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[bookmark: Introduction1]Introduction
Start of Box
[bookmark: Box1]If you are about to embark on this course, please be aware that this is the third and final part in a three-part series covering anxiety and depression. We would encourage you to start with Exploring anxiety and then move on to Exploring depression before starting this free course. 
End of Box
In this final part we explore the relationship between anxiety and depression. The course will help you to consider some key issues around diagnosis, causes and interventions for anxiety and depression, and to think critically about some of the more pressing contemporary questions and controversies. For example: 
· Do anxiety and depression lie along a ‘continuum’ of human emotions? 
· Do culture and societal views matter? 
· Are anxiety and depression simply caused by the stresses and strains of daily living and by life’s events and traumas, and not by genes? 
· How much of mental illness can the biology of the brain explain? 
· Are anxiety and depression more common in women or in men? 
· Can or should anxiety and depression be ‘cured’?
· Could psychedelics be used to treat anxiety and depression?
This OpenLearn course has been developed from the Open University course S826 Introduction to mental health science (Stage 1 in the Masters in Mental Health Science), and is suitable preparatory reading if you are considering moving on to postgraduate study in this area. A number of related free courses are also available on OpenLearn. They are recommended to complement your studies. They can serve as background reading, introduce you to underlying concepts, and provide a basis that will help to support and broaden your knowledge and understanding of topics further. You can find these in the Further Reading section. 
Please note that we have not provided a glossary of terms on this course. However, you may find it helpful to keep one as you study. The course may contain some specialist vocabulary, terms or ideas with which you are unfamiliar. Typically, this may involve a medical condition, a complex technical term or a specific procedure or assessment. At this more advanced level of study, we expect you to use your initiative and find the missing information for yourself, perhaps using medical dictionaries or encyclopaedias, or by conducting an online search using a search engine. Searching for information is also an overt feature of study at Masters level, and will help you to better prepare for postgraduate study. 


[bookmark: LearningOutcomes1]Learning outcomes
After studying this course, you should be able to:
· Understand anxiety and depression from biopsychosocial perspectives
· Discuss contemporary issues in mental health science related to anxiety and depression
· Recognise different lines of evidence and appreciate the uncertainty, ambiguity and limits of current knowledge in the study of mental health science 


[bookmark: Session1]1 Anxiety and depression
In this final course, we reflect on the biopsychosocial model for mental health, take a look at the monoaminergic hypothesis for mood disorders, examine the overlap of signs, symptoms and behaviours between anxiety and depression, briefly consider resilience and interindividual variability, and explore a controversial treatment for depression using the psychedelic compound psilocybin (the active ingredient in magic mushrooms). We leave you with some final thoughts and questions which you may wish to explore beyond this course. 


[bookmark: Session2]2 The biopsychosocial model of mental health: revisited
Cast your mind back to the first course in the series Exploring anxiety (Section 1.1), where we introduced the biopsychosocial model for mental health. Recall that a central assumption behind the biopsychosocial model is the interdependence between biological, psychological and social factors. We noted that 'this approach examines the three interdependent factors, biological, psychological and social, in devising explanations and possible interventions in mental health', and that 'the biopsychosocial model is … an arguably more "integrative, non-reductionist clinical and theoretical" model that "honors the importance of all relevant domains of knowledge, not just the ‘biological" (Benning, 2015). In Figure 1, you will see that we have added ‘environmental’ to ‘social’ factors. In certain respects, environmental factors also encompass social elements (or vice versa), so in this version of the model, we have included both within the same category. This bio-psycho-socio-environmental (BPS-E) model is shown in Figure 1. We have compartmentalised elements that have been discussed in this course on the figure according to where they best align – in some cases you will see that the alignment falls across boundaries (intersections). Look carefully at this figure, and from what you have learned from this series (and from your prior studies or professional experience), see if you agree with the positioning of these important elements. Are there any others that you think should be added to this Venn diagram, and if so, in which segment? 
Start of Figure
[bookmark: Session2_Figure1][image: D:\AaaF\OUT\httpswwwopeneduopenlearnocw_cmid77496_2020-11-06_12-29-14_js34827\word\assets\_ac0d8e1b12f42dd667f739da5f383bd9ad2bb297_s826_ol_fig7_bpse_model_for_mental_health.png]
Figure 1 The bio-psycho-socio-environmental model for mental health. 
