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ABSTRACT
Introduction: Mental health disorders, especially depressive and anxiety disorders, are associated with 
substantial health-related burden. While the second-generation antidepressants are widely accepted as 
first-line pharmacological treatment for major depressive disorder (MDD), patient response to such 
treatment is variable, with more than half failing to achieve complete remission, and residual symptoms 
are frequently present.
Areas covered: Here, the pharmacodynamics of venlafaxine XR are reviewed in relation to its role as 
both a selective serotonin reuptake inhibitor (SSRI) and a serotonin-norepinephrine-reuptake inhibitor 
(SNRI), and we look at how these pharmacodynamic properties can be harnessed to guide clinical 
practice, asking the question ‘is it possible to develop a symptom-cluster-based approach to the 
treatment of MDD with comorbid anxiety utilizing venlafaxine XR?.’ Additionally, three illustrative 
clinical cases provide practical examples of the utility of venlafaxine-XR in real-world clinical practice. 
The place of venlafaxine XR in managing fatigue/low energy, a frequent residual symptom in MDD, is 
explored using pooled data from clinical trials of venlafaxine XR.
Expert opinion: Venlafaxine XR should be considered as a first-line treatment for MDD with or without 
comorbid anxiety, and there are clear pharmacodynamic signals supporting a symptom cluster-based 
treatment paradigm for venlafaxine XR.
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1. Introduction

Mental health disorders are associated with substantial health- 
related burden, with depressive and anxiety disorders the 
most disabling [1]. While global health has steadily improved 
over the past 30 years, there has been no reduction in the 
global prevalence of mental health disorders, despite evidence 
for interventions that reduce their impact [2,3]. Worldwide, the 
COVID-19 pandemic had significantly interrupted the continu
ity of care of chronic conditions, such as serious mental illness, 
as well as disrupting their detection and treatment [4,5]. The 
pandemic has created greater urgency and increased demand 
for improvements in the diagnosis and treatment of both 
anxiety and major depressive disorder (MDD) [6–10].

Complete remission of a depressive episode has long been 
considered the goal of treatment in MDD [11,12]. However, 
while complete remission is conceptualized as a return to 
normal functioning with minimal symptoms, it is defined in 
clinical trials by a cutoff or threshold on standardized scales 
(Hamilton Depression Rating Scale [HAM-D17] score of ≤ 7; 

Montgomery-Asberg Depression Rating Scale [MADRS] score 
of ≤ 10; Clinical Global Impressions Scale [CGI] score = 1), 
which do not require patients to be completely asymptomatic 
[13,14]. Importantly, many patients are left with residual symp
toms, which frequently include loss of interest, fatigue and low 
energy, as well as anxiety, preventing complete functional 
recovery [13,15,16]. Relapse is more common in patients 
with residual symptoms following treatment of a MDD epi
sode [13,17].

Tricyclic antidepressants (TCA) and mono-amine oxidase 
inhibitors (MAOI), termed first-generation antidepressants 
(FGA), were the mainstay of therapy prior to the 1980s. 
The second-generation antidepressants (SGA) were intro
duced from 1985 onwards and include selective serotonin 
reuptake inhibitors (SSRIs) and serotonin and norepinephr
ine reuptake inhibitors (SNRIs), like venlafaxine, and others 
including tetracyclics like mianserin and maprotiline [18]. 
The FGAs are plagued by multiple side effects which many 
find intolerable. TCAs exert anticholinergic effects including 
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dry mouth and eyes, urinary hesitancy, and sometimes 
retention and constipation, and MAOIs may result in hyper
tensive crisis if taken with certain foods containing exces
sive amounts of tyramine. The SGAs have increased the 
likelihood of a clinical response with a reduction in 
unwanted toxicity [19]. While the second-generation antide
pressants are widely accepted as first-line pharmacological 
treatment for MDD [2], patient response to these agents is 
variable, with more than half failing to achieve complete 
remission, and residual symptoms frequently present 
[13,16,20–23]. This may be due to a number of factors, 
including the propensity for recurrence in patients with 
MDD [24], as well as the presence of comorbidities [25]. 
MDD frequently coexists with many general medical condi
tions and other psychiatric conditions such as generalized 
anxiety disorder [25,26]. In the Netherlands Study of 
Depression and Anxiety (NESDA), 67% of patients with a 
depressive disorder were also found to have a comorbid 
anxiety disorder diagnosis [27]. This comorbidity can give 
rise to both diagnostic and treatment challenges [28].

