


Evaluate the efficacy of a range of treatments for a depressive disorder

This study is about Major Depressive Disorder (MDD) and what support and help there is to diagnose the disorder and the treatments available to the patient. The doctor, by using the Diagnostic and Statistical Manual of Mental Disorders 5th edition (DSM-5) that was published in 2013, can diagnose the patient and prescribe some treatments, either medication or therapies, that are available today to help the patient. There are many studies on the internet to investigate. The DSM-5 (2013) is a valuable tool for the doctor, it shows all the symptoms and treatments for various disorders, which in turn helps the doctor to help the patient. The symptoms of Major Depressive Disorder (MDD) that the doctor will be looking for, are any change in moods, this could be sadness, irritability along with disruptive sleep patterns, not eating, lack of sex drive, bowel problems, losing enjoyment in things they used to like doing, this could be sports or hobbies (DSM – 5, 2013). Another thing to look out for is crying for no reason or suicidal thoughts, speech, and body functions slow down, this causes problems in work and also family life. (Mayo clinic) The Mayo Clinic started on 30 September 1889. It was founded when William and Charles Mayo joined their father’s general practice in Rochester, Minnesota. (Mayo clinic)
MDD is often found more in women than men. The statistics show that it is twice as likely in women than men. (Ferrari et al. 2013) A study shows over a 12-month period that 5.8 % of women and 3.5% of men have been diagnosed with MDD. (Salk. R.H. 2017) Environmental factors are often associated with this condition, these factors could be caused by abuse in the home either mental abuse, physical abuse, or sexual abuse, which often leads to anxiety and depression if these symptoms continue for two weeks or more, this is classed as Major Depressive Disorder. Limited treatment consists of therapies and several different types of medications. These tablets are called Selective Serotonin Reuptake Inhibitors. SSRI’s include citalopram (Celexa), fluoxetine, fluvoxamine, plus many more.
MDD can affect 20-30 men per 1000 but 40-90 per 1000 of women are affected, more than double that of men. Of these 10% of patients eventually commit suicide (Gelder et al., 1999).
Prevalence rates for probable single lifetime episode of major depression (6.4%), probable recurrent major depression (moderate) (12.2%), probable recurrent major depression (severe) (7.2%) and probable bipolar disorder (1.3%) were comparable to those found in other population studies. The proposed diagnostic criteria have promising validity, with a gradient in evidence from no mood disorder through major depression and probable bipolar disorder in terms of gender distribution, socioeconomic status, self-reported health rating, current depressive symptoms, smoking and alcohol use (Smith. D. J. et al, 2013)
The manual that is used by the medical system is called the Diagnostic and Statistical Manual of Mental Disorders 5th edition (DMS-5) that was published in 2013. This manual lays out the symptoms of the condition and the medication or therapies that should be used to help the patient.
The patient would need to show symptoms of major depressive episodes to be able to be diagnosed with MDD (Major Depressive Disorder). The symptoms of MDD are: 
· Any change in moods.
· Sadness, emptiness, hopelessness. 
· Irritability or frustration.
· Disturbed sleep patterns, insomnia or sleeping too much.
· Not eating.
· Lack of sex drive.
· Bowel problems.
· Losing enjoyment in things they used to like doing, e.g., hobbies. 
· Crying for no reason.
· Suicidal thoughts. 
· Speech and body function slowing down.
· Problems in work.
· Problems in family life.
Many of the symptoms of Major Depressive Disorder can also be found in Schizophrenia and Bipolar Disorder, as some of the symptoms are the same. The DSM-5 (2013) can enable the doctor to find the correct diagnosis and the correct therapies and medications available. 
The doctor needs to look into the family history as this is a factor of interest. MDD can be hereditary, and this would be helpful information for the doctor in deciding which treatment to follow. The DSM-5 (2013) manual helps with diagnosis and the course of treatment that would be best for the patient. 
Some people might not respond to antidepressants tablets, however, other treatments such as Cognitive Behavioural Therapy, (CBT) developed by Dr Aaron T. Beck at the University of Pennsylvania could help some patients (Beck. A. T. 1976). 
