Using empirical evidence, evaluate the efficacy of a range of treatments for a depressive disorder of your choice.
Bipolar disorder is a mood disorder exemplified by a person displaying periods of uncharacteristically higher mood known as mania. These periods can be mild, known as hypomania, or they can be so extreme that they cause significant harm to a person's life, resulting in the person requiring hospitalisation or altering a person's sense of reality. These episodes of mania are then often followed by major depression. (Goodwin et al. 2016). In 2014 it was recorded that 1.3 million people in the UK had a diagnosis of bipolar, which meant that 1 in 50 people suffered from the disorder. (Adult Psychiatric Morbidity Survey, 2014). Bipolar disorder is unfortunately known for commonly being misdiagnosed or having an extremely long waiting time to receive a correct diagnosis. According to research carried out in 2001, the average wait time is nine years to obtain an accurate diagnosis of bipolar. The study also stated that an average of 3.5 times that someone will receive a misdiagnosis of bipolar disorder. (S. Nassir Ghaemi 2001). 
The extreme mood swings that are a characteristic of bipolar disorder range from extreme highs known as mania to extreme lows, which are known as depression. A person with bipolar disorder often experiences incidents of mania and depression that can usually last for several weeks or months. The symptoms that are displayed during a manic episode include feeling very excited, elated, or overjoyed, talking very quickly, feeling full of energy, having lots of great new ideas, being easily distracted, easily irritated, or agitated, having delusions as well as hallucinations or illogical thinking, feeling tired, not eating, and doing things without weighing up the consequences such as buying expensive and sometimes unaffordable items. During a period of depression, a person can experience symptoms such as an overwhelming sense of emptiness or worthlessness, feelings of guilt and despair, feelings of pessimism, feeling irritable or sad most of the time, experiencing trouble concentrating, forgetting things, and losing interest in everyday activities as well as suicidal thoughts (NHS 2022).  
Bipolar disorder has been attributed to many causes. Some of the causes of bipolar include chemical imbalances in the brain, genetics, and triggers such as childhood trauma and drugs. The brain is controlled by chemicals known as neurotransmitters, including noradrenaline, serotonin, and dopamine. If one or more neurons are imbalanced, it can result in neurological problems such as bipolar. For instance, noradrenaline levels may become too high, and they may become too low during episodes of mania and depression. (NHS 2022).  
A person with bipolar disorder may also inherit it from their families, with the relatives of a person with the disorder being more likely to develop it themselves. There is, however, there is no one gene that is responsible for bipolar disorder. As well as genetics, there are also environmental factors that play a role in the onset of bipolar disorder. A stressful situation or circumstance often triggers the onset of symptoms. Some triggers include a physical illness, sleep disturbances, or overwhelming problems with money, work, or relationships can all contribute to physical and emotional conditions.
There is a vast number of treatments offered to people who have been diagnosed with bipolar disorder. The main of these treatments being medication for example mood stabilisers and antidepressants. As well as medication there are a number of therapies that could also benefit someone with bipolar such as different types of psychotherapies. 
This essay will use empirical evidence to evaluate the efficacy of a range of treatments for bipolar disorder.  The essay will explore medical based interventions such as medication, psychoeducation and cognitive behavioural therapy as well as family therapy and mindfulness. The treatments will be evaluated against universal criteria that take into account how successful they are at reducing bipolar symptoms, as well as long-term effects and ethical factors.