End of Figure
[bookmark: Session2_Section1]2.1 The monoaminergic hypothesis for mood disorders: re-examined
The BPS-E model offers a more holistic understanding of mental health science by giving importance to all relevant domains of knowledge. This does not mean that we should not focus on a given domain and explore this in more depth. Development of greater understanding requires us to critically examine defined aspects within a given domain, as well as their relationship with other elements. 
The ‘monoaminergic hypothesis’ is one such component, considered to be central to a biological understanding of mood disorders (which include both anxiety and depression). The hypothesis proposes that the underlying neurobiological basis of anxiety and depression rests on the depletion of levels of key monoamine neurotransmitters: serotonin, noradrenaline (termed ‘norepinephrine’ in the US) and/or dopamine within the brain. The hypothesis is supported by the mechanism of action of antidepressant drugs which have been shown to elevate the levels of these neurotransmitters in the brain, and are known to be effective in alleviating the symptoms of anxiety and depression. 
Selective serotonin reuptake inhibitors, or SSRIs, in particular, which increase serotonin levels (by preventing the reuptake of this neurotransmitter from synapses) can be effective for both depressive disorders and anxiety. However, of the estimated 350 million people worldwide who experience depression, between a third to a half do not improve with ‘standard’ antidepressant treatment. 
Similarly, 'at least a third of patients with anxiety disorders do not adequately respond to available pharmacological treatment' (Maron and Nutt, 2015). The occurrence of such ‘treatment-resistant’ (or ‘treatment refractory’) cases, casts doubt on the primary (or sole) dysfunction of the monoaminergic system in anxiety and depression. Consistent with this view, the gamma-aminobutyric-acid (GABA) system, a target for tricyclic antidepressant medications, has long been recognised as relevant to understanding mood disorders. More recently, attention has shifted to an imbalance in glutamatergic neurotransmission with the finding that ketamine (an analgesic/anaesthetic drug) may also act as a novel fast-acting antidepressant (Kirby, 2015; Malhi et al., 2016). Considering the overlapping and inter-related functions governed by these neurotransmitter systems, it is perhaps not surprising that the picture that emerges here is complex. We have provided you with a glimpse of this in Figure 2. 
Start of Figure
[bookmark: Session2_Figure2][image: D:\AaaF\OUT\httpswwwopeneduopenlearnocw_cmid77496_2020-11-06_12-29-14_js34827\word\assets\_dfc0277fc3acc32335131ac8da49140634ba3aea_s826_ol_fig8_monoaminergic_neurotransmitters_mecf.png]
Figure 2 Monoaminergic neurotransmitters and the regulation of mood, emotion and cognitive function. 
End of Figure


[bookmark: Session3]3 Overlap of symptoms between anxiety and depression and comorbidity with other conditions
An important and frequently-asked question concerns whether anxiety and depression are in fact two sides of the same coin. Do anxiety and depression lie on a continuum with overlapping social, environmental, biological and psychological causes? Or, do anxiety disorders and major depressive illness represent discrete ‘categories’ of illness? 
To consider these questions, we first have to examine the symptom profiles for anxiety and depressive illness (see Figure 3). Recent studies suggest that around '85% of patients with depression also experience significant symptoms of anxiety' (Möller et al., 2016). Similarly, 'symptoms of depression occur in up to 90% of patients with anxiety', and such ‘comorbid anxiety and depression’ can occur at any age. 
Start of Figure
[bookmark: Session3_Figure1][image: D:\AaaF\OUT\httpswwwopeneduopenlearnocw_cmid77496_2020-11-06_12-29-14_js34827\word\assets\_6b954c4f737c3a91193b04907e93a1ab002d9806_s826_ol_fig9_symptom_overlap_between_anxiety_and_depression.png]
Figure 3 Symptom overlap between anxiety and depression. 
End of Figure
(*) Somatic complaints: unexplained physical complaints such as headache, stomach ache, chronic pain.