While the etiology of MDD is not completely understood, 
the monoamine hypothesis of depression, which suggests that 

a deficiency in certain neurotransmitters such as serotonin, 
dopamine, and norepinephrine is the primary cause of depres
sion, is a widely recognized, although incomplete, model 
[29,30]. More specifically, while the monoamine hypothesis 
provides a valuable framework, it is increasingly acknowl
edged that the causal factors for depression are much more 
complex and multifaceted than simply a reduction in mono
amine levels [31–33]. Despite its limitations, the monoamine 
hypothesis remains a crucial starting point for exploring the 
biological basis of depression. This hypothesized pathophy
siology is supported by the mechanisms of action of antide
pressant treatments, which act to elevate the levels of these 
neurotransmitters in the brain and thus alleviate depressive 
symptoms [31], with each of these neurotransmitters involved 
to various extents in each of these symptoms (Figure 1) 
[32,34].

Venlafaxine is an SNRI, approved for the treatment of MDD, 
generalized anxiety disorder (GAD), social anxiety disorder and 
panic disorder in adults [35]. Prolonged-release venlafaxine 
(venlafaxine XR) has been available as a treatment option for 
MDD in the US since 1997 [35], and it has been shown to be 
effective at doses of 75–375 mg/day, with possible dose- 
dependent effects [36–39].

For the treatment of MDD, the recommended starting dose 
of venlafaxine XR is 37.5-75 mg once daily [35]. Patients who 
do not respond to this initial dose may benefit from dose 
increases up to a maximum of 375 mg/day [35]. The efficacy 
of venlafaxine XR in MDD was established in three short-term 
placebo-controlled trials, with doses in the range 75 mg/day to 
225 mg/day [35,40,41]. The long-term efficacy of venlafaxine 
XR in MDD was established in the PREVENT study, in which 
venlafaxine XR was associated with an estimated probability of 
recurrence at month 12 of 8% compared with 44.8% for 
placebo (P < 0.001), and with response or remission rates of 
93% for venlafaxine XR and 63% for placebo (P = 0.002) [42]. 
An analysis that combined the two 12-month maintenance 
phases in the PREVENT study, comparing risk of recurrence 
over 24 months for venlafaxine XR vs placebo, showed a sig
nificantly greater cumulative probability of relapse for placebo 

Article highlights

● Complete functional recovery should be the treatment goal in 
patients with major depressive disorder (MDD).

● Dopamine, norepinephrine, and serotonin play important roles in the 
pathophysiology of MDD.

● Venlafaxine is a serotonin and norepinephrine reuptake inhibitor 
(SNRI), with dose-dependent action on serotonin, norepinephrine, 
and dopamine reuptake.

● Venlafaxine XR can be started at a lower dose to address depressed 
mood, psychomotor/agitation, feelings of worthlessness and suicid
ality, symptoms of serotonergic dysfunction.

● To address specific symptoms in MDD that require increased norepi
nephrine transmission, higher doses of venlafaxine XR are needed.

● Pooled clinical data demonstrate that venlafaxine XR is associated 
with significantly greater improvement in lassitude and energy than 
with placebo.

Figure 1. The nine symptoms of MDD from the DSM-5 broadly aligned with the predominant monoamine functions – a hypothesis [32,34].
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(47.3%; 95% confidence interval [CI] 36.4, 58.2) than for venla
faxine XR (28.5%; 95% CI 18.3, 38.7); p = 0.005 [42]. Venlafaxine 
XR is thus an established evidence-based treatment in MDD 
and can be considered a gold standard treatment option, 
frequently used as a reference treatment in clinical practice 
[11,43], and included in most clinical practice guidelines as a 
first-line treatment option in the management of MDD 
[44–46].