Drug therapy is one of the first things the doctor will try, as this is the preferred option to see if medication alone can help the patient in the short term. The medication the doctor could prescribe is Fluoxetine, Sertraline, Citalopram, and other medications. These tablets are called Selective Serotonin Reuptake Inhibitors. SSRIs are the first medication the doctor could put the patient on to try and level out the feelings of depression, unfortunately, the medication does not alleviate the root cause of the problem (nhs.uk).
They can all increase serotonin function and increase noradrenaline function; most medications can be prescribed to be taken once a day. Medication takes as long as two weeks to start to show any effect. Withdrawal from medication should be done slowly, stopping the medication can cause restlessness, anxiety, insomnia, and nausea. If the patient does not think the medication is helping and there is no improvement, then the doctor could talk the patient through different medications that could be tried plus other treatments that are available such as Cognitive Behavioural Therapy (CBT). The Dr. would have to explain to the patient what CBT entailed and then the patient could make an informed decision about the next course of treatment (DSM-5, 2013)
CBT is another treatment the doctor could investigate. The doctor could make an appointment to see a professional that is trained in high or low-intensity CBT. CBT (Cognitive Behavioral Therapy) could help with the treatment of MDD. CBT is a fairly new therapy and has shown itself to be a helpful therapy, used for several mental health illnesses. This could be another option for the doctor, in terms of available treatment. At the moment there are not many qualified practitioners in CBT, but it is an upcoming therapy so hopefully, in the not-too-distant future every doctor’s surgery will have access to at least one therapist. This would decrease the need for medication so in the long term save the NHS a great deal of money. Depending on the reason discovered by the therapist there would be no need for medication, although in some cases, the need for medication as well as therapy would have to be considered by the doctor (nhs.uk, 2019).
In 1960, Dr Aaron T Beck observed his depressed patients were talking negatively about themselves. He found that their negative thoughts were impacting their feelings. Beck called these ‘automatic thoughts.’ Beck realized that his depressed patient’s thoughts about a situation caused their reactions rather than the situation itself. Beck named this ‘cognitive model.’ 
(Beck A. T., 1967) Beck helped his patients to change the way they viewed different situations and helped them to deal with these situations differently, thus making them feel better about themselves. He also worked on their feelings about themselves, other people, the world in general and about their future. Dr Beck then decided to research and apply CBT to other disorders. He made clinical observations and identified maladaptive beliefs associated with the disorders. He then made treatment plans to tackle the disorder. Beck discovered that CBT could be used for many disorders, anxiety disorders, substance abuse, personality disorders, eating disorders, psychosis, and other psychiatric diagnoses. CBT has been adapted to use with couples, children, families, adolescents, adults, and older adults in a variety of settings, including outpatient’s clinics, schools, hospitals, residential homes, and prisons. CBT has also been found to benefit patients with medical conditions, in terms of reduction of symptoms and promoting healthy behaviours. People that take part in CBT will be asked to follow their own individual treatment plans, which the therapist will devise for them (Beck. A. T. 1993). The patients would talk about their problems with the therapist or psychiatrist at the beginning of every session. The therapist would support the patient to look at goals that they can work towards. The therapist and patient could talk about problems and discuss ways of dealing with some of the problems that they have. This would teach the patient coping strategies they could use if they ever came across the same problem again. The therapies would take time for the patients to adjust to, as it is a completely different approach to dealing with their original problem. The patient should notice a vast improvement in how their mind is working. The course lasts about six weeks. In that time, they would have to agree on what they are going to work on. The patient may find that they might need medication, as well as CBT until the therapist can get to the root of the problem (Beck. A. T. 1993).
Mahoney (1974) and Meichenbaum (1977) discovered that many clinical problems such as disorders of thought and feelings, including some behaviours, are controlled by the way people think.  
Beck (1993) defines Cognitive Behaviour Therapy as ‘…. the application of the cognitive model of a particular disorder with the use of a variety of techniques designed to modify the dysfunctional beliefs and faulty information processing are characteristics of each disorder.’
CBT comes from different sources including behaviour therapy and psychoanalysis. ‘However, lasting changes in target emotions and behaviour.’ (Wessler., 1986).    
