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WHAT IS DEPRESSION?

APA videos (1 and 2 minutes)

https://youtu.be/bTD8oK9hHXY

https://www.youtube.com/watch?v=yEGVmiudF-o

https://youtu.be/bTD8oK9hHXY
https://www.youtube.com/watch?v=yEGVmiudF-o


CORE SYMPTOMS OF DEPRESSION

BUT… mind potential gender specificities!

https://www.priorygroup.com/mental-health/depression-treatment/depression-in-men

https://continentalhospitals.com/diseases/depression/



NOSOGRAPHY



DSM NOSOGRAPHY OF DEPRESSIVE DISORDERS

Diagnostic and Statistical Manual of Mental Disorders (DSM, American Psychiatric Association)

DSM-IV DSM-5-TR

Class: Mood disorders Class: Depressive Disorders

1. Major Depressive Disorder (MDD) =   1. Major Depressive Disorder (MDD), i.e., unipolar

2. Dysthymic disorder → 2. Persistent Depressive Disorder 

3. Depressive disorder Not Otherwise Specified (NOS) → 3. Other specified or unspecified depressive disorder

e.g. other specified disorder:
- Premenstrual dysphoric disorder (only females); 

        - Depressive disorder due to another medical condition            

(e.g., Parkinson disease, hypothyroidism, dementia)

        - Substance-/medication-induced depressive disorder.

Exclusions: - anxiety or bipolar disorders; 

          - Prolonged grief disorder;

                     - substance use disorders;

                     - symptoms with onset in peripartum or seasonal affective disorder

                     - personality disorders (only with 2.)



DSM NOSOGRAPHY OF DEPRESSIVE DISORDERS

International Classification of Diseases (ICD, World Health Organization)

ICD-10 ICD-11

Class: F32-34 and F38.1 in Mood (affective) disorders Class: Depressive disorders in Mood disorders

1. F32 - Depressive episode (from mild to severe) 1. 6A70 - Single episode depressive disorder 

2. F33 - Recurrent depressive disorder 2. 6A71 - Recurrent depressive disorder 

3. F34.1 Dysthymia 3. 6A72 - Dysthymic disorder 

4. F38.1 Other recurrent mood [affective] disorders 4. 6A7Y - Other specified depressive disorders

5. 6A7Z - Depressive disorders, unspecified (NOS)

6. 6A73 – Mixed depressive and anxiety disorder

7. GA34.41 Premenstrual Dysphoric Disorder

Exclusions: - Acute stress reaction; 

          - Uncomplicated bereavement;

                     - Adjustment disorder (6B43);

                     - Bipolar or related disorders(6A60-6A6Z)

https://icd.who.int/browse/2024-01/mms/en#1563440232%2Fotherhttps://icd.who.int/browse10/2019/en#/F32



DSM vs. ICD DEPRESSIVE DISORDERS

Correspondence of disorders in the two manuals

DSM-5-TR ICD-11

Depressive episode → 6A70 - Single episode depressive disorder 

Major Depressive Disorder (MDD), i.e., unipolar → 6A71 - Recurrent depressive disorder 

Persistent Depressive Disorder → 6A72 - Dysthymic disorder 

Other specified or unspecified depressive disorder → 6A7Y - Other specified depressive disorders

      6A7Z - Depressive disorders, unspecified (NOS)

e.g. other specified disorder:
- Premenstrual dysphoric disorder (only females); 

        - Depressive disorder due to another medical condition  

(e.g., Parkinson disease, hypothyroidism, dementia)

        - Substance-/medication-induced depressive disorder.



DEPRESSIVE EPISODE

Depressive mood lasting and/or loss of interest and pleasure nearly every day, for most of 

the day for at least two consecutive weeks. It represents a change from normal 

functioning and differs from normal mood fluctuations.