Here, we review the pharmacodynamics of venlafaxine XR 
in relation to its role as both an SSRI and an SNRI and look at 
how these pharmacodynamic properties can be harnessed to 
guide clinical practice. A summary of recommendations from 
the authors, who formed an expert scientific panel in Vienna, 
Austria, in November 2022 on the clinical utility of venlafaxine 
XR, is also provided.

2. Pharmacodynamics of venlafaxine

In-vitro studies have demonstrated that venlafaxine and its 
active metabolite, O-desmethylvenlafaxine, are potent and selec
tive inhibitors of neuronal serotonin and norepinephrine reup
take and weak inhibitors of dopamine reuptake [35]. Of note, in 
the rat brain, venlafaxine has a 30-fold higher affinity for seroto
nin receptors than for norepinephrine receptors [29,47].

There is evidence to suggest that venlafaxine has a dose- 
dependent effect on monoamine neurotransmitters [29,47,48]. 
The tyramine pressor response (intravenous injection of tyra
mine and assessing the associated increase in systolic blood 
pressure) has been utilized as a proxy for physiological nor
epinephrine transporter (NET) activity, providing consistent 
results in terms of the ability of various therapeutic reuptake 
inhibitors to block NET [49,50]. One study (n = 46) that 
employed this approach was designed to confirm serotonin 
blockade by venlafaxine at its minimal effective dose in 
depression of 75 mg/day (for 28 days), and investigate norepi
nephrine reuptake inhibitor action with higher doses (titration 
to 225 mg/day at day 5 then maintained at 375 mg/day from 
days 8 to 28) [48]. In this study, venlafaxine significantly 
reduced whole-blood serotonin levels, by more than 75%, in 
both the low- and high-dose groups, but the pressor response 
to tyramine was significantly attenuated only in the high-dose 
group. The researchers concluded that, at 75 mg/day, venla
faxine does not produce relevant binding to the NET, thus 
acting as an SSRI, with clinically relevant norepinephrine reup
take blockage occurring only at higher doses.

Further evidence of a dose-dependent action comes from a 
study showing inhibition of the NET in patients with MDD at 
venlafaxine doses of 225 and 300 mg/day, but not at lower 
doses (75 or 150 mg/day) [49]. Moreover, in a study in healthy 
volunteers, venlafaxine 375 mg/day, but not 75 mg/day, was 
shown to significantly blunt the pressor response to tyramine 
[51]. Evidence suggests that at a dosage of 75 mg/day, venla
faxine XR is sufficient for some patients, but that higher doses 
are associated with additional benefits – suggesting that a 
stepwise regimen may be useful in cases of nonresponse, 
increasing the dosage to upper limits before considering ven
lafaxine XR treatment to be ineffective [52].

Venlafaxine XR may also help to address residual symptoms, 
such as fatigue, decreased energy and lack of interest, which 

have been reported to be relieved by the use of an SNRI [53]. 
Moreover, when there is poor response with an SSRI, the use of 
an SNRI has been shown to improve outcomes in patients with 
depression. For example, switching patients with MDD to dulox
etine after lack of response to fluoxetine has been shown to 
produce improvements in depression [54], with similar findings 
for patients who had failed to respond to or who were intolerant 
of SSRIs and then started receiving venlafaxine XR [55,56].

Importantly, when selecting a treatment during the acute 
phase, it is essential to consider the efficacy, acceptability, 
tolerability, and safety. Moreover, since treatments pre
scribed for an acute depressive episode are typically con
tinued into maintenance treatment, it is important to also 
assess the treatment’s effectiveness and suitability for the 
maintenance phase [57,58]. For patients who will not 
receive maintenance treatment or have poor adherence 
during the treatment of acute episodes, it is essential to 
provide adequate psychoeducation about the risk of anti
depressant discontinuation syndrome [59,60]. For instance, 
it is crucial to educate patients about the need to very 
gradually taper down medications such as venlafaxine 
once these medications are discontinued.