Drugs versus CBT. MDD can affect 20 -30 men per 1000 but 40-90 per 1000 women. 10% of these patients eventually commit suicide (Gelder et al., 1999).
The results of the first major clinical trial comparing CBT to antidepressants was published in 1977. The results showed that the first talking therapy (CBT) was more effective than medication for the treatment of depression.
After a second trial conducted in the UK, showed the same results. CBT received international acclaim and interest (nhs.uk).
Doctors are interested in finding out which is the best treatment for the patient. The doctor could first start with medication and then progress to including CBT. CBT is a talking therapy, the doctor would need to know some history of the patient, their family, and work-life. Whether the patient uses recreational drugs, that could be a big problem especially if it interfered with the medication the patient was put on. This would be of interest to the doctor, who needs to find out what has happened in the past. Medication is not the cure, but it can mask the symptoms in the short term. The doctor could try using CBT with the medication to see if using both together would help. Working with both medication and CBT would help in the long term, this would be the best way forward. CBT could help in a very short time, or it could take years of help and support. In the future doctors would be able to use both medication and CBT. The patient would talk about their past as this could be the source of their MDD problem. In some cases, talking about what happened in the past could be very distressing but it is the only way forward if they are wanting to be cured of MDD (DSM-5 2013).
In conclusion, over the years, medicine is changing, and treatments are improving. Doctors can learn from the DSM-5 (2013). Some Doctors still prefer to prescribe medication as the first route for MDD. This is in the doctor’s training. Doctors have many years of training whilst gaining valuable experiences. There are newly trained doctors who have different ways of treating patients. Medication might work for some patients, but it does not work for everybody. Getting older people do not want the fuss of taking tablets. Older people have also gone through the process of taking medication and it has not been good for them. It would be much easier for them if CBT was something that could be tried. This could help them get off medicines. They would have to agree to take part and have their medication slowly reduced until they no longer take them. CBT is a therapy that runs for a short period of about six weeks, they would be asked to do some writing about how they are feeling throughout their day by day. This would be for the therapist to see when and where the patient is feeling low or happy. It would also show what makes them motivated and what does not motivate them. The therapist would be able to see how the treatment was helping the patient and the therapist could then decide what they could be working towards next (Gross, R. 2001). The therapist could see what they are writing about and how they are feeling that day. Then they have another meeting to see how they are getting along with their treatment and feelings and if the treatment is working for that particular patient. As in all things, CBT does not work for everyone, it works perfectly for some patients but not very well for others. In these cases, they may have to use medication as well. The patient may not realize how long this treatment is going to work and how long it may take before they see and feel the benefits of CBT. Some people have been abused when they were young, in these cases this could be a lifetime of treatment for the patient. As society changes so will treatment change. People forget the doctors are only human in their experience they go to university for training and work with experienced doctors which helps them to become better doctors through life experiences that could help them in the future. Newer doctors are looking for new and different ways to help with treatments for the patient. This had changed over the years, things are improving every year, new medications have come out and new ways of working with people as there are lots of people suffering (Gross, R. 2001). CBT therapists have now started to use the internet using Apps that allow you to see and talk to each other, which makes it ideal for both patient and CBT therapist. This will be the way things are going to work and this could help more patients. By being in their own home, could work for so many patients but not all. Some people like face-to-face meetings as everyone is different. If they could be done online this would make this easier or harder work for the newly trained therapists. To become a CBT therapist you would need a postgraduate diploma, followed by a course on how CBT works. 
Anxiety disorders and major depressive disorders are common, costly, and debilitating. Remarkably, less than half the people with these disorders see a physician and only a quarter receive appropriate treatment. Effective treatments for these disorders exist, i.e. selective serotonin reuptake inhibitors (SSRIs) and cognitive behaviour therapy (CBT). However, the public health impact of these remedies is limited for a number of reasons (nhs. uk). Specifically, these disorders often are unrecognized, the efficacy of SSRIs may be limited to very severe cases, CBT is not widely available, in part because of insufficient numbers of adequately trained clinicians, and patients do not or cannot adhere to the costs and demands of face-to-face CBT treatment. 
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