Prodromic signs and symptoms:

- Not-depressive symptoms: anxiety, irritability, anhedonia, sleep disturbances;

- Depressive symptoms: sadness, subthreshold depression;

- Mild but impairing changes in functioning (irritable mood or school refusal in 

children);

≠ demoralisation (→ only hopelessness, no significative impairments);

≠ irritable mood (e.g., lose the temper with no relief later)

≠ acute stress reaction
≠ Loss reaction, i.e., complicated bereavement (>1 year), financial ruin, natural disaster, serious

medical illness or disability, etc. (→ self esteem maintained, occasional positive feelings)



MAJOR DEPRESSIVE DISORDER (MDD)

A. Five (or more) depressive symptoms, lasting most of the day for at least two weeks, of which one is either (1) 

depressive mood (observed by the self and the others) or (2) loss of interest and pleasure. 

Other symptoms: (3) ± 5% weight loss or gain; (4) Insomnia or hypersomnia every day; (5) psychomotor agitation or 

retardation every day, as reported by others;  (6) fatigue or loss of energy nearly every day; (7) Persistent feelings of 

worthlessness or excessive, possibly delusional guilt occur almost every day, beyond mere self-reproach or guilt 

about illness. (8) Nearly daily diminished ability to think, concentrate, or indecisiveness is noted by the person and 

others; (9) recurrent thoughts of death, suicidal ideation without a plan, or previous suicide attempts.

B. Symptoms cause clinically significant distress or impairment in different life areas (social, occupational, etc.).

C. Episode(s) not attributable to direct physiological effects of a substance or another medical condition.

D. MDD cannot be diagnosed if the depressive episode is better explained by any schizophrenic or psychotic disorder;

E. There has never been a manic or hypomanic episode. ≠ single depressive episode

≠ acute stress reaction
≠ any loss reaction (complicated bereavement, financial ruin, 

natural disaster, serious medical illness or disability, etc.).



PERSISTENT DEPRESSIVE DISORDER (PDD)

A. A 2-year (or longer) period of depressed mood, most of the day, for more days than not. 

B. At least 2 of the following symptoms: (1) Poor appetite or overeating; (2) Insomnia or hypersomnia; (3) Low 

energy or fatigue; (4) Low self-esteem; (5) Poor concentration or difficulty making decisions; (6) Feelings of 

hopelessness;

C. During a 2-year period (1 year for children or adolescents), the individual has never been without the 

symptoms in Criteria A and B for more than 2 months at a time.

D. Criteria for a MDD may be continuously present for 2 years*.

E. There has never been a manic or hypomanic episode.

F. The disturbance is not better explained by a schizophrenia spectrum or other psychotic disorder.

G. The symptoms are not attributable to the physiological effects of a substance or another medical condition.

H. The symptoms cause clinically significant distress or impairment in social, occupational, or other important 

areas of functioning.

* ≠ dysthymic disorder in DSM-IV,  the additional diagnosis 

of MDD should be made if the criteria are met for MDD 

during the time period for PDD.



DIFFERENTIAL DIAGNOSES



DIFFERENTIAL DIAGNOSIS MDD

- Symptoms occurred within 3 

months of known stressor(s);

- Symptoms decrease in 6 months

if the stressor(s) is/are removed,

Presence of mania 

or hypomania

episode(s).

https://img3.reoveme.com/m/95dab8cbf0e619e9.pdf

- Loss of a significant person in the past year.

- Symptoms last 2 months or less after the loss.

- Painful and positive emotions are intermixed;

- Preserved self-esteem.

Recreational* and/or prescribed use of drugs,

e.g. Alcohol, opioids (including heroin), cannabinoids (marijuana), 

benzodiazepines,, amphetamines, caffeine and cocaine.

*Mind the alliance here, difficult to assess!

Preventive medical examination does not

attribute symptoms to a medical condition, e.g.:

Hypothyroidism, Cushing syndrome, Multiple 

sclerosis, Parkinson disease, Traumatic brain 

injury, Stroke, Huntington disease, Autoimmune 

disorders, Heart failure, COPD, HIV infection, 

Cancer, Hypoglycemia (and diabetes).