3. Symptom clusters in MDD

Several studies have been published looking at a symptom- 
cluster-based approach to the treatment of MDD [61–64]. 
Some symptoms of MDD are not adequately addressed by 
serotonergic antidepressants, such as loss of pleasure, loss of 
interest, fatigue and loss of energy, and for these symptoms, 
different classes of antidepressants may be more useful [64]. 
One study looked at a model that included MDD with 1 of 4 
common symptoms clusters (anxiety, fatigue, insomnia or 
pain) and provided recommended drug classes, and drug 
classes to avoid, for each with the aim of equipping ‘primary 
care doctors with a structured treatment strategy to deliver 
optimal patient-centered care in the battle against depression’ 
[62]. In this work, researchers recommended SSRI treatment 
for MDD with anxiety, an SNRI or norepinephrine dopamine 
reuptake inhibitor for MDD with fatigue, a noradrenergic spe
cific serotonergic antidepressant or a serotonin antagonist 
reuptake inhibitor for MDD with insomnia, and a tricyclic 
antidepressant or SNRI for MDD with pain. The 2020 clinical 
practice guidelines for mood disorders by The Royal Australian 
and New Zealand College of Psychiatrists [45] and the 2016 
clinical guidelines for MDD from the Canadian Network for 
Mood and Axiety Treatments (CANMAT) [44] provide examples 
of a cluster-based approach, outlining a pharmacological 
treatment strategy that considers symptom clusters or clinical 
profiles, which is described in detail in Table 1. Importantly, 
there is clinical evidence to support such an approach, for 
example, in a case series pilot study, utilizing four symptom 
clusters (anxiety/irritability cluster, fatigue/anhedonia cluster, 
insomnia cluster, and chronic pain cluster), it was shown that 
symptom-cluster-matching antidepressant treatment was an 
effective approach [63]. In addition, using rating scales in 
depression to identify symptom clusters, researchers utilized 
data from 4706 patients and identified three symptom clus
ters, broadly described as mood/emotional symptoms, 
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insomnia symptoms and atypical symptoms (including psy
chomotor symptoms or suicidal ideation) and demonstrated 
that different antidepressants had different efficacy in these 
clusters [61].

4. Efficacy of venlafaxine in patients with MDD with 
low energy

The place of venlafaxine in managing fatigue, or low energy, a 
commonly observed residual symptom in MDD [13,15,16] was 
explored by members of the expert panel using pooled data 
from clinical trials of venlafaxine XR in the treatment of MDD. 
This data included information from short-term, double-blind, 
placebo-controlled Wyeth/Pfizer-sponsored studies of venla
faxine XR at doses of 75–225 mg/day for the treatment of 
MDD, which were used in a pooled analysis to explore the 
efficacy of venlafaxine in MDD [65]. Researchers looked at 
measures of fatigue/energy from the efficacy assessments 
that were used in the trials that were included in this pooled 
analysis, specifically HAM-D (sum of work and activities, and 
retardation) and MADRS (lassitude) scoring systems. Using a 
mixed model for repeated measures (MMRM), with data from 
four placebo-controlled venlafaxine XR studies, venlafaxine XR 
was found to be associated with a significantly greater 
improvement from baseline than placebo in lassitude score 
as early as week 3 (p = 0.0307), and in energy (sum of work 
and activities, and retardation from HAM-D) score from week 2 
(P = 0.0049), with these differences increasing over time until 
the end of the study at week 8 (both p < 0.001). On ANCOVA 
analysis of change at week 8, after controlling for study, treat
ment and baseline scores, the least squares mean (LSM) differ
ences between venlafaxine XR and placebo were −0.52 (95% 
CI −0.72, −0.32; P < 0.0001) for lassitude and −0.52 (95% CI 
−0.71, −0.33; p < 0.0001) for energy (Figure 2).

