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The word ‘depression’ is oŌ en used incorrectly. Depres-
sion is a genuine mental health condiƟ on, which can af-
fect anyone at diffi  cult Ɵ mes.

MulƟ ple studies show that 5-6% of the populaƟ on 
(500,000 to 700,000 people in our country!) suff ers from 
depression.

The chance of someone developing depression is up to 
15-17%. 1.5 to 1.7 million Belgians will be aff ected at 
some point. 

Unfortunately, most people sƟ ll view depression as a 
lack of will power, character, perseverance and energy. 
In their view, someone who is depressed is just someone 
“who let go”.

Symptoms

Everyone goes through spells of feeling down: your stock 
porƞ olio crashed, your football team was defeated 5-0, 
... These moments, however, are oŌ en short-lived and 
aren’t a sign of a genuine depression.

Depression is characterised by certain symptoms that 
persist for more than two weeks. (Usually they even per-
sist for months). These symptoms can be both psycho-
logical (dealing with the psyche, or the mind) and neu-
robiological (dealing with the way our brain funcƟ ons).

The most important psychological symptoms are:
• Experiencing low mood or sadness
• Not geƫ  ng any enjoyment out of life
• Losing interest in everyday things
• Losing interest in work
• NeglecƟ ng family
• No longer enjoying anything
• WanƟ ng to be leŌ  alone
• Feeling guilt-ridden
• Having suicidal thoughts or thoughts of death
• In the worst-case scenario, aƩ empƟ ng suicide.

The neurobiological symptoms indicate the severity of 
the depression. To treat these symptoms, anƟ depres-
sants are needed.

The most common symptoms are:
• Disturbed sleep (for example, oŌ en waking up at night 
and fi nding it hard to fall asleep again)
• Feelings of exhausƟ on in the mornings
• EaƟ ng disorders: anorexia and weight loss or bulimia 

and weight gain
• CogniƟ ve impairment which hinders daily life and 
work: concentraƟ on problems, forgeƞ ulness
• Slowed reacƟ ons with in between bouts of anxiety

Causes

Depression usually has more than one cause. Diff erent 
causes combined can trigger depression: marital pro-
blems, family problems, dismissal, bereavement, illness, 
personal problems.

Another, more severe, type of depression exists that is 
triggered without any cause. It comes and goes when 
the seasons change (hence: seasonal aff ecƟ ve disorder 
or “winter depression”).

Furthermore, there is bipolar disorder. This is a condi-
Ɵ on where periods of depression alternate with periods 
of mania. During the laƩ er, the paƟ ent will barely sleep 
and act very excited. He will, however, feel high and in 
good shape.

These two types of depression are, however, very rare 
(less than 10% of all cases) and usually require specia-
lised psychological treatment.

Further evolu  on

It is oŌ en said that depression only lasts for a couple of 
weeks. This is usually incorrect, especially when the in-
tensity has to be treated with anƟ depressants.

* In 40-50% of cases, depression occurs only once.
* In all other case, there was a relapse, oŌ en mulƟ ple 
Ɵ mes.

The chance of a relapse becomes greater if the depres-
sion wasn’t treated correctly. Obviously, the causes (psy-
chological, physical, professional causes; stress) need to 
be dealt with. A treatment using anƟ depressants needs 
to be administered long enough. These treatments al-
ways need to be combined with psychotherapy. Recur-
rent depressions can take on dramaƟ c forms for both 
the paƟ ent and his surroundings.

Depressions have a high impact on daily life. With the 
slightest improvement, both paƟ ent and his surroun-
dings (too) quickly assume he is cured. Too oŌ en they 
falsely belief he has goƩ en rid of the problem for good.



To counter such false opƟ mism, both the paƟ ent and his 
surroundings need to be made aware of the danger of a 
possible relapse. Only then will they do everything ne-
cessary to avoid it.

How to treat depression?

Someone who is feeling down obviously has no need for 
anƟ depressants.

If there are only psychological symptoms and no neuro-
biological symptoms (see previous page), it is oŌ en suf-
fi cient to discuss the paƟ ent’s problems with the paƟ ent 
himself and come to a soluƟ on together. If, however, 
there are neurobiological symptoms, psychotherapy and 
medicaƟ on is needed. The former will deal with the psy-
chological problems, the laƩ er with the neurobiological 
problems.

The treatment of a severe depression always needs to 
consist of the following three elements:

1. Individual sessions of psychotherapy

Someone who suff ers from depression needs support 
and empathy for his condiƟ on. He especially needs help 
to understand the causes that triggered the depression: 
family or relaƟ onship problems, personal diffi  culƟ es etc.

If it isn’t the fi rst occurrence of depression, it needs to 
be determined which new circumstances have triggered 
the relapse. Psychotherapy can be given by a GP, a psy-
chologist or a psychiatrist. Because it takes three to four 
weeks for the anƟ depressants to take eff ect, psychothe-
rapy during this Ɵ me is vital.

2. Medica  on (psychiatric medica  on)

Neurobiological symptoms always require a treatment 
with anƟ depressants. However, watch out for physicians 
who prescribe anƟ depressants like they’re anƟ bioƟ cs, 
with the advice – to put it excessively - to “take the full 
packet and to return if nothing improves”. Any treat-
ment with anƟ depressants requires a serious therapeu-
Ɵ c relaƟ onship between paƟ ent and GP or psychiatrist. 
One session per week is the bare minimum. The paƟ ent 
and his surroundings need to be aware that these medi-
caƟ ons have side eff ects and will only show results aŌ er 
three to four weeks.