OTHER DIFFERENTIAL DIAGNOSES MDD

https://www.clearvuehealth.com/sadsymptoms/



DIFFERENTIAL DIAGNOSIS PDD

https://img3.reoveme.com/m/95dab8cbf0e619e9.pdf

In this case, both diagnoses should be made.

Recreational* and/or prescribed use of drugs,

e.g. Alcohol, opioids (including heroin), cannabinoids (marijuana), 

benzodiazepines,, amphetamines, caffeine and cocaine.

*Mind the alliance here, difficult to assess!

Bipolar or MDD due to other medical condition.

Preventive medical examination does not

attribute symptoms to a medical condition, e.g.: 

Hypothyroidism, Cushing syndrome, Multiple 

sclerosis, Parkinson disease, Traumatic brain 

injury, Stroke, Huntington disease, Autoimmune 

disorders, Heart failure, COPD, HIV infection, 

Cancer, Hypoglycemia (and diabetes).

PersistentMDD

- 5 or more symptoms;

- Lenght and/or severity symptoms.

Psychotic

Disorders

Personality

Disorders

Patel, R., Aslam, S., & Rose, G. (2024). Persistent depressive disorder. StatPearls.



TIPS FOR THE DIAGNOSTIC PROCESS

PHQ-9

1. Exclude any
medical condition.

• Ask questions about existing medical conditions (also in relatives)

• Prescribe or ask colleagues for comprehensive medical check

2. Screen for 
depressive symptoms

• Screening questionnaires
(also for suicidality, e.g., PHQ-9);

• Interview with focus on checking symptoms
(length, possible causes, risks and resources);

3. Screen for other symptoms
and try a differential diagnosis.

https://www.uptodate.com/contents/image?imageKey=PSYCH%2F59307&topicKey=PC%2F1721&source=see_link

https://www.uptodate.com/contents/image?imageKey=PSYCH%2F59307&topicKey=PC%2F1721&source=see_link


SUGGESTIONS FOR THE SCREENING PROCESS(1)

https://www.uptodate.com/contents/image?imageKey=PC%2F145197&topicKey=PC%2F1721&source=inline_graphic



SUGGESTIONS FOR THE SCREENING PROCESS(2)

https://www.uptodate.com/contents/image?imageKey=PC%2F145197&topicKey=PC%2F1721&source=inline_graphic



RESOURCES FOR PRIMARY HEALTHCARE SETTINGS
https://doi.org/10.7326/0003-4819-151-11-200912010-00007

https://doi.org/10.1186/s13643-022-01893-9

https://doi.org/10.1186/s13643-023-02177-6

https://doi.org/10.1186/s13643-023-02447-3

https://doi.org/10.1016/j.jad.2017.08.060

https://doi.org/10.1016/j.jad.2017.08.060


EPIDEMIOLOGY



PREVALENCE OF DEPRESSIVE DISORDERS

• Global prevalence of depression in adults is around 5% (WHO, 2023)

• In adolescents, one-year prevalence of MDD is around 8% and lifetime 19%, and 

one-year prevalence of PDD is 4% (Shorey et al., 2021).

• Females experienced more depressive symptoms than males in any age group. 

Shorey, S., Ng, E. D., & Wong, C. H. (2022). Global prevalence of depression and elevated depressive symptoms among adolescents: A systematic review and 

meta‐analysis. British Journal of Clinical Psychology, 61(2), 287-305. https://doi.org/10.1111/bjc.12333



PREVALENCE POST COVID-19

https://doi.org/10.1016/S0140-6736(21)02143-7

+27.6%

MDD has provoked 49.4 million DALYs (Disability Adjusted Life Years), i.e., years lost due to disability.



