al, 2002).

So how efficient is psychotherapy in the treatment of MDD?  Cognitive Behavioural Therapy is the most widely used form of psychotherapy for MDD, and it involves talking to a trained counsellor once a week for a period of usually 6-12 weeks.  Together, you find solutions for feeling better, and also explore where the feelings may have come from.

As previously discussed, the cause of some patient’s depression can be adverse childhood experiences.  Exploring a person’s experiences earlier in life that may be causing their current depression could help the person to make sense of their feelings and provide a way forward in a way that medication does not.  There have been studies that show the efficacy of CBT in the treatment of depression.  A study that explored the efficacy of group CBT for depression found that there was a reduction in automatic thoughts and dysfunctional attitudes at the end of the intervention compared to the start, this resulting in reduced feelings of depression (Furlong and Oei, 2009).  Another study suggests that while psychotherapy has around the same efficacy as antidepressants when treating mild to moderate depression, it has higher rates of remission than antidepressants, making it a more successful long term treatment (Flynn and Warren, 2014).  

The same study implies the high efficacy of combination therapy, and the idea that using both medication and psychotherapy simultaneously can increase the efficacy of both treatments individually.  While there is not a huge amount of empirical evidence for the efficacy of combination therapy, a recent study in Japan found that a combination of cognitive behavioural therapy and antidepressant medication had a higher rate of efficacy than antidepressants alone.  What was interesting about the study was that it measured the efficacy as well as the outcomes from a health-care system and a social perspective.  The study found that combined therapy increased the rate of successfully treated patients, from symptoms of moderate to severe depression.  Although the combined therapy was more expensive than antidepressants alone, this was offset by the reduction of productivity loss from a social perspective (Sado et al, 2009).

A more recent treatment method that has been introduced to treat MDD is Mindfulness.  This is a practice that is steeped in ancient traditions, and requires one to bring their attention to the present moment without judgement.  While it has roots in ancient Eastern medicine, it is a practice that is gaining popularity in the Western world, including in clinical settings.  There is evidence to suggest that Mindfulness can be an effective treatment for MDD, and it can be particularly useful in reducing relapse.  A 2011 study found that mindfulness therapy significantly reduced the risk of relapse for 593 participants, and was at least as effective as antidepressant medication (Piet and Hougaard, 2011).  These findings were corroborated by a later study, which found that Mindfulness based therapy reduced active symptoms of depression in the participant group (McCarney, 2012).  It is important that these studies have demonstrated the efficacy of mindfulness for a range of MDD symptoms, as it is often assumed that more severe depression requires more clinical treatment.

One of the treatments that is considered for more severe depression is electroconvulsive therapy.  Electroconvulsive therapy is a psychiatric treatment that involves sending an electric current through the brain and thus inducing a seizure.  Due to the invasive nature of the treatment, much consideration is needed in whether a person should receive it.  Usually, the treatment is seen as a last resort for people who are experiencing very severe MDD, especially for those who have not experienced better mental health through medication or other interventions.  The efficacy of electroconvulsive therapy is an ongoing debate in research, and the outcome of the treatment needs to be weighed against the side effects and nature of the treatment.  Some studies have found that electroconvulsive therapy is effective in treating depressive symptoms.  For example, a meta analysis study in 2003 suggested that ECT was successful in treating depression, and was more successful in doing so compared to antidepressant medication (Kho et al, 2003).  However, an earlier study demonstrated that while ECT could potentially treat depression, it did not bring about recovery from the disorder and had long term effects on the memory of people who received the treatment (Calev et al, 1991).  The fact that electroconvulsive therapy cannot provide recovery from depression does make one question whether the side effects of the treatment are worth going through.  The side effects that ECT can bring about are not limited to memory loss and includes many others such as a loss of interest in things that were previously enjoyed, loss of energy and drive, and loss of creativity.  Some of these side effects, like the side effects of anti depressants, are extremely similar to the side effects of major depressive disorder itself.  This is deeply concerning as no treatment should make patients feel worse than before they began it.

In conclusion, there are many treatments for depression and their individual efficacies rely on many factors.

It is certainly true that antidepressant prescriptions are at an all time high, especially as we are in the middle of a pandemic, but also potentially due to over prescription.  Summarising the findings of this essay, it appears that while antidepressants can be helpful for many people who take them, there are also a high number of cases where people do not feel better on them, and some who even feel worse after taking them.  While the tolerability of newer antidepressants such as Selective Serotonin Reuptake Inhibitors are higher than tricyclic antidedepressants, the side effects are still a very real and unpleasant experience for almost everyone who is prescribed antidepressants, whether they are short or long term.  If the chemical imbalance theory is indeed a myth, as some believe, this would be highly detrimental to psychopharmacology as one would question what positive effects antidepressants actually have.  

There is also the idea that antidepressants are a ‘quick fix’ to feeling better, and do not require any self help from the patient to feel better independently.  This could be seen as problematic, particularly given the fact that antidepressants do not have an effect of the risk of relapse, showing that even long term use of them will not necessarily mean recovery.  

This could also be said for electroconvulsive therapy.  There is an ongoing debate into the ethics and efficacy of ECT given its very clinical and invasive nature as well as the potentially harmful side effects that it can cause.  Given this, the true efficacy of ECT should take into consideration these factors and alternatives should always be prioritised. 

As an alternative to the ‘quick fix’ idea, cognitive behavioural therapy can be an effective way of treating a range of depressive symptoms from mild to severe depression.  The research included in this essay demonstrates that receiving CBT interventions for depression can be effective in the short term by relieving symptoms, and also in the long term by reducing the risk of relapse – something that medication has not been evidenced to do.  

There are similar outcomes for mindfulness-based therapies as well as simple mindfulness exercises carried out regularly.  It could be argued that it is due to the ‘work’ needed in CBT and mindfulness, for example, regular commitment to sessions and working through thought patterns and past experiences, that they demonstrate more long term efficacy.  However, for many people with depression, they lack motivation and drive so having to do this work and hold the commitment would prove difficult.

A complementary solution is combination therapy, which is arguably the most universally effective treatment for depression, as evidenced in this essay and other research.  Having the CBT aspect of treatment will ensure long term efficacy of the treatment, and the antidepressant medication part will help to provide a shorter term solution to feeling better.  

Overall, it can be argued that talking therapy and mindfulness should be the first course of treatment advised for MDD as they provide successful outcomes for the disorder, regardless of the strength of symptoms, and provide long term solutions that can provide full recovery.  Only if these therapies do not work, nor combination therapy, should sole pharmacology and ECT be considered.
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