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Using empirical evidence, evaluate the efficacy of a range of treatments for a depressive disorder of your choice. 
INTRODUCTION
Major Depressive Disorder (MDD) is reported to be one of the most prevalent and debilitating mental health conditions globally. Within the last decade it has been estimated that 280 million people have experienced this disorder first, including an estimated 23 million children and adolescents (World Health Organisation [WHO], 2025). The American Psychiatric Association (APA) DSM-5 states that a diagnosis of MDD requires at least five of its symptoms to be consistently exhibited over a two‑week period. In addition, one of the five must be evidence of a persistent low mood or loss of interest or pleasure, along with impairment or distress exhibited in social or occupational functioning (APA, 2013). Typical characteristics exhibited with the MDD are lethargy, loss of appetite and a pervasive sense of emptiness. Often it can be accompanied by a notable heightened risk of suicide (WHO, 2025). The accumulative effect of MMD symptoms means that the disorder has a noticeable negative impact upon an individual’s quality of life. By way of example, in a recent qualitative research small sample study, a participant described life with the disorder as “something close to being in hell” (Perez et al., 2024). 
The etiology of MDD involves a complex interplay of biological, psychological, and environmental factors. Many studies have aimed to identify general protective and risk factors for depression, as well as those that are more prominently observed within specific populations, such as adolescents (Zhang et al., 2025). Similarly, attention has been given to researching effective treatments in order to improve individual outcomes, as well to mitigate for the substantial societal economic burden associated to MDD’s prevalence (Cui et al., 2024). 
This essay aims to critically evaluate the efficacy of a range of these treatments. In particular it reviews [1] pharmacological intervention, [2] cognitive behavioural therapy (CBT), and [3] interpersonal therapy (IPT).  
PHARMACOLOGICAL INTERVENTIONS
Pharmacotherapy remains the most widely utilised intervention for MDD, because numerous studies indicate genetic predispositions and neurochemical imbalances related to serotonin, norepinephrine, and dopamine (Karrouri et al., 2021). The introduction of the antidepressant Iproniazid in the 1950s - later classified as a monoamine oxidase inhibitor (MAOIs) - marked a pivotal moment in the treatment of MDD (López-Muñoz & Alamo. 2009). However, its clinical use declined due notable and frequent adverse effects, some of which were potentially life-threatening (Pereira & Hiroaki-Sato, 2018). The same period witnessed the introduction of tricyclic antidepressants (TCAs), which inhibited several neurotransmitters, as a means of treatment (Kenna, 2024). Whilst TCAs were proven to offer less unfavourable side-effects to MAOIs, comparative studies demonstrate that Selective Serotonin Reuptake Inhibitors (SSRIs) offer a targeted, safer and similar efficacy to TCAs, leading to SSRIs becoming the commonly prescribed class of antidepressant in the treatment of depression (Karrouri et al., 2021). However, it should be noted there are numerous drugs that have been approved as clinically suitable for treatment (IsHak et al., 2024), and consequently the efficacy of each lies beyond the scope of this essay. Rather, it will seek to evaluate the broad empirical evidence for an antidepressant treatment pathway and then focus on one emerging drug used to treat MDD.
Historic meta-analytic data from short-term trials (typically 4–12 weeks) indicates approximately 50–60% of individuals with MDD may respond to antidepressant treatment, compared to around 30% that receive placebos, thus demonstrating a positive, but moderate, therapeutic effect (Anderson, 2003). More recently, Melrose (2019) has presented an overview of assessment and treatment approaches. She surmises that once an individual begins taking antidepressants, positive effects are commonly noticed within weeks, bringing symptomatic relief relatively quicker than those achieved by psychological therapies, which may require numerous sessions over a period of many months.
The long supported efficacy of pharmacological treatment of MDD has led to a plethora of empirical research into new (and arguably novel) interventions. One prominent example is the use of psychedelics, such as Ketamine. It has been more commonly used in emergency and surgical settings and acts as a dissociative anesthetic (bringing relief by form of cognitive detachment from one’s physical state and environment). Multiple studies indicate rapid positive effects to combat MDD leading to reductions in various symptoms including suicidal ideation (Njenga et al., 2024). In particular, recent attention has been given to its potential antidepressant effects when administered at low doses in patients who may be resistant to other treatments. For example, Su et al. (2023) conducted a small to medium sample (N=84) randomised double-blind trial of low-dose ketamine administered intravenously and reported reduced suicidal ideation (lasting several days and sustained for up to two weeks) after a single dose. Another larger sample trial (N = 278) over a period of 2 to 6 weeks reported improvement in depressive symptoms observed within three days relative to a non-pharmacological intervention (Menon et al., 2023). A similar review of 64 studies (N = 5,299) up to mid-2020 identified that ketamine was effective, comparatively to a placebo, specifically within the first 24 hours of a treatment pathway (Dean et al., 2021).
In addition to overall symptom reduction, emerging evidence from various studies suggests that ketamine offers other potential psychological benefits, such as decreased fear responses or the reprocessing of traumatic memories (Njenga et al., 2024). However, several limitations should be borne in mind. Firstly, translation from any trial study to adoption in clinical practice is not a straightforward matter. Secondly, adverse side-effects have been observed, such as headaches, nausea, weight gain, fatigue, reduce libido, and dissociative symptoms (Njenga et al., 2024). These must be clearly communicated to patients at the point of prescribing (National Institute for Health and Care Excellence [NICE], 2022). Therefore, its acceptance and implementation over an extended period requires further research in order to substantiate its efficacy and better understand dependency, tolerability, and long-term safety. 
Notwithstanding these limitations, ketamine provides an example of a new and emerging pharmacological intervention that may be increasingly effective for those resistant to modes of treatment for MDD. Furthermore, the general efficacy of pharmacological interventions maybe comparatively advantageous contrasted against alternatives, such as therapy sessions, which may be more limiting due to cost and access that is dependent upon waiting times and clinician availability.
COGNITIVE BEHAVIOUR THERAPY 
CBT is an umbrella term to describe a range of therapies following similar principles of treatment. Broadly speaking CBT involves sessions that seek to identify maladaptive cognition, and then critically evaluates these patterns of thought with a view to devising strategies to eradicate or mitigate them  (Bergvall et al., 2024).  One strength of this treatment pathway is the potential to acquire  transferrable skills that can be utilised in other areas of an individual’s life (Karroui et al., 2021). Historically standard treatment approaches make use of time-limited face-to-face sessions by a trained specialist. Typically, these might extend between 12 to 16 sessions, but progress has been reported as most notable within the first eight appointments (Whitfield & Williams, 2003). 
CBT is arguably the most extensively researched psychotherapeutic treatment for depression (Cuijpers at al., 2021). Notwithstanding its proven efficacy as a standalone intervention, an earlier study has demonstrated comparative positive remission rates (42% to 22-24%) for those who received a combined treatment of CBT and pharmacological intervention rather than a treatment on its own (Keller et al., 2013). One systematic review and meta-analysis (Angelakis et al., 2022) considered 107 studies (N = 15,248) and reported the strong efficacy of core-CBT generally, and for those younger than 59 years with comorbid mental health symptoms, the deployment of complex-CBT. 
Recent developments in CBT have expanded the treatment from in-person activity alone to the incorporation of digital technology that can be used beyond the clinical setting. Technology has the potential to enhance accessibility and increase cost-effectiveness. Another systematic review of CBT-based interventions compared 106 studies (N = 11,854) and argued that face-to-face sessions remain superior. The researchers concluded that both approaches remained effective as modes of CBT delivery (Kambeitz-Ilankovic et al., 2022). However, it should be noted that an earlier mixed-method study (N = 164) (Renn et al., 2019) had examined preferences for treatment and therefore the patient perceived efficacy of four modes of CBT: self-guided digital, peer-supported digital, expert-guided digital, or in-person psychotherapy. Whilst at that time less than half of those participants (44.5%) preferred in-person therapy, the speed and development of digital offerings means that this needs to be an area of ongoing research. Arguably, there was evidence reported by Kambeitz-Ilankovic et al. (2022) that pointed towards the greater efficacy accomplished by a blended approach, as interfacing with technology alone resulted in lower engagement. Whereas conversely those who attended in-person sessions demonstrated a higher rate of treatment adherence. 