Often people suffering from bipolar disorder will turn to health care professionals such as their GP hoping for advice and guidance that will help ease their symptoms. This is where people are introduced to medication that can help with the disorder. There are many different types of medication that are often prescribed to someone dealing with bipolar for instance, antidepressants, mood stabilisers, antipsychotics, and Anti-anxiety medications. In 2019 the NHS released data that stated 70.9 million prescriptions for antidepressants were given out in 2018, compared with 36 million in 2008 (Lacobucci G. 2019)
When it comes to bipolar disorder there are many different types of medication that can be prescribed. One of the types of medication that can help with bipolar disorder is called mood stabilisers. The definition of mood stabilisers has been extensively disputed (Bauer, Mitchner 2004). The aim of mood stabilisers is to help decrease mood swings and avoid manic and depressive episodes. There are many different mood stabilisers, the most well-known probably being Lithium. Lithium is said to have anti suicide effects which is the reason that it is becoming more commonly prescribed (Muller-Oerlinghausen, et al 2003). There are many studies that show the efficacy of lithium, and that lithium provides successful outcomes for patients with bipolar by reducing and alleviating symptoms. One study that shows the efficacy of lithium was carried out in 1991. The study showed that over half of the bipolar patients in an outpatient lithium program had no affective episodes in the year that the study observed. In this study, a positive outcome was obtained for 40% of patients, a fair outcome for 41%, and a poor outcome for 19%. Severe psychiatric problems prior to lithium treatment were the leading predictors of poor outcome, followed by a negative affective style in the family and lower social class. Ongoing alcohol and drug abuse were also associated with poor outcomes. (O'Connell, et al 1991). In 1999 a qualitative analysis of literature on cognitive side-effects of lithium in patients with a bipolar disorder was carried out. 4 studies were analysed, and the researchers reported that lithium impaired the ability to recall and process information, often without subjective complaints or awareness of mental slowness. (Honig, et al, 1999). 
When psychopharmacology grew in the 1950s, antidepressants were first named as tricyclic antidepressants (TCAs), which include medications such as chlorpromazine and amitriptyline. TCAs work by increasing the feeling of happiness. Taking medication such as chlorpromazine and amitriptyline lifts the mood by increasing the amount of serotonin and noradrenaline in the brain. This reduces depression symptoms indirectly by increasing both chemicals. The efficacy of antidepressants was discussed in after the American Psychiatric Association changed its guidelines surrounding the use of antidepressants when treating somebody with bipolar disorder in 2002. The new guidelines recommended a more cautious use of antidepressants for bipolar disorder. These changes made by APA were met with disagreement from European groups. Most notably a group from Munich which published a critique of the guidelines. In 2003 the Munich groups critique was examined, and the results of this examination found three key findings the first of those findings were, there are substantial risks of mania and long-term worsening of bipolar illness when treated with antidepressants. The second suggestion made was antidepressants should be reserved for severe cases of acute bipolar depression. It was stated that antidepressants should not be consistently used in low level bipolar cases. Finally, it was stated that antidepressants should be stopped when a person is in recovery from a depressive episode. Antidepressants should be provided only to those patients who repeatedly relapse after antidepressant withdrawal. (Ghaemi, et al 2003)
Psychoeducation (PE) is a systematic, structured, and didactic method of teaching patients about illness and its treatment, psychoeducation integrates emotional and motivational aspects in order to encourage patients to cope with the illness and to adhere to their treatment. (Ekhtiari et al 2017). In 2005 A systematic review of literature on the issue of the efficacy of several adjunctive psychotherapies in the maintenance treatment of bipolar patients was performed. One of the psychotherapies reviewed was psychoeducation the systematic review found that in tandem with mood stabilisers, psychological treatments specifically designed to prevent relapse in bipolar disorder are useful. It was found that the majority of recent psychotherapy studies report positive results concerning maintenance as an addition to treatment, as well as efficacy in treating depressive episodes. The review stated that many studies from across the globe reported similar positive results and reached very similar conclusions. The review found that practically every intervention contains important elements, such as enhancing compliance and identifying prodromal signs early, emphasising the importance of lifestyle regularity as well as exploring patients' health attitudes and illness experiences. (Colom, et al 2005)
Another psychotherapy that can be used to help manage bipolar disorder is Cognitive behavioural therapy (CBT). CBT is a type of talking therapy that aims to change the way a person thinks and behaves in order to better manage their problems (NHS, 2020). In 2008 a study into the efficacy of cognitive behavioural therapy in bipolar disorder. The study found that CBT patients with bipolar disorder can benefit from CBT as an adjunctive treatment to medication, but new CBT strategies are necessary to enhance the benefits after treatment and keep them during follow-up. (Szentagotai, David, 2010). Although the use of CBT is common in bipolar disorder, there has been, meta-analyses that has shown that CBT has a limited effect or is not significant for important factors such as recurrence rate. (Docteur, et al, 2013). 