5. Conclusions

Venlafaxine XR can be considered as a single agent that is able 
to act as both an SSRI and an SNRI, depending on the dose 
used. At low doses, venlafaxine can be considered to primarily 
act as an SSRI and may therefore be effective for those symp
toms more likely to benefit from increased serotonin transmis
sion, and once these symptoms are controlled, the dose of 

venlafaxine can be increased, if necessary, to further enhance 
serotonin transmission and increase norepinephrine, to 
achieve complete symptom remission and functional recovery. 
In our experience, when a patient presents with concomitant 
depression and anxiety, it is generally more effective to prior
itize the treatment of anxiety first (for instance, by enhancing 
serotonin transmission). Once the anxiety symptoms are better 
managed, we can then focus on empowering norepinephrine 
transmission to address the depressive symptoms, such as 
reduced energy, which may benefit from increased norepi
nephrine. We have frequently observed that anxiety symp
toms may worsen if norepinephrine transmission is increased 
too soon and too quickly. On the other hand, we have seen 
that a more gradual and slightly delayed increase in norepi
nephrine transmission, once anxiety has improved, is often 
beneficial for treating depressive symptoms that have not 
responded to increased serotonin transmission and that can 
benefit from an increase in norepinephrine. A symptom cluster 
approach to the treatment of MDD presenting with low inter
est and energy has the potential to improve the response 
rates to first-line venlafaxine XR treatment.

6. Clinical practice

Is it possible to develop a symptom-cluster-based approach to 
the treatment of MDD with comorbid anxiety utilizing venla
faxine XR?

6.1. Case 1 - low-dose venlafaxine XR

A 28-year-old woman presented with an episode of depres
sion that started about 3 months prior. No trigger factors were 
identified. She reported feeling down, extremely sad, anxious, 
tense, and irritable, crying easily, overreacting to minor things, 
and not thinking enough before reacting. She was not sleep
ing well and never felt rested. She was no longer wearing 
makeup, struggling to make even minor decisions, such as 
what to do, what to eat, and whom to call. She was experien
cing difficulty thinking or concentrating; she was unable to 
follow a conversation or remember what she had just read, 
and rarely watched TV because she was unable to pay enough 
attention. She reported feeling tense and anxious and 

Table 1. A symptom cluster approach to pharmacological treatment of MDD as recommended by Canadian Network for Mood and Anxiety Treatments (CANMAT) 
and the Royal Australian and New Zealand College of Psychiatrists [44,45].

Symptom Choice of antidepressant

Anxious distress Use an AD with efficacy in GAD – SSRIs, SNRIs, bupropion
Fatigue Bupropion, SSRIs
Melancholia (anhedonia, empty mood, psychomotor agitation/ 

retardation)
No specific ADs have demonstrated superiority. TCAs and SNRIs have been studied

Atypical symptoms (hypersomnia, increased appetite, leaden paralysis) No specific ADs have demonstrated superiority. Older studies found MAOIs superior to 
TCAs

Sleep disturbance-related symptoms Agomelatine, mirtazapine, quetiapine, trazodone
Cognitive difficulties (learning, memory, decision-making) Duloxetine, vortioxetine, bupropion, SSRIs, moclobemide
Somatic symptoms
Pain Duloxetine, TCAs, SNRIs
Anergia Duloxetine

AD, antidepressant; GAD, generalized anxiety disorder; SSRI, selective serotonin reuptake inhibitor; SNRI, serotonin and noradrenaline reuptake inhibitor; TCA, 
tricyclic antidepressants; MAOI, monoamine oxidase inhibitor; MDD, major depressive disorder. 

Adapted from Kennedy et al. 2016 and Malhi et al. 2020. 
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experiencing panic attacks at night, that contributed to her 
insomnia.

She was prescribed venlafaxine XR 37.5 mg a day, to be 
increased to 75 mg a day after one week, along with alpra
zolam 0.25 mg at night, to be increased to 0.25 mg twice a 
day after two days. After 10 days on venlafaxine XR 75 mg 
and alprazolam 0.50 mg a day, she reported feeling some
what better, but still tense, sad, and worried. She was no 
longer experiencing insomnia, and was less tired, but still 
did not feel her usual self. After a further week on venlafax
ine XR 75 mg and alprazolam 0.50 mg, she reported contin
ued, but marginal, improvement, and still felt depressed 
and anxious. Venlafaxine XR was increased to 150 mg a 
day and alprazolam to 0.75 mg a day (0.25 mg three times 
a day). After two more weeks, she reported feeling well, 
back to her best, able to think straight and that she was no 
longer anxious, worried, or sad, and was able to concen
trate and make decisions; she felt happy and normal. 

