Examining the effectiveness of Cognitive behavioural therapy and Pharmacological treatment on Major depressive disorder.
Major depressive disorder (MDD) is classified as a mental health condition. It is categorised in the Diagnostic and Statistical Manual of mental health disorders (DSM5) under depressive disorders (American Psychiatric Association, 2013). Depressive disorders include mood disorders, bipolar, and other depressive disorders (Vasile, 2020). Depressive disorders are estimated to affect 330 million people worldwide (Cuijpers, 2018), mainly in high-income societies (Barth et al., 2016) and are among the most prevalent mental health disorders worldwide (Vasile). It is estimated that around half of the individuals who suffer from depressive disorders do not seek help from a professional (Andrews et al., 2010). Indicating that depression could be a much larger issue than reported in studies. MDD affects all areas of life, from a reduction in work performance to a reduction in quality of life. The impact is similar to chronic diseases such as cancer, and most suicides are due to depression (Vittengl et al., 2007). Suicide contributes to the high mortality rate attributed to MDD (American Psychiatric Association)
MDD is ranked the fourth highest depressive disorder and is predicted to be the first by 2030 (Barth et al., 2016). The DSM5 is currently used to diagnose MDD, and specific symptoms need to be observed for two weeks. Symptoms include Depressive mood, Weight loss or gain, lack of interest or pleasure, insomnia or hypersomnia, fatigue, Psychomotor agitation or retardation, worthlessness or guilt, difficulty to think or concentrate, and suicidal thoughts. Five of these symptoms need to be evident without a manic episode to achieve a diagnosis (American Psychiatric Association, 2013).  
To get a complete picture of the potential impact on the patient. Comorbidity is a factor that must be considered when understanding MDD. The increased chance of substance-related disorders, panic disorder, Obsessive Compulsive Disorder, Anorexia, Bulimia and borderline personality disorder are documented in the DSM5 (American Psychiatric Association, 2013). These show the potential for further complications for a person with MDD.
There are various treatment options for MDD (Barth et al., 2016). This essay will examine the effectiveness of cognitive behavioural therapy and pharmacological treatments on MDD. 
[bookmark: _Hlk90052028]Pharmacological or drug therapy relies on medication to treat or lower symptoms. Drug therapy is used to treat all types of mental disorders, and each disorder has a specific drug set (Ban, 2001). MDD is treated with antidepressant medication (ADM). These fall into several categories, including Monoamine oxidase inhibitors (MAOIs), Tricyclic antidepressants (TCAs), Serotonin/noradrenaline reuptake inhibitors (SNRIs) and Selective serotonin reuptake inhibitors (SSRIs) (Vasile, 2020). ADMs have many different attributes that can be used to treat individuals for their specific needs (Cipriani et al., 2018). Due to the versatility of ADMs, they are commonly used worldwide and have had extensive testing (Cipriani et al.). They have been tested against each other to test the effectiveness of treatment for patients. For example, TCAs can be tested against SSRIs to determine which performs better with different severities of MMD (Vos et al., 2005), such as mild, moderate, and severe depressive episodes (Depression, 2021). Studies have shown that ADMs are more effective than placebos when compared to each other in adults with MMD. However, there is a significant difference in the effectiveness and acceptability of different ADMs currently in use (Cipriani et al.). Not everyone agrees that ADMs have a significant difference in their efficacy. Vos (2005) found no discernible difference between SSRIs and TCAs when conducting a meta-analysis.
Pharmacological treatments are more commonly prescribed than any other treatment option (Cipriani et al., 2018). This is due to, as previously mentioned, their effectiveness. Another contributing factor is that the accessibility of pharmacological treatment is much greater than any other therapeutic option (Cipriani et al.). Furthermore, media coverage on the effectiveness of antidepressants increases the acceptability of medication in the general population. It allows individuals with MDD to feel that taking a pill for their problems is normal (Adlington, 2018). 