Several limitations exist for CBT. For example, in respect of face-to-face sessions a qualitative meta synthesis of 37 studies (N = 671) found several themes that influenced its overall efficacy (McPherson et al., 2020). Firstly, the negative emotional impact of therapy termination culminating in an unexpected sense of loss and isolation for some patients. The consequence of this can be the loss of motivation to persist with strategies learned during treatment. Secondly, in larger group therapies there was a noteworthy theme of being overwhelmed by the emotions of others. Thirdly, the restrictive time for sessions made it harder for patients to master or understand the strategies to a sufficient level in order to utilise them effectively in everyday life. Another potential limitation that may impact efficacy of CBT treatment has been suggested to be therapist adherence and competence (Frank et al., 2020). However, a recent study (N = 29) assessed this and concluded that whilst both areas bring benefit to the therapist’s professional development, there was no support that it affected patient outcomes (Bergvall et al., 2024).
For the reasons demonstrated by the empirical studies highlighted above, CBT continues to be recommended as the first-line treatment for an individual with a diagnosis of MDD (APA, 2021). Yet the design of the therapy offered (e.g. group vs one-to-one; in-person vs digital delivery) alongside the patient’s competence to understand and deploy strategies beyond the clinical sessions, and their capability to cognitively perceive a belief as maladaptive will all contribute to less effective treatment outcomes (Karroui et al., 2021).
INTERPERSONAL THERAPY 
	IPT is another psychological intervention for MDD. It is rooted in attachment theory with a focus on the domains of relational grief, disputes and roles related to the patient’s dominant and present interpersonal relationships. A key emphasis is the identification and addressing of unhealthy and dysfunctional relational patterns and unresolved conflicts (Karunarathna, 2025). Similar to CBT, it is delivered over a number of face-to-face sessions. However, unlike CBT, the long-term effects of IPT have not been subjected to the same degree of empirical evaluation (Lemmens et al., 2020), and neither it is as widely available despite being a recommended treatments for depression as noted in NICE guidelines (NICE, 2022). Lemmens et al. (2020) contrasted IPT with CBT for MDD using a random control trial (N = 76 and 75 respectively). Both treatments were demonstrably superior to a smaller sample (N = 31) control group on a waiting list. Outcomes before and after 17 months were focused on measuring physiological evidence, and there was no significant difference between treatment pathways. A recently published meta-analysis contrasted the efficacy of IPT relative to antidepressant treatment. Using data obtained from 9 studies (N = 1,536)  no significant statistical difference was observed between the two treatment pathways for depression and social functioning, whereas in smaller sample analysis IPT initially performed marginally better in respect of some symptoms, thus  indicating that IPT may in some circumstances be an alternative initial treatment to MDD (Cohen et al., 2024). 
However, a small sample qualitative analysis study centred on the efficacy of a 10-week group therapy session upon six participants with treatment resistant depression (Perez Mattos et al., 2024). The success of these sessions indicated that it was not effective with those who struggled to engage with the group techniques, whereas those who were able to grasp communication and conflict strategies showed progressive improvement in depressive symptoms. This is perhaps indicative of other research that supports the consideration of incorporating broader lifestyle medicine for treatment as a further consider of treatment e.g. sleep or exercise (Blumenthal & Rozanski, 2023).
One notable benefit of using group therapy, is that it can provide a cost-effective method of reaching larger numbers, especially at a time when demand is high for interventions in relation to depressive disorders. Conversely, though a limitation may be that it is less effective for those who struggle to engage interpersonally or where there are associated underlying biological factors (Lemmens et al., 2020). 
CONCLUSION
	The etiology of MMD is highly complex and frequently related to a combination of biological, neurological, cognitive and environmental factors. Therefore, multiple systematic reviews have identified that all of the treatments considered in this essay have their own individual merits with regards to efficacy. Consideration of context and complexity of symptoms, along with comorbidity, suggests that a combination of treatment modalities may be the most effective way to manage and reduce MMD. In otherwords, efficacy of treatment will be nuanced by the individual, severity and context. This continues the long-standing argument that has been made from a plethora of professional therapeutic disciplines that ongoing empirical research is required into integrative and personalised approaches.
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