Alprazolam was gradually tapered off and the patient 
remained completely stable on venlafaxine XR 150 mg/day.

6.1.1. Expert comment
In this case, venlafaxine XR (an SNRI) at 150 mg a day 
appeared to have been effective in reducing her symptoms 
of depression, anxiety, irritability, and impulsivity. 
Additional short-term use of alprazolam (a benzodiazepine) 
effectively treated her severe, disabling anxiety with panic 
attacks.

6.2. Case 2 – high-dose venlafaxine

A 42-year-old female presented following a referral from her 
gynecologist who suspected depression on the basis of com
plaints of a decrease in libido, lack of energy and tiredness, 
vague complaints of pain in the spine and joints, and feeling 
of discouragement in various life situations, without any 

Figure 2. Mixed model repeated measures (MMRM) analysis of change from baseline for venlafaxine versus placebo in energy (a) and lassitude (b) (*p<0.05, 
**p<0.001).
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apparent reason. The patient stated, ‘everything is getting 
boring.’ There were no notable findings on laboratory exam
ination. The patient had no history suggestive of mania, and 
no use of alcohol or other substances. Physical examination 
revealed good general condition. She had a family history of 
depression, with both her mother and a maternal aunt hav
ing had a history of depressive episodes, and an alcoholic 
maternal uncle, but not of bipolar disorder. Psychological 
examination revealed depressed mood and anhedonia, cog
nitive deficit, increased irritability, along with physical symp
toms such as vague pain, intermediate insomnia and very 
low energy. She did not complain of any psychotic 
symptoms.

She was initially prescribed citalopram 40 mg/day. This 
was subsequently decreased to 20 mg/day, and discontin
ued after 5 days, at which time venlafaxine XR 75 mg/day 
was initiated, and increased to 150 mg/day after one week. 
After two weeks, she reported a mild improvement, but that 
it was not sufficient. Venlafaxine XR was increased to 225  
mg/day and, one week later, she reported having improved 
quite a lot, but was still unable to do things due to feeling 
constantly tired and slowed down. Venlafaxine XR was 
increased further, to 300 mg/day and, after another 2  
weeks, she returned with a smile on her face and was neatly 
dressed. She felt like her energy and life were back. She was 
able to think straight again, no longer feeling like she was 
walking in water or driving a car with the brakes on. She 
said ‘I can walk, run, think, and get things organized. My 
mood is back where it should be, and I would like to go 
back to work and get back to my best life.’

6.2.1. Expert comment
Venlafaxine XR was chosen for its dual action as an SNRI, due 
to the clinical picture of major depression, with both depres
sive mood and anhedonia, associated with low energy, insom
nia, somatic symptoms, and cognitive impairment. SNRIs may 
be better suited for such patients than SSRIs, as they have a 
fast onset of action, as well as a low likelihood of adverse 
effects on weight and sexual function, which enhances adher
ence to treatment. In this case, venlafaxine XR was prescribed, 
with the dose gradually increased until it reached 300 mg/day. 
This treatment appeared to be effective in reducing symptoms 
of fatigue, slowed thinking, psychomotor retardation, and 
difficulty with daily activities,

6.3. Case 3 – sequential treatment

A 42-year-old woman sought treatment from her family phy
sician for feelings of sadness, crying spells, anxiety, muscle 

tension, poor concentration, and insomnia, which had gradu
ally worsened over the 6 months following the unexpected 
death of her father. Her medical history included hypothyroid
ism (on replacement therapy) and morbid obesity with a body 
mass index (BMI) of 65.