Pharmacological treatments, although effective, do have consequences for their use. This is usually in the form of adverse side effects from the medication itself (Cipriani et al., 2018). Most side effects last only a few days or weeks but can cause distress to the individual, either that their depression worsens or they become non-compliant to taking future medications. Side effects of antidepressants include but are not limited to sexual dysfunction, Gastrointestinal issues, increased risk of suicide and drug dependency (Khawam et al., 2006). Issues of which drug will be effective for a specific person contributes to the problem. Different antidepressants may need to be tried throughout the treatment. This will occur if inadequate or no effect is seen from a specific antidepressant. Each new treatment reduces the probability of the new drug’s success by approximately half (Cuijpers, 2018). A similar issue is that the correct dosage of antidepressants is essential to the performance of the treatment. This can be difficult to achieve as individuals react differently to different medications (Cipriani et al.). Some individuals will not respond to antidepressants due to what is termed as having treatment-resistant depression (Cipriani et al.). It is estimated that thirty per cent of patients do not respond or have a limited response to treatment. Indicating that other therapeutic options will have to be offered (Cuijpers). 
A vital issue with pharmacology is the idea of effectiveness. As previously mentioned, antidepressants have been proven to work for patients with MDD. However, when looking at studies, it becomes apparent that some people recover spontaneously without intervention. In one study by Cuijpers (2018), fifty-four per cent of patients responded to antidepressants, and a further thirty-eight per cent responded to a placebo. This indicates that individuals with MDD may be prescribed antidepressants that are unnecessary and detrimental to the individual if they must deal with the side effects of the medication (Khawam et al., 2006). Relapse rates also diminish the effectiveness of pharmacological treatments. This is estimated to be around fifty per cent over two years if the patient does not receive continued treatment. Meaning that antidepressants are considered effective in the short term (if the individual initially responds), but there is limited evidence for the long-term effectiveness (Cuijpers).	
Cognitive behavioural therapy (CBT) is a form of psychotherapy. The primary purpose of CBT is to change negative thought patterns that are symptoms and the cause of depressive episodes. The technical term for the changing of thought patterns is called cognitive restructuring. Through cognitive restructuring, the CBT practitioner attempts to adjust the feelings and behaviour of the patients away from the negative thinking and move towards a more positive outlook (Kring & Johnson, 2019, Barth et al., 2016). 
CBT is considered an effective treatment for MDD. CBT is used to treat various conditions such as social phobia, panic disorders, generalised anxiety disorder and Major depressive Disorder (Andrews et al., 2010). Cuijpers et al. (2016) used a meta-analysis to study CBTs effectiveness, considering publication bias and overestimation of psychotherapy treatments due to trials being suboptimal and the use of waiting list controls. Cuijpers et al. concluded that CBT is probably adequate for the treatment of MDD. In this regard, the potential benefits of using CBT for MDD should be considered. 
CBT has a history of not being accessible to the public due to a lack of trained professionals, the cost of treatment and the face-face demands of the therapy (Andrews et al., 2010). In recent years CBT is becoming more accessible primarily due to using technology such as computers and phones to partake in CBT sessions (Barth et al., 2016). Government initiatives such as IAPT (Improving Access to Psychological Therapies) increase access further by facilitating the growth of online resources for the general population (Improving Access to Psychological Therapies (IAPT), 2021). Studies have found that the effectiveness of CBT through technology has the same effect as face-to-face interactions (Barth et al.). Encouraging the use of the internet and phone-based practice is the response from the patients that indicated that they were satisfied with and adhered to the sessions (Andrews et al.). Resources, however, are still lacking, and the trend continues that pharmacology is used over non-pharmacological treatments (Cipriani et al., 2018). Pharmacology suffers from a lack of long-term effects with relapse occurring (Vittengl et al., 2007).
Barth et al. (2016) conducted a meta-analysis on psychotherapeutic options concluding that CBT was more effective than non-cognitive approaches. This indicates that CBT is a good therapeutic option for MDD as it can be effective and has a lower chance of relapse (Cuijpers, 2018).
There are limitations to CBT that need to be considered. As previously mentioned, a lack of trained professionals and resources (Andrews et al., 2010) limits access to treatment options. However, this might be compensated by using computerised and phone CBT sessions (Barth et al., 2016). Another area to consider is spontaneous recovery. An estimated fifty-four per cent responded to psychotherapies, and forty-one per cent recovered in control groups (no therapies). This indicates that invested hours and efforts in treatment may not be necessary for the individual to recover (Cuijpers, 2018). Culture needs to be considered in the effectiveness of CBT. Without incorporating the individual’s cultural needs, CBT is unlikely to successfully treat or lower symptoms of depression (Naz et al., 2019). Acceptability does not only apply to culture but also gender. More women than men are seen to suffer from depression (Depression, 2021). Women also show more improvement than men using CBT for depression. An example of this is depression caused by chronic pain. Women responded better than men to CBT sessions (Pieh et al., 2012).