PREVALENCE OF ANY DISORDERS IN EGYPT

1990 2019 2021

The prevalence of disorders in Egypt has increased

+38.7% after the COVID-19 pandemic



PREVALENCE OF MDD IN EGYPT

https://applications.emro.who.int/emhj/1501/15_1_2009_0065_0075.pdf?ua=1

2006   

MDD 2.70%     PDD 1.03%

https://iris.who.int/bitstream/handle/10665/254610/w?sequence=1

2015

Depressive disorders 3.50%

2020 

MDD ~6.16%

http://dx.doi. org/10.1016/S0140-6736(21)02143-7



RISK FACTORS: META-ANALYTIC HIGH EVIDENCE
https://doi.org/10.1016/j.jpsychires.2018.05.020

I - Convincing evidence

II - Highly suggestive evidence

Criteria for levels of evidence:

I – meta-analysis or 2+ RCTs with adequate sample size and placebo control 

II – meta-analysis or 2+ RCTs with adequate sample size

III – small samples RCTs or nonrandomised, controlled prospective, case 

series or high-quality retrospective studies

IV – Expert opinion/consensus

II - Highly suggestive evidence

II - Highly suggestive evidence



RISK FACTORS: LEVEL III AND IV EVIDENCE

Criteria for levels of evidence:

I – meta-analysis or 2+ RCTs with adequate sample size and placebo control 

II – meta-analysis or 2+ RCTs with adequate sample size

III – small samples RCTs or nonrandomised, controlled prospective, case 

series or high-quality retrospective studies

IV – Expert opinion/consensus

https://doi.org/10.1177/0706743716659418

EXTERNAL CONTROL

OF OTHERS

OVER OWN LIFE



RESOURCES TO SCREEN SUICIDAL RISK
https://www.cope.org.au/health-professionals/health-professionals-3/risk-suicide

CONNECT IN EGYPT, HOTLINE FOR SUICIDE PREVENTION

Befrienders Cairo
61 Al Zahara St

Jeddah St

Mohyaldeen, Muhandesen

CAIRO

Hotline: 762 1602/3

Hotline: 762 2381

Website: befrienderscairo.com

E-mail helpline: befrienders@befrienderscairo.com

Video Suicide screening training: https://www.nimh.nih.gov/news/media/2019/suicide-risk-screening-training-

how-to-manage-patients-at-risk-for-suicide

Suicide screening questions: https://www.nimh.nih.gov/sites/default/files/documents/research/research-

conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit_0.pdf

http://www.befrienderscairo.com/
mailto:befrienders@befrienderscairo.com
https://www.nimh.nih.gov/news/media/2019/suicide-risk-screening-training-how-to-manage-patients-at-risk-for-suicide
https://www.nimh.nih.gov/news/media/2019/suicide-risk-screening-training-how-to-manage-patients-at-risk-for-suicide
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit_0.pdf
https://www.nimh.nih.gov/sites/default/files/documents/research/research-conducted-at-nimh/asq-toolkit-materials/asq-tool/screening_tool_asq_nimh_toolkit_0.pdf


STIGMA AND MYTHS ON DEPRESSION



STIGMA & MISCONCEPTIONS ABOUT DEPRESSION

https://it.pinterest.com/pin/802766702305178749

https://media.licdn.com/dms/image/v2/D5610AQEA2adB2Ae9kA/image-shrink_800/image-shrink_800/0/1713841508498?e=2147483647&v=beta&t=hRhNm5ikKVquauqzfUMARu4NMkp4C2J7Q4b7z0ok4DY

https://it.pinterest.com/pin/802766702305178749
https://media.licdn.com/dms/image/v2/D5610AQEA2adB2Ae9kA/image-shrink_800/image-shrink_800/0/1713841508498?e=2147483647&v=beta&t=hRhNm5ikKVquauqzfUMARu4NMkp4C2J7Q4b7z0ok4DY


MYTHS vs. FACTS ABOUT DEPRESSION

https://workplacementalhealth.org/employer-resources/infographics/infographic-five-myths-and-facts-about-depression



QUIZ: MYTHS AND FACTS

https://medlineplus.gov/ency/quiz/003213_30.htm?quiz=1



THANK YOU! QUESTIONS?

Stefania Muzi
Ph.D, Clinical Psychologist and Psy.D in CBT Psychotherapy.

Researcher in Clinical Psychology at the Department of Educational Sciences, University of Genoa

Stefania.muzi@unige.it
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