3. Support from a partner or one’s surroundings
Physicians oŌ en don’t fully realise the desperaƟ on of 
the partner or other family members caused by depres-

sion. It is therefore essenƟ al that the partner and/or 
the parents are acƟ vely involved in the treatment. Only 
then will the necessary adherence to the treatment be 
possible and will the paƟ ent take his anƟ depressants as 
prescribed.

An  depressants: some clarifi ca  ons

There is a lot of misinforma  on about an  depressants

Firstly, anƟ depressants are not sleeping tablets or tran-
quilisers. The laƩ er might help you sleep beƩ er or help 
with feelings of anxiety, but they are nothing more 
than a plaster on a wooden leg. They only alleviate the 
symptoms, but do not treat the depression. Moreover, 
benzodiazepines lose their eff ecƟ veness over Ɵ me and 
cause physical and psychological dependence.

This is, however, not the case for anƟ depressants. A tre-
atment with this type of medicaƟ on will over Ɵ me lead 
to a beƩ er sleeping paƩ ern, more energy and normal 
cogniƟ ve funcƟ oning.

UnƟ l 1987, when fl uoxeƟ ne was fi rst introduced, only 
monoamine-oxidase inhibitors (MAOI’s) and tricyclic 
anƟ depressants were available. These medicaƟ ons did 
produce results, but had strong side eff ects (dry mouth, 
considerable weight gain, orthostaƟ c hypotension or 
low blood pressure aŌ er changing posiƟ ons, drowsi-
ness...). In case of an accidental or intenƟ onal overdose, 
the risk of a fatal outcome was signifi cant. They were 
also only eff ecƟ ve in suffi  ciently high dosages, making 
regular blood samples necessary to determine the cor-
rect dosage. Because of the side eff ects, the risk of a fatal 
outcome in case of a suicide aƩ empt and the low tole-
rance to treatment outside hospital, these medicaƟ ons 
oŌ en required a stay at a psychiatric unit. Moreover, the 
duraƟ on of the treatment was limited due to the side 
eff ects. Three to six months usually was the maximum.

In 1987, fl uoxeƟ ne was fi rst introduced. Nowadays, 
many of these selecƟ ve serotonin reuptake inhibitors 
are available (citalopram, fl uoxeƟ ne, fl uvoxamine, pa-
roxeƟ ne, sertraline), to which serotonin-noradrenaline 
reuptake inhibitors (venlafaxine) have recently been ad-
ded. These medicaƟ ons have certain advantages, ma-
king them easier to use outside of hospital. They have 
less side eff ects (mainly digesƟ ve problems, headaches 
at the start of the treatment, long-term loss of libido in 
one paƟ ent out of fi ve), a high tolerance, no risk of a 
fatal outcome in case of an overdose, and the possibility 
of using single doses. Blood samples to determine the 
correct dosage are therefore no longer needed.



Because of these medicaƟ ons, far fewer people need to 
be admiƩ ed to a psychiatric unit for depression. But the 
success of these new anƟ depressants has its drawbacks. 
They are oŌ en used on the basis of, to put it mildly, 
quesƟ onable symptoms. A passing bout of feeling down 
should for example NOT be treated with these anƟ de-
pressants. Moreover, contrary to popular belief, these 
medicaƟ ons do not bring about permanent weight loss 
and are therefore NOT suitable to fi ght obesity.

We should also not forget that there is no such thing as 
a happy pill. Happiness can never be achieved through 
chemicals.

Dura  on of treatment

All internaƟ onal studies reach the following conclusions:

• In case of a single bout of depression, treatment 
should be conƟ nued for another six months aŌ er the 
symptoms have diminished or have disappeared. Psy-
chotherapy should be conƟ nued for another 12 months.

• In case of severe and recurrent depression (more than 
two periods of depression in fi ve years, that is either 
severe or accompanied by excessive alcohol consump-
Ɵ on or anxiety), treatment (with both medicaƟ ons and 
psychotherapy) should be conƟ nued for another two 
years minimum. During this Ɵ me, the paƟ ent needs to 
take the same dosage of anƟ depressants he took during 
the height of his depression that resulted in an improve-
ment in symptoms. 

An  depressants: fact or fi c  on?

• AnƟ depressants do not cause dependence or addic-
Ɵ on. The reason is rather straighƞ orward. AddicƟ ve sub-
stances (amphetamines, benzodiazepines etc.) begin to 
work very quickly. The user will experience the fi rst ef-
fects within 30 minutes. AnƟ depressants, however, have 
to be taken for three to four weeks before they take ef-
fect. They are therefore not addicƟ ve.

• AnƟ depressants are not the cause of suicide, aggres-
sion or manslaughter. Quite the opposite, these medica-
Ɵ ons prevent many suicides or suicide aƩ empts. These 
medicaƟ ons are oŌ en portrayed in a negaƟ ve manner 
by the media. They don’t change someone’s personality, 
nor do they incite criminal behaviour. The underlying 
personality of the paƟ ent is obviously very important. 
Any personality disorder can be the cause for problems 
that are someƟ mes aƩ ributed to anƟ depressants. 

• To stop taking anƟ depressants will not lead to drama-
Ɵ c situaƟ ons. One essenƟ al condiƟ on is, however, that 
the treatment conƟ nued for a suffi  cient Ɵ me and was 
accompanied by psychotherapy with a GP, psychiatrist 
or psychologist. Most people start funcƟ oning again as 
before when they stop taking their medicaƟ on. In some 
rare cases, however, it can lead to a form of relapse. 
This is not because of addicƟ on, but it is indicaƟ ve of a 
further need for anƟ depressants, because the anoma-
lies in the way the brain funcƟ ons haven’t yet been ad-
justed suffi  ciently. 
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