Direct studies indicate that Pharmacological treatment and psychotherapeutic treatments can both be used. In this case, ADMs and CBT. The use of either ADMs or CBT can depend on what caused the MDD in the first instance. This could include cognitive functioning and genetics, Trauma, and other instances in the patient history (Vasile, 2020). Each treatment can be used to treat an acute case to reduce symptoms and provide relief. The overall aim for both treatments would be to put the depression into remission if possible (Vasile). According to guidelines, each treatment method is recommended (Vos et al., 2005). There is little evidence to indicate that Pharmacological or psychotherapy is more effective in treating MDD (Cuijpers, 2018). However, ADMs are generally used more frequently than CBT, as mentioned previously. This is due to a lack of trained specialists. There is also the economic side to consider. Drugs are generally cheaper than CBT in the short term. If the patient does not relapse, this becomes the cheapest option. On the other hand, if there continue to be depressive episodes, the cost of CBT is cheaper over five years, especially if the individual requires the use of SSRIs (Which are more expensive) (Vos et al.). CBT has a greater chance of a more prolonged impact on the effects of MDD on the individual and could be considered an effective maintenance treatment alongside ADMs to attempt to prevent relapse. 
It is worth noting that although ADMs have a limitation regarding treatment success. An estimated thirty per cent are deemed treatment-resistant to drug therapy (Cuijpers, 2018). Patients can also be resistant to CBT. ADM is currently used first, then CBT (if available). CBT will potentially have a forty to fifty-eight per cent chance of treating or reducing symptoms in the patient (Papageorgiou & Wells, 2014). This indicates that treatment options should be considered for each case and that ADMs and CBT have limitations in their effectiveness in reducing symptoms or in the treatment of a patient. 
There are options to use ADMs and CBT together to prevent further relapse for patients. The use of both types of therapies could allow for a greater chance of success. This was shown in the Dunlop et al. (2019) study that used medication and CBT together had a higher likelihood of reducing relapse rates. However, a small number of participants were used in the study. It does indicate that it is not important which treatment is used first but that once treatment has started, both treatments can be used to enhance the effectiveness of both. 
The Sequential treatment model is also another viable option. It uses both ADMs and then CBT. This can be done if the ADMs fail to reduce symptoms or as a measure to prevent relapse after the suspected two-year lapse period. This method could benefit individuals in the same regard by using both ADMs and CBT simultaneously. However, studies remain small, so there is insufficient evidence that this approach improves on current treatment methods. (Dunlop et al., 2019). 
This essay reaches a similar conclusion. Looking at the many studies, it becomes apparent that effectiveness and cost are the main goals with treatment options. There is insufficient evidence to conclude that one treatment option is more effective than the other. However, there is a difference in relapse rates. This indicates that CBT is more effective in long term treatment. The use of both should then provide an overarching care standard that could potentially reduce relapse rates and improve recovery. The economic factor must be considered in any treatment option. Reviewing studies such as Vos et al. (2005), evidence suggests that using CBT to minimise the use of ADMs in the future can reduce overall health costs. Spontaneous recovery also causes issues within the studies. It is hard to say that the success of one particular treatment was due to the treatment or due to spontaneous recovery.
Further research is needed on the effects and instances of spontaneous recovery to understand its effects within treatment options thoroughly. Evidence suggests that treatment options should be considered on a few criteria such as gender and culture. More needs to be done to change stereotypical thinking that prevents access to treatment options that could potentially improve the individual’s mental health. The studies indicated a cultural issue for individuals to seek help in the same regard. More needs to be done to ensure that people have access and are also allowed to access mental health care facilities under their cultural ideals. 
The combined and sequential treatment options for ADMs and CBT at first glance seem to be effective treatment options for patients ensuring that there is adequate support. The underutilisation of these methods could be due to resources. There is the possibility that this could change in the future with cCBT offered to a broader audience. Further research needs to be conducted into the effects of using ADMs and CBT both together and sequentially to fully understand the potential benefits of both therapies. Resources need to be obtained to supply CBT to a broader audience. However, CBT through technology looks promising and will require more research to determine its actual effectiveness. The increase in CBT delivery should promote better mental health overall, and efforts should be made to ensure a variety of treatment options are available for the individual. 
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