[bookmark: Session3_Section1]3.1 Mixed anxiety and depressive disorder – a separate diagnostic category?
Mixed anxiety and depressive disorder, or ‘MADD’, is included as a separate diagnostic category in ICD-10, but has not been included in DSM-5. MADD is characterised in ICD-10 by subsyndromal symptoms of anxiety and depression (i.e symptoms that are severe enough to justify the diagnosis of MADD, but neither of which predominate sufficiently to warrant a separate diagnosis of an anxiety disorder or major depression). The validity and clinical usefulness of MADD as a diagnostic category continue to be debated and disputed, due to 'divergent results regarding its prevalence and course, diagnostic stability over time, and nosological inconsistencies between subthreshold and threshold presentations of anxiety and depressive disorders' (Möller et al., 2016). ICD-11 continues to include a separate diagnostic category, however subsyndromal, comorbid anxiety, and depression has been moved from the anxiety disorders to the depressive disorders section and renamed 'mixed depressive and anxiety disorder' (ICD-11, 2019). This change seems to align to some extent with the update to the DSM − although DSM-5 does not include a diagnostic category for MADD, 'the specifier "with anxious distress" has been added to depressive and bipolar disorders, and thus patients presenting with co-morbid, subsyndromal, equally important anxiety and depressive symptoms may be coded to be suffering from "Other specified depressive disorder with anxious distress”' (Möller et al., 2016). 
Patients who meet ICD-10 diagnostic criteria for MADD frequently present in primary care settings, and many present initially with somatic complaints (e.g. muscle tension, headaches, palpitations, tachycardia, shortness of breath, etc.) that can ‘mask’ an underlying affective (mood) disorder. Patients with cardiovascular disease, cancer, diabetes and other metabolic conditions may also have comorbid symptoms of anxiety and/or depression. Möller et al. (2016) argue that a diagnosis of MADD 'may enable patients to gain access to appropriate treatments early', will help to alleviate distress, prevent worsening of symptoms (i.e. developing into a more serious illness), and reduce the overall socioeconomic costs associated with the illness. But would the inclusion of MADD within a separate classification system not lead to ‘medicalisation’ and further stigmatisation? 
The authors explain: 'We are not advocating to lower the bar for a diagnosis and thus to unnecessarily tag millions of moderately "neurotic" individuals with a psychiatric label. Our concern is with patients who suffer profoundly from distress… denying such patients an appropriate diagnosis could well imply to withhold [sic] the required treatment as well.' (p. 732) 
Möller and colleagues (2016) make an intriguing analogy with treatment for the common cold, stating that 'in day-to-day clinical practice, particularly in primary care, physicians diagnose and treat large numbers of patients who present with comparatively trivial, self-limiting disorders'. 
Start of Quote
[bookmark: Session3_Quote1]A good example is the common cold which although it [sic] usually subsides within two weeks untreated, may cause profound, subjective suffering and has an enormous economic impact, mainly through loss of productivity. Of course, treatment of the common cold appears to be perfectly justified both from a clinical and from an economic perspective, since (a) patients suffer, (b) there is a certain risk of much more severe and difficult to treat complications and exacerbations, and (c) secondary costs, resulting from disability, may be reduced by an acceleration of recovery. (p. 733) 
End of Quote
They argue that 'We have never heard of any criticism of common cold treatment founded in the conviction that a diagnosis of the disorder could lead to unjustified medicalization and stigmatization of millions of individuals who suffer from minor, self-limiting symptoms'. They further explain that 'This is because somatic disorders still appear to be perceived as something more "acceptable" and less stigmatizing than psychiatric disorders, both in the general population and in the medical community. One thing that somatic and psychiatric disorders have in common is that patients suffer' (Möller et al. 2016). 
[bookmark: Session3_Section2]3.2 Trajectory of illness from anxiety to depression and comorbidity with other conditions
Kupfer and colleagues (2012) have separately pointed out that 'major depressive disorder was assumed to precede generalized anxiety disorder until a 32-year prospective follow-up study challenged this notion', citing the work of Moffitt et al. published in the Archives of General Psychiatry in 2007, and that 'the reverse pattern seems to be frequently present', 'the combination of generalized anxiety disorder and major depression might represent an additional burden' and 'social anxiety disorder (social phobia) is now also regarded as an important and consistent risk factor for the development of severe depression' (Kupfer et al., 2012). 
Creswell et al. (2014, p.674) highlight the significance that 'anxiety disorders are among the most common psychiatric conditions in young people […] often co-occur with other anxiety disorders, depression and behavioural disorders [and] are associated with increased rates of anxiety and depression in early adulthood…'. 
Silk and colleagues (2012) have emphasised that 'anxiety disorders commonly precede the onset of depression in adolescence' and that 'epidemiological studies reveal that up to ¾ of depressed youth have a history of at least one anxiety disorder'. They cite a community study of adolescents that was published by Orvaschel et al. (1995) which found that '42% of youth with a first diagnosis of an anxiety disorder developed a second diagnosis of MDD [major depressive disorder] by one-year follow-up' and, further, that 'one of the best predictors of the presence of both depression and anxiety in youth is a family history of depression'. The authors put forward the hypothesis that two neurobehavioral vulnerability factors − ‘social evaluative threat’ and altered ‘reward processing’ − could be involved in the pathway from anxiety to depression in youth, and support this with evidence from behavioural and neuroimaging studies. They propose that these vulnerabilities 'are likely to be present in many, but not all, anxious youth, and if present, are likely to be exacerbated by pre-pubertal developmental processes in ways that create a potential spiral toward depressive disorder' (Silk et al. 2012). 
Asselmann and Beesdo-Baum (2015) point to prospective epidemiological studies as being 'indispensable to inform on the course of anxiety disorders, as they are less susceptible towards biases'. According to the authors such studies have 'consistently found that anxiety disorders in childhood or adolescence strongly predicted the presence of the same condition (homotypic continuity) […] as well as other mental disorders (heterotypic continuity)' in later life, and particularly a higher 'risk of developing secondary mental disorders, especially depression'. 
Anxiety and depressive symptoms are also known to be linked with conditions such as Alzheimer’s and other neurodegenerative disorders, cardiovascular disease, stroke or cancer, and can be comorbid with other psychiatric conditions, including bipolar affective disorder and schizophrenia. 
The studies cited above emphasise the possible trajectory of illness from anxiety to depression, identify the potential for comorbidity between the two conditions, and acknowledge that symptoms commonly associated with anxiety and depressive-related illness co-occur in a number of other medical and psychiatric conditions. This reinforces the notion that anxiety and depression are heterogeneous conditions, and opens up the possibility for the existence of subtypes with disparate biological, psychological, social or environmental causes that warrant further investigation. 


[bookmark: Session4]4 Inter-individual variability and factors that contribute ‘resilience’ to anxiety and depression
Another key issue that generates considerable debate is the extent to which inter-individual vulnerability and factors that contribute to resilience vary amongst different individuals. Developmental and genetic susceptibility are key considerations in this debate. Factors that are thought to contribute to ‘resilience’ include: parenting, secure attachment, and trauma in early life, stress exposure during adolescence, lifestyle factors (such as diet, exercise, environment, positive social interaction, positive emotion, life purpose, spirituality), the stress circuitry (HPA axis), genetic and environmental interactions, epigenetics, and plasticity (adaptation) within the neural networks governing stress and reward. 


[bookmark: Session5]5 Psychedelics for the treatment of anxiety and depression?
We now turn to a controversial treatment for mood disorders, interest in which has recently been revived following some small-scale trials. You may be wondering how it is even possible to consider the use of psychedelic (‘mind-altering’) drugs for the treatment of anxiety or depression. It may perhaps come as a surprise to you that prior to their prohibition in the late 1960s, drugs such as lysergic acid diethylamide (LSD) and psilocybin (magic mushrooms) were actually used in the treatment of mood disorders and fairly extensively researched across a range of psychiatric conditions in the 1950s and 1960s (Rucker et al., 2016). While these substances were found not to be useful for psychotic disorders, those 'suffering from so-called "neurotic" disorders, characterized by constrained, entrenched and often negative patterns of thought, feeling and behaviour, often reported new insights [and transformative states of mind] under the influence of psychedelics when taken in therapeutically supportive settings […] that allegedly conferred long-lasting beneficial change' (Rucker et al. 2016). The recent upsurge in interest in these compounds has focused attention once again on their mechanism of action and the nature of the therapeutic outcome. Activity 1 explores a recent small-scale ‘feasibility’ study into the use of psilocybin for the treatment of depression. This study was funded by the UK’s Medical Research Council, and published in the Lancet Psychiatry in 2016. 
Start of Activity
[bookmark: Session5_Activity1]Activity 1 Psychedelics for the treatment of depression? 
Allow 60 minutes
Start of Question
[bookmark: Session5_Question1]Read the press release and commentary provided below (you can access these via the associated links) and note down your responses to the questions that follow. The full open access article has also been provided for reference. You are not required to read the full article, but may do so if you wish. Please note that there is no discussion associated with this activity. The questions posed, however, will help you to structure your thoughts as you reflect on the issues raised in the resources you engage with as part of this activity. You might find it useful to take notes and write down your answers to individual questions. 
Magic mushroom compound for the treatment of depression?
Wighton, K. (2016) Magic mushroom compound tested for treatment-resistant depression, Imperial College London, Press Release. [Press Release] 
Cowen, P. (2016) ‘Altered states: psilocybin for treatment-resistant depression’, Lancet Psychiatry, vol. 3, no. 7, pp. 592-3. [Commentary] 
Carhart -Harris, R.L., Bolstridge, M., Rucker, J., Day, C.M., Erritzow, D., Kaelen, M., Bloomfield, M., Rickard, J.A., Forbes, B., Feilding, A., Taylor, D., Piling, S., Curran, V.H. and Nutt, D.J. (2016) ‘Psilocybin with psychological support for treatment-resistant depression: an open-label feasibility study’, Lancet Psychiatry, vol. 2, no. 7, pp. 619-27. [Main Article] 
1. What type of research was this?
2. What is the rationale for treating depression using psilocybin?
3. What did the research involve?
4. What were the main findings of the study?
5. How did the researchers interpret their results?
6. What can you conclude from this study?
7. Are there any strengths or limitations to the research?
8. Does the study have any ethical or legal implications?
9. Do you think there are any long-term consequences to using psilocybin for mood disorders?
End of Question
[bookmark: Session5_FreeResponse1]Provide your answer... 
End of Activity


[bookmark: Session6]6 ‘Electrotherapy’ for anxiety and depression?
There has been some interest in recent years in ‘electrotherapy’ (cranial electrotherapy stimulation) for the treatment of mood disorders (this is not to be confused with electroconvulsive therapy or ‘ECT’, sometimes also referred to as ‘electroshock therapy’, which has long been recognised as effective for treatment-resistant depression). Interest in this potential new therapy centres around a portable device, the Alpha-Stim SCS, which sends mild (50-100 microamp) electrical currents through the body by way of wires attached to the earlobes, and is thought to modulate brain activity ‘at rest’ inducing a ‘relaxed, yet alert’ state. The device’s American inventor, Dr Daniel Kirsch has authored papers (Kirsch et al., 2014; Kirsch and Nichols, 2013) reporting on benefits of the use of the device for wide-ranging conditions from fibromyalgia through to anxiety, PTSD and insomnia. Patrick Strudwick, reporting for the Telegraph in 2010, wrote about his experience of using this new device (Strudwick, 2010). 
[bookmark: Session6_InternalSection1]Used by the military:
The Alpha-Stim device has been used by the US military for the treatment of anxiety, PTSD insomnia and depression amongst service members and veterans (Kirsch et al., 2014), and was trialled in the UK at the British Armed Forces Rehabilitation Centre in Surrey (at Headley Court), following its endorsement by Dr Bob Lister of London Metropolitan University (Strudwick, 2010). Dr Kirsch has explained that 'one of the reasons the military like this product is that many of the psychopharmacological approaches to anxiety have side effects that impair alertness' (cited in Strudwick, 2010). 