Buspirone 10 mg three times daily was prescribed, 
which was switched to paroxetine 20 mg once a day within 
6 weeks, due to lack of response. Paroxetine helped her 
symptoms considerably within 3 weeks but caused fatigue 
and weight gain (BMI = 67), and she was referred for psy
chiatric review. She reported constant worry about daily 
events, low and irritable mood, non-refreshing sleep, mus
cle tension, low energy, and a progressive sense of help
lessness and frustration. She was constantly tense and 
restless, with difficulty concentrating and making deci
sions, and mild, frequent headaches and stomach pain. 
She had lost interest in her usual activities, including 
church and family functions. She was diagnosed with a 
major depressive episode and generalized anxiety disorder 
(see Table 2; visit 1).

Her treatment was then switched from paroxetine to 
venlafaxine XR 75 mg/day, and a recommendation to gra
dually increase her level of physical activity. Her symptoms 
improved partially after two weeks (visit 2; Table 2), with no 
side effects and most importantly no weight gain or fatigue, 
so the dose of venlafaxine XR was increased to 150 mg/day. 
Four weeks later, she had considerable improvement in 
depressive and especially anxiety symptoms, with decreased 
worrying, muscle tension, restlessness and feeling tense 
(visit 3; Table 2). Despite her continued anhedonia and 
low motivation, she hired a personal trainer to increase 
her level of activity. However, she still had complaints of 
low energy levels and fatigue. At that point it was decided 
to increase the dose of venlafaxine XR to 225 mg/day, due 
to the incomplete resolution of symptoms. A month later, 
she had almost complete remission of symptoms, with 
remarkable improvement in functioning (visit 4; Table 2). 
Persistent symptoms included infrequent low mood days, 
and some difficulty with sleep and concentration. She had 
resumed weekly church attendance, was present at family 
functions, and was exercising 4 to 5 times a week. 
Approximately 1 year after starting treatment, she remained 
asymptomatic, was continuing to work with her personal 
trainer, and her anhedonia and poor motivation had 
resolved (visit 8; Table 2).

6.3.1. Expert comment
It is important to find a treatment that provides the best 
balance between efficacy and adverse effects and to monitor 

Table 2. Summary of clinical scale scores per visit for case report 3.

Visit Week PHQ-9 GAD-7 SDS BMI (kg/m2)

1 0 23 18 20 67
2 2 20 13 16 67
3 6 13 7 9 66
4 10 7 0 0 65
8 54 3 0 0 60

GAD-7, general anxiety scale 7-item; PHQ-9, patient health questionnaire 9-item; SDS, self-rating 
depression scale. 
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both psychiatric and non-psychiatric clinical features (such as 
BMI). To achieve full symptomatic remission, it may be neces
sary to increase the dose of venlafaxine, in this case to 225  
mg/day. As well illustrated in this case, venlafaxine XR was 
shown to have efficacy over the long term. Of note, a return to 
physical exercise and social activities were also an important 
part of recovery.

7. Expert opinion

On October 15th, 2022, an Expert Scientific Forum, sponsored 
by Viatris, was convened to discuss the treatment challenges 
at different stages of the patient journey in MDD, and the 
clinical utility of venlafaxine. Several barriers to treatment in 
MDD were identified, some of which were noted to contribute 
to the frequent problem of patients discontinuing treatment 
due to a lack of understanding of their disorder. While the 
specific obstacles to treatment for Major Depressive Disorder 
(MDD) can vary across healthcare systems, the following are 
commonly encountered barriers:

a. The stigma that still exists around mental health.
b. The lack of time available for patient consultations.
c. Both patients and practitioners often want a ‘quick fix.’
d. Funding, availability and access to medications.
e. The heterogeneity of depression and the lack of an ideal 

medication for every patient.

There was a general consensus of the panel that venlafaxine 
XR should be considered as a first-line treatment for MDD with 
or without comorbid anxiety, and that there are clear pharma
codynamic signals supporting a symptom cluster-based treat
ment paradigm for venlafaxine XR. It was noted that if there is 
a need to address specific symptoms requiring increased nor
epinephrine transmission, higher doses of venlafaxine XR are 
needed. This differential dosing can be helpful in clinical 
practice, as venlafaxine XR can be started at a lower dose to 
address those symptoms that should be treated first 
(depressed mood, psychomotor/agitation, feelings of worth
lessness and suicidality), and then residual symptoms (such as 
loss of energy and cognitive impairment) may be able to be 
treated by increasing the dose of venlafaxine XR. Moreover, 
venlafaxine XR is uniquely placed to target functioning and 
energy due to its action as an SNRI at higher doses; in patients 
who are improving with treatment, but in whom recovery is 
not complete, and there still are energy deficits, the dose of 
venlafaxine XR can be increased, to a maximum of 375 mg/ 
day, whereas for a patient with MDD with anxiety as the main 
symptom requiring treatment, venlafaxine XR can be contin
ued at a dose of 75 mg/day. While there may be some concern 
around the potential for adverse effects at these higher doses, 
there was a general consensus that they are unlikely to sig
nificantly alter the risk-benefit ratio for those patients who do 
not respond fully to lower doses. Clinical studies have pro
vided evidence that patients with depression may transition 
between different subtypes of the disorder throughout their 
lifetime and potentially even within a single episode. 
According to the expert panel, an approach focused on 

treating symptoms and symptom clusters of depression and 
comorbid diagnoses, rather than relying on the identification 
of specific subtypes of depression (such as atypical or melan
cholic depression) may yield greater success. (Figure 1) [66].

Based on its pharmacological properties, venlafaxine can be 
considered a gold standard for treating MDD, regardless of the 
presence of comorbid anxiety. It is particularly suitable for 
patients who may benefit from targeting different symptoms 
with varying doses, based on the specific symptoms of depres
sion exhibited by each individual. Adopting a personalized 
approach that tailors medication choice and dosage to the 
unique symptom profile of each patient shows promise for 
enhancing treatment effectiveness. While the SGAs have similar 
effectiveness, it is likely that there are some clinically significant 
differences between individual agents [67]. However, there are 
no studies that directly compare the impact of these drugs on 
symptoms of MDD such as energy, fatigue and lassitude. The 
experts are therefore of the opinion that this topic warrants 
further research through comparative studies and meta-analysis.

While a categorical classification system like the DSM is 
essential for diagnosis, incorporating a symptom-based 
approach could complement a DSM-based diagnosis, and 
help guide treatment decisions. Further research is required 
to establish this dimensional approach for medication selec
tion and optimizing dosage. If new evidence supports the 
feasibility of such an approach, personalized treatment based 
on individual symptoms could become standard practice.

Funding

This manuscript was funded by Viatris.

Declaration of interest
A Fagiolini has been a consultant and/or a speaker and/or has received 
research grants from Angelini, Apsen, Biogen, Boehringer Ingelheim, 
Glaxo Smith Kline, Lundbeck, Janssen, Mylan, Neuraxpharm, Otsuka, 
Pfizer, Recordati, Rovi, Sanofi Aventis, Viatris, Vifor; N Cardoner: 
Participed in advisory boards and received speaker’s honoraria from 
Angelini, Esteve, Janssen, Lundbeck, Novartis, Pfizer, and Viatris. 
Furthermore, they have been awarded research grants from the 
Ministry of Health, Ministry of Science and Innovation (CIBERSAM), 
and the Strategic Plan for Research and Innovation in Health (PERIS) 
for the period 2016–2020, as well as from Recercaixa, Fundació la Caixa 
and Marato TV3; K Duailibi received lecture honoraria from Janssen, 
Pfizer, Abbott and Sanofi; N El Hindy had received lecture honoraria 
from Janssen, Pfizer, Lundbeck, Viatris and Hickman; P Ittasakul 
received lecture honoraria from Janssen, Pfizer, and Sumitomo 
Dainippon Pharma; B Ng has received lecture honoraria from AbbVie, 
Lundbeck, GSK, Carnot, Asofarma. Research funds from Relmada, 
AbbVie, Cassava.

The authors have no other relevant affiliations or financial involvement 
with any organization or entity with a financial interest in or financial 
conflict with the subject matter or materials discussed in the manuscript 
apart from those disclosed.

Reviewer disclosures
A reviewer on this manuscript has disclosed receiving speaker’s fees from 
H Lundbeck, Jansen Pharