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Abstract: 
Background: Depression is the biggest contributor to non-fatal health loss globally and is one of the main causes 
of disease burden. WHO reveals depression to be the fourth most common cause of disability globally and will 
rank as the second most common cause of mortality by 2020. 
Objectives: The aim of the study was to evaluate the patterns of antidepressant use among patients with depression 
and to assess their treatment response in terms of adequate response, partial response, and non-response across 
different demographic and clinical variables. 
Materials and Methods: It was a retrospective, observational study. The study was carried out at a tertiary care 
centre. The study data that was retrieved was for one year. Data from 182 participants were retrieved for the study. 
The study included adults who were 18 years of age or older, had a clinical diagnosis of MDD, visited the 
psychiatry outpatient department during the study period, were prescribed an antidepressant, and had at least one 
follow-up with full medical records. 
Results: Only 11.5% of the 182 participants were older than 60, with the majority (33.5%) falling into the 31–45 
age bracket, followed by the 18–30 age group (28.6%) and the 46–60 age group (26.4%). With a p-value of 0.04, 
a statistically significant correlation between treatment response and age group was discovered. With a p-value of 
0.35, gender differences in treatment outcomes were not statistically significant. 
Conclusion: The present study highlights that antidepressant treatment response in patients with major depressive 
disorder varies across age groups, with younger adults demonstrating relatively better outcomes compared to older 
patients. 
Recommendations: It is recommended that antidepressant therapy in patients with MDD should be 
individualized according to age, clinical profile, and response patterns. 
Keywords: Depression, Patterns, MDD, Antidepressant, Major Depressive Disorder, Treatment response, 
Strategy. 
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Introduction

The most prevalent mental health condition, 
depression is often referred to as "major depressive 
disorder" (MDD) or "clinical depression." It is 
defined by a persistently poor mood and a loss of 
interest in activities, which significantly impairs 
day-to-day functioning. Over 322 million people 
worldwide suffer from depression, a prevalent 
mental ailment, according to the World Health 
Organization (WHO) [1]. 

Depression is the biggest contributor to non-fatal 
health loss globally and is one of the main causes of 
disease burden. According to the WHO, depression 
is the fourth most common cause of disability 
globally and will rank as the second most common 
cause of mortality by 2020. Depression can strike 
anyone at any stage of life, including newborns, 

kids, teens, adults, expectant mothers, and elderly 
people. Adults between the ages of 18 and 30 and 
those over 65 have higher rates of depression. 
Depression is caused by a number of conditions, 
including cancer, thyroid disorders, chronic pain, 
strokes, heart attacks, Parkinson's disease, 
Alzheimer's disease, myocardial disorders, diabetes, 
rheumatoid arthritis, and systemic lupus 
erythematosus [2]. 

In older adults, depression is a prevalent and 
severely incapacitating illness. It is a diverse 
condition, and there is growing evidence that 
depression and inflammation are related in older 
people, with depression perhaps having an 
inflammatory subtype [3]. MDD is among the most 
severe and common mental diseases worldwide. A 
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continuous sense of melancholy, loss of interest or 
pleasure, low energy, decreased appetite and sleep, 
and even suicidal thoughts are some of its 
symptoms, which interfere with everyday chores 
and psychological processes. In addition to having a 
significant economic impact on the world, 
depression has been ranked by the WHO as the third 
leading cause of illness burden since 2008 and is 
predicted to overtake all other causes by 2030 [4, 5]. 

If the first treatment response is not adequate, 
current practice guidelines recommend either 
switching to another non-monoamine oxidase 
inhibitor antidepressant or initiating second-line 
treatment with adjunctive medications involving one 
or more additional antidepressants or medications 
from another pharmacological class, such as thyroid 
hormone, lithium, atypical antipsychotics, 
anticonvulsants, or psychostimulants [6, 7]. 

The number of unsuccessful monotherapy regimens 
tried before starting adjunctive treatment is not 
specifically recommended in the current MDD 
treatment guidelines, and patients may cycle through 
several antidepressants with similar efficacy 
profiles, such as another first-line treatment, without 
experiencing enough therapeutic benefit [6]. The 
goal of antidepressant combos is to increase efficacy 
by combining many modes of action; however, 
because the evidence base for antidepressant 
combinations is small, there are no precise 
prescribing guidelines for these combinations [8, 9]. 

However, one of the primary obstacles to improving 
long-term treatment outcomes for MDD is 
determining the best course of action for each patient 
as soon as feasible [10]. 

The aim of the study was to evaluate the patterns of 
antidepressant use among patients with depression 
and to assess their treatment response in terms of 
adequate response, partial response, and non-
response across different demographic and clinical 
variables. 

Methodology 

Study Design: It was a retrospective, observational 
study. 

Study Settings: The study was carried out at a 
tertiary care centre. The study data that was retrieved 
was for one year. 

Study Population: Data from 182 participants were 
retrieved for the study. The study included adults 
who were 18 years of age or older, had a clinical 

diagnosis of MDD, visited the psychiatry outpatient 
department during the study period, were prescribed 
an antidepressant, and had at least one follow-up 
with full medical records. The following criteria 
were used to exclude patients, such as substance-
induced depression or active substance use disorder; 
severe cognitive impairment or neurodegenerative 
disease; electroconvulsive therapy or investigational 
treatments; incomplete or missing records; 
pregnancy or postpartum depression diagnosis; and 
a primary psychiatric diagnosis other than MDD, 
such as bipolar disorder, schizoaffective disorder, or 
psychotic disorders. 

Data Collection: Over the course of a year, data 
were gathered retrospectively from the hospital 
medical records of 182 patients who had been 
diagnosed with severe depressive disorder. We used 
a standardized form to capture data on treatment 
strategies (monotherapy, switching, or 
augmentation), antidepressant class prescribed, age, 
gender, comorbidities, and treatment response 
(adequate, partial, or non-response as reported by 
the treating psychiatrist). 

Study Procedure: Based on the inclusion criteria, 
eligible patient files were found, and pertinent 
clinical, therapeutic, sociodemographic, and 
response data were taken out. Patients without 
follow-up information or with inadequate records 
were not included. 

Statistical Analysis: SPSS version 26.0 was used 
for statistical analysis. Data were initially entered in 
Microsoft Excel. The data has been presented as the 
number of participants (n) with percentages (%). 

The chi-square test was used for statistical analysis. 
Statistical significance was defined as a p-value of 
less than 0.05. 

Results 

Only 11.5% of the 182 participants were older than 
60, with the majority (33.5%) falling into the 31–45 
age bracket, followed by the 18–30 age group 
(28.6%) and the 46–60 age group (26.4%). In terms 
of comorbidities, 101 participants (55.5%) did not 
have any related medical conditions. The most 
prevalent condition among individuals with 
comorbidities was hypertension (28; 15.4%), which 
was followed by diabetes mellitus 21 (11.5%), 
hypothyroidism 17 (9.3%), and other illnesses 
including autoimmune or cardiovascular disorders 
15 (8.3%). The baseline characteristics of the 
individuals are shown in Table 1.

 
Table 1: Baseline Characteristics among Study Participants 

Parameters Frequency (n) Percentage (%) 
Age group (in years) 
18–30 52 28.6 
31–45 61 33.5 
46–60 48 26.4 
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>60 21 11.5 
Gender 
Male 80 44.0 
Female 102 56.0 
Comorbidities 
None 101 55.5 
Hypertension 28 15.4 
Diabetes mellitus 21 11.5 
Hypothyroidism 17 9.3 
Others 15 8.3 

 
With respect to gender, there was a female 
predominance, with 102 (56.0%) females compared 

to 80 (44.0%) males. Figure 1 shows distribution of 
gender among study participants. 
 

 
Figure 1: Distribution of Gender among Study Participants 

 
Escitalopram, fluoxetine, sertraline, and 113 other 
SSRIs (62.1%) were the most often prescribed class 
of antidepressants among the 182 patients. The 
second most prevalent were SNRIs 38 (20.9%), 
including duloxetine and venlafaxine. Ten patients 
(5.5%) received tricyclic antidepressants like 

amitriptyline, whereas 21 patients (11.5%) received 
atypical antidepressants like bupropion and 
mirtazapine. Prescription patterns for 
antidepressants among research participants are 
shown in Table 2.

 
Table 2: Patterns of Antidepressants Prescribed 

Antidepressant class Frequency (n) Percentage (%) 
SSRIs (e.g., sertraline, fluoxetine, escitalopram) 113 62.1 
SNRIs (e.g., venlafaxine, duloxetine) 38 20.9 
Atypical antidepressants (e.g., mirtazapine, bupropion) 21 11.5 
Tricyclic antidepressants (e.g., amitriptyline) 10 5.5 
MAOIs 00 00 

 
The majority of participants 124 (68.1%) continued 
on initial monotherapy, followed by switching to 
another monotherapy in 45 (24.7%) of participants, 

and augmentation in 13 (7.1%) participants. Figure 
2 shows strategy of treatment used among study 
participants.

 

80
102

Gender of Study Participants

Male Female
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Figure 2: Strategy of Treatment used among Study Participants 

 
The majority of instances, or 98 (53.8%) of the 182 
patients, had a satisfactory response, according to 
the therapy response analysis. Thirty-three patients 
(18.1%) were classified as non-responders, while 51 

patients (28.0%) showed a partial response. The 
study subjects' responses to the treatment are 
displayed in Table 3.

 
Table 3: Response to the Treatment Observed among Study Participants 

Response category Frequency (n) Percentage (%) 
Adequate response 98 53.8 
Partial response 51 28.0 
Non-response 33 18.1 

 
With a p-value of 0.04, a statistically significant 
correlation between treatment response and age 
group was discovered. With a p-value of 0.35, 
gender differences in treatment outcomes were not 

statistically significant. Compared to 47.5% of 
males, 58.8% of females showed adequate response. 
The relationship between age groups and treatment 
responses is explained in detail in Table 4.

 
Table 4: Association of Age-groups with Treatment Responses 

Parameters Adequate response (%) Partial response (%) Non-response (%) P-value 
Age group (in years) 
18–30 34 (65.4) 12 (23.1) 6 (11.5) 0.04 
31–45 37 (60.7) 16 (26.2) 8 (13.1) 
46–60 21 (43.8) 16 (33.3) 11 (22.9) 
>60 6 (28.6) 7 (33.3) 8 (38.1) 
Gender 
Male 38 (47.5) 25 (31.2) 17 (21.3) 0.35 
Female 60 (58.8) 26 (25.5) 16 (15.7) 
Anti-Depressant Drugs 
SSRIs 70 (61.9) 28 (24.8) 15 (13.3) 0.02 
SNRIs 16 (42.1) 13 (34.2) 9 (23.7) 
Atypical 8 (38.1) 7 (33.3) 6 (28.6) 
TCAs 4 (40.0) 3 (30.0) 3 (30.0) 

Discussion 

In this study, depression patients' treatment 
responses and antidepressant usage patterns were 
assessed. Although a considerable percentage of 

patients had a partial or poor response, the results 
show that most patients had an adequate response, 
underscoring the variation in antidepressant 
effectiveness among various demographic groups. 
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In line with other research that found younger 
populations had greater antidepressant response, 
younger patients (18–30 years old) demonstrated a 
higher incidence of acceptable response than older 
patients, indicating that age may affect treatment 
results [11]. 

The partial and non-response rates observed in our 
study underscore the clinical challenge of treatment 
resistance in depression. Studies have shown that 
approximately 30–40% of patients may not achieve 
remission with first-line antidepressant therapy, 
necessitating augmentation or switching strategies 
[12, 13]. Similar to our results, Trivedi et al. found 
that nearly one-third of patients failed to achieve 
remission even after multiple treatment steps [14]. 

Sociodemographic and clinical factors, including 
comorbidities, adherence, and psychosocial 
stressors, are known to significantly affect 
antidepressant outcomes [15]. The study reinforces 
the importance of individualized treatment 
approaches, taking into account patient-specific 
variables. Additionally, the findings emphasize the 
need for close monitoring and timely therapeutic 
modifications in cases of suboptimal response. 

The relatively higher adequate response rates in 
younger age groups may also reflect better 
adherence and fewer comorbid medical conditions, 
which is consistent with prior evidence [16]. On the 
other hand, older patients often require 
polypharmacy and may face age-related 
pharmacokinetic changes that could reduce 
antidepressant efficacy [17]. 

It might be time to reconsider rules that might 
restrict access by unnecessarily generalizing 
treatment alternatives, especially in light of the 
necessity of early improvement and the possibility 
that step therapy protocols and national treatment 
guidelines will compel patients to begin first-line 
antidepressant medication with an SSRI [18]. 

Conclusion 

The present study highlights that antidepressant 
treatment response in patients with major depressive 
disorder varies across age groups, with younger 
adults demonstrating relatively better outcomes 
compared to older patients. Despite adequate 
treatment, a considerable proportion of individuals 
showed only partial or no response, emphasizing the 
need for close monitoring, timely dose adjustments, 
and alternative therapeutic strategies. 

Limitations 

Since this study was conducted in a single urban 
tertiary care facility, it may not be feasible to 
extrapolate the findings to the broader population. 
Additionally, the study's sample size was too small 
to draw conclusions and extrapolate findings. 

Recommendations 

It is recommended that antidepressant therapy in 
patients with MDD should be individualized 
according to age, clinical profile, and response 
patterns. Regular follow-up with systematic 
monitoring of treatment efficacy and side effects is 
essential to identify partial or non-responders early 
and make timely adjustments, including switching 
or augmenting therapy. 

List of Abbreviations 

MDD- Major Depressive Disorder 

WHO- World Health Organization 

SSRIs- Selective Serotonin Reuptake Inhibitors 

SNRIs- Serotonin-norepinephrine reuptake 
inhibitors 

MAOIs- Monoamine oxidase inhibitors 
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