[bookmark: Session6_InternalSection2]Trialled within an NHS setting:
In 2016, Sayid and Jarvis, reporting for the Mirror, noted that in addition to its use for PTSD by the US and UK military, the device was also being considered in a trial carried out by Nottinghamshire Healthcare Trust, on the back of a pilot study of 12 participants which reported that 'the device reduced anxiety by 50%'. They also noted that 'if the pilot gets the go-ahead from the National Institute for Health and Care Excellence it could be rolled out by the NHS within two years' (Sayid and Jarvis, 2016). 
The UK’s National Institute for Health Research (NIHR) issued a news release on 22 June 2017 titled ‘East Midlands leads commercial study to help treatment of anxiety with a device’, which referred to evaluation of the Alpha-Stim device ‘in the treatment of moderate to high anxiety’. The release noted that 'Nottinghamshire Healthcare NHS Foundation Trust was chosen by the commercial sponsors as the single site for running the study… All participants were suffering from moderate to high anxiety and were on the waiting list in Leicestershire and Rutland "Let’s Talk Wellbeing" Improving Access to Psychological Therapies services for Step 3 intensive psychological therapy' (NIHR, 2017). 
The Health Research Authority’s website ‘Clinical and cost effectiveness of Alpha-Stim AID CES' described this commercially-sponsored study as 'a naturalistic study in patients with a primary working diagnosis of moderate-to-severe generalised anxiety disorder who did not improve with low intensity psychological therapy', specifying that this is 'a single-centre research study in patients seen within an NHS Improving Access to Psychological Interventions (IAPT) service with suspected generalised anxiety disorder (GAD)'. The study involves '120 patients from the Leicestershire and Rutland area' who will use the device 'for 60 minutes every day for 6 or 12 weeks, either whilst on the waiting list for standard care treatment from IAPT, or in conjunction with standard care treatment from IAPT'. The website also explains that 'The study will involve 6 study visits − one face-to-face at visit 1, followed by 5 visits via telephone at week 4, 6, 8, 12 and 24. At each visit, participants will be asked to complete questionnaires to assess anxiety, depression, sleep difficulty, quality of life and work and social functioning. The purpose of the study is to gather evidence for the clinical benefits and cost effectiveness of the Alpha-Stim AID when used in an NHS setting − how well does it work, and does its use result in cost savings for the NHS. The study may show that the Alpha-Stim AID should be available on the NHS for patients with suspected GAD.' The follow-up was expected to continue up until September 2017, after which the results are expected to be published (NIHR, 2017). 
You can read the latest published results in Morriss et al. (2019) in the Journal of Affective Disorders. Two further press releases were issued by the company behind the product (Alpha-Stim 2019a and 2019b) with The Sunday Times stating that 'half of patients went into remission after treating themselves with the battery-operated device' and that 'researchers say it has the potential to revolutionise mental healthcare and could save the health service millions of pounds' (Gregory 2019). 
[bookmark: Session6_InternalSection3]Offered to teachers:
David Jarvis, reporting for the Telegraph (2017), has separately flagged the use of the device as a ‘drug-free treatment’ that is being rolled out to teachers at seven primary, seven secondary and a special educational needs school in Kent. The decision was taken by Leigh Academies Trust after a pilot scheme 'to combat anxiety and depression' and to 'help teachers cope with what is recognised as a nationwide problem', 'augmenting existing strategies to deal with stress'. Other than its non-invasive nature and its potential to offer an alternative form of therapy to medication, part of the appeal of the device may also be in its appearance, which is non-intrusive, hands-free and 'gives the impression the patient is simply wearing headphones'. The article raises the issue that workload and stress among teachers ranks in the top three most stressful occupations (recall your reading from Exploring anxiety, and the report from the Health and Safety Executive). The pilot, which involved 21 staff using the device for between 20 and 60 minutes over a period of four weeks, found that 'participants had better post-treatment sleep quality'. 