People suffering from bipolar disorder are often recommended to participate in family therapy. This therapy was developed in the mid-1980s. This intervention was designed for patients with bipolar disorder who had just been hospitalised for an episode of mania or depression and were returning home to live with their parents, spouses, or other family members. Evidence based family therapy is usually given after an illness episode to adults and children with bipolar disorder, as well as their caregivers. The sessions consist of psychoeducation regarding bipolar illness as well as support for the caregivers. (Miklowitz, & Chung 2016). A study in 2004 that looked into whether adjunctive family therapy enhances a person’s recovery from bipolar episodes showed results that in each treatment group, neither the percentage of subjects who recovered nor the time taken to recover significantly differed. (Ivan, et al 2004)
[bookmark: _Hlk92360000]Mindfulness is defined by Professor Mark Williams who is the former director of the Oxford Mindfulness Centre, as ‘mindfulness means knowing directly what is going on inside and outside ourselves, moment by moment.’ (NHS 2022). In 2008 mindfulness-based cognitive therapy (MBCT) was adapted for the treatment of patients with bipolar disorder (Williams et al 2008). In 2012 a trial was conducted of MBCT was used for individuals suffering from bipolar disorder, the study showed that, participants presented improved mindfulness, reduced lasting depressive symptoms, less attentional problems, and also showed an increase in emotional regulation abilities, psychological well-being, positive affect, and psychosocial functioning (Deckersbach, et al 2012) 
To conclude, there are many different treatments for bipolar disorder. The efficacy of these treatments differs. Many of the treatments that have been discussed have a lot of research that reinforces the efficacy of the treatment. The first treatment that is often provided to patients for bipolar disorder is medication. Due to the fact that lithium becoming one of the most prescribed mood stabilisers for bipolar disorder it is surrounded by a vast amount of research into its efficacy. Lithium has been proven to be highly beneficial when treating bipolar disorder. Research showing that lithium has anti suicide effects and research that has shown reductions and alleviating symptoms of bipolar disorder shows the reason that lithium is becoming more prescribed to patients with the disorder. Another treatment discussed that’s efficacy is backed up by research is psychoeducation. Pyschoeducations importance to treating bipolar is backed in the 2005 review into the efficacy of psychotherapy. This review stated how many studies from all around the world reported positive results and reached very similar conclusions. The review found that practically every intervention including psychotherapy contains important elements, such as enhancing compliance and identifying prodromal signs early and emphasising the importance of lifestyle regularity as well as exploring patients' health attitudes and illness experiences (Colom, et al 2005). Mindfulness also has been proven as being very beneficial to people dealing with bipolar disorder. This is backed up by research that was done in 2012, the study showed that, participants presented improved mindfulness, reduced lasting depressive symptoms, less attentional problems, and also showed an increase in emotional regulation abilities, psychological well-being, positive affect, and psychosocial functioning. These findings back up the efficacy of mindfulness as a treatment for bipolar disorder (Deckersbach et al 2012). Some treatments mentioned are surrounded by research that shows that this treatment may not have a high amount of efficacy when it comes to treating bipolar disorder. One treatment discussed that has conflicting research on its efficacy is antidepressants. Antidepressants are efficient for reducing depression symptoms which is beneficial for someone with bipolar as it helps with their moments of depression after their feelings of mania. However, contrasting research does state that antidepressants should be stopped when a person is in recovery from a depressive episode. The research suggested that antidepressants should be provided only to those patients who repeatedly relapse after antidepressant withdrawal. It was stated that antidepressants should not be consistently used in low level bipolar cases. (Ghaemi, et al 2003). Cognitive behaviour therapy (CBT) is again another treatment that has mixed findings in research regarding its efficacy. Studies have found CBT to show high amount of efficacy for treating bipolar disorder however in research it is mentioned that CBT should be used in adjunction with medication. It is also stated in research that CBT strategies are necessary to enhance the benefits after treatment and keep them during follow-up (Szentagotai, David, 2010). Contrasting research of the efficacy of CBT has stated that has shown that CBT has a limited effect or is not significant for important factors such as recurrence rate. (Docteur, et al, 2013). As discussed, bipolar disorder can be treated by a number of different treatments. Another psychotherapy often suggested for people with this disorder is family therapy which has also been surrounded by research into its efficacy for treating bipolar. Family therapy has been stated to neither see an in the percentage of subjects who recovered nor the time taken to recover significantly differed (Ivan, et al 2004).  A mix of these treatments can be argued as being the most beneficial to a person suffering from bipolar disorder for example the use of CBT alongside the prescription of mood stabilisers such as lithium. Some people may react differently to the different types of psychotherapies offered to people with bipolar and there is often a process of finding out which therapy works best for that specific individual.
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