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Major Depressive Disorder - Initial Treatment 



1. Individuals with mild Major Depressive Disorder (MDD) are often unlikely to benefit from an antidepressant. The margin of benefit of antidepressant over placebo, often only reaches clinical significance among people with moderate-to-severe symptoms. Clinical judgement is required, taking into account factors such as patient preference.
2. Psychological treatments in mild-to-moderate MDD include:

a. Supportive Counselling
 
b. Cognitive Behaviour Therapy (CBT)
 

c. Interpersonal Therapy (IPT)

Many individuals with mild-to-moderate MDD overcome their problems within 6-8 sessions of therapy [More sessions, such as 8-12 sessions over 6 months, or 16-18 sessions over a longer period, may be required if the person becomes severely depressed or there are complicating factors. Most individuals will be improved at 20 sessions unless there are underlying personality, cognitive style or treatment-resistance issues].
3. Elements of each type of the abovementioned focused psychological treatments can be applied at different times during the course of treatment in individual patients, depending on the patient’s individual circumstances
. 

4. For individuals with moderate-to-severe MDD, the recovery rate when an antidepressant is combined with CBT or IPT is higher than with an antidepressant alone.  
5. In severe depression, antidepressant treatment should precede intensive psychological therapy. Severe depression interferes with motivation, sustained concentration and cognitive processing of advice and insights.

6. The selective serotonin reuptake inhibitors (SSRIs) are considered to have the most favourable balance of benefits versus harms. However, specific side-effect profiles may suit particular individuals, and the individual’s previous experiences with antidepressants is a factor
. 

7. Response to an antidepressant is noticeable, typically within 2–4 weeks of starting treatment. If response is minimal after 4 weeks, the dose of the antidepressant should be increased within the recommended range. Symptoms may continue to improve using the same drug for up to 12 weeks. If there is no improvement after 4 weeks, any response to continuing treatment with the same antidepressant is unlikely. 

Additional Management Issues

1. The natural history of depression is that it will usually improve, but not always. There                  are issues around prediction and ongoing morbidity. The goal of treatment should be complete remission as soon as possible, rather than partial palliation and slow improvement, as there is a possibility that chronic depression causes structural alterations in the brain, which in turn reinforce the ongoing depression. Response to treatment is not the same as remission.

2. A psychiatrist is the appropriate medical specialist to assess and manage an individual with a disabling and distressing psychiatric medical illness of significant duration and severity, and with complex mixtures of biological, psychological and social factors. This is consistent with using a specialist for heart disease, diabetes, cancer and other ongoing medical conditions.

3. Comorbidity (e.g. chronic pain, personality issues, alcohol/substance use, ongoing stressors), resourcing issues, lack of involvement of family or others in treatment, legal processes, embitterment, and problems with patient engagement or motivation can be important factors in treatment failure, just as with other illnesses. Non-adherence is the most common cause of treatment failure.

4. Other causes of treatment resistant depression are: undertreatment; and delayed commencement of treatment.
References: 

Kaplan & Sadock's Comprehensive Textbook of Psychiatry, 9th edition
              National Prescribing Service News 78: Depression – Challenges in Primary Care, Apr 2012 (Aust)        

              The Beyondblue Guidelines for Treating Depression In Primary Care, P. Ellis and D. Smith

              Med J Aust 2002; 176 (10): 77.                                                                                                           

              Practice Guideline for the Treatment of Patients With Major Depressive Disorder, Third Edition,
American Psychiatric Association[image: image1.wmf]
� For patients without significant support and needing someone to be a ‘sounding board’ to help them cope   


   with their depression.


� For low self-esteem, oversensitivity, disturbances in cognitive style or depression-maintaining behaviours  


   (e.g. avoiding participation in activities for fear of failure, or inability to find a solution).


� For patients experiencing interpersonal conflict such as marital differences, or work related conflicts.


� For example, a counselling approach may not be as structured as CBT, but encompass the principles of   


   cognitive criticism, psychodynamic exploration and an existential understanding; the aim of which is to   


   place traumas experienced by the patient into a personal, intelligent and contextual framework.


� Meta-analyses have found lower response rates with Duloxetine (Cymbalta) than the SSRI Escitalopram,   


   and that more people stopped treatment because of adverse effects with Duloxetine (Cymbalta) than with  


   SSRIs or Venlafaxine.