[bookmark: Session6_Section1]6.1 Evidence for the use of electrotherapy for anxiety and depression
The pilot studies referred to above are clearly small-scale. Examining the literature, a pilot study published in 2008 by Bystritsky and colleagues reported improvements in anxiety ratings in six of the 12 participants with a DSM-IV diagnosis of generalised anxiety disorder (50% reduction in the Hamilton Rating Scale for Anxiety (HAM-A) scores following treatment), with adverse events 'generally mild in severity, mostly consisting of headache and nausea' (Bystritsky et al., 2008). In an independent study, Barclay and Barclay (2014) reported on a clinical trial involving a more extensive cohort of 115 participants with a primary diagnosis of an anxiety disorder, using the HAM-A and HAM-D17 rating scales. They found cranial electrotherapy stimulation (CES) to ‘significantly reduce’ anxiety and comorbid depression with 'no adverse events during the study'. 
However, a Cochrane Collaboration systematic review also published in 2014, which examined the efficacy of CES 'in reducing symptoms of depression as reflected in change scores on standardized depression rating scales' reached the conclusion that 'there are insufficient methodologically rigorous studies of CES in treatment of acute depression' and that 'there is a need for double-blind randomized controlled trials' (see Kavirajan et al., 2014). Inclusion of appropriate controls, accounting for possible confounding factors are important considerations that are required to establish the empirical evidence (evidence base) for the use of electrotherapy for mood disorders. 
Start of ITQ
· [bookmark: Session6_ITQ1][bookmark: Session6_Question1]In your view, has the more recent CES study (Morriss et al., 2019) addressed such methodological concerns?
End of ITQ


[bookmark: Session7]Conclusion
Use the visual summaries below to reflect on your learning for this section (see ‘Anxiety and Depression’) and the course as a whole (see ‘The Whole Picture’). Key questions that remain to be explored are highlighted in Box 1. The visual summaries span the ‘trajectory’ from anxiety over on the left to depression to the right, presenting an overview of themes and discussion points taken from this course and new areas that you may wish to explore. 
Start of Figure
[bookmark: Session7_Figure1][image: D:\AaaF\OUT\httpswwwopeneduopenlearnocw_cmid77496_2020-11-06_12-29-14_js34827\word\assets\_b98a412568184289b968beb593b2d9441474675f_anxiety_depression_vs_sc.small.jpg]
Figure 4 Visual summary ‘Anxiety and Depression’ 
End of Figure
We have provided you with a larger version of this image in PDF format. 
Start of Figure
[bookmark: Session7_Figure2][image: D:\AaaF\OUT\httpswwwopeneduopenlearnocw_cmid77496_2020-11-06_12-29-14_js34827\word\assets\_d9933e8d0f6e8a4f4a6b85058b7e3e188f1fe484_the_whole_picture_vs.jpg]
Figure 5 Visual summary ‘The Whole Picture’ 
End of Figure
We have provided you with a larger version of this image in PDF format. 
Start of Box
[bookmark: Session7_Box1]Box 1 Some key questions around anxiety and depression
· Do anxiety and depression lie along a ‘continuum’ of human emotions?
· Is it common for anxiety and depression to co-exist?
· What is the impact of diagnosis?
· Do culture and societal views matter?
· Are anxiety and depression ‘contagious’?
· Are they brain disorders or psychological constructs?
· Are ‘biomarkers’ (e.g. genetic, blood, brain imaging) of any relevance to anxiety and depression?
· Where do glutamate and GABA feature in our understanding of the neurobiology of affective disorders?
· What is the relationship between anxiety and fear?
· Are ‘sickness behaviour’ and depression related conditions?
· Can anxiety and depression be inherited (are we genetically predisposed)?
· How do diet, lifestyle and social interactions impact on anxiety and depression?
· How closely do animal models for mood disorders relate to people?
· Anxiety and depression can co-exist with other conditions such as diabetes, cancer, cardiovascular disease or dementia; are mood disorders a cause or consequence of the illness? 
· Can (or should) anxiety and depression be ‘cured’?
· Which is better − psychological or pharmacological therapies?
· What emerging treatments are out there?
End of Box
We hope you have enjoyed your learning on this course. If you would like to continue your studies with the Open University, we offer courses at undergraduate and postgraduate level in this area (please refer to www.open.ac.uk/courses/). After completing this course, you should also be better prepared to move on to the MSc in Mental Health Science. You can find out more by visiting www.open.ac.uk/postgraduate/qualifications/f78. We wish you the very best for your future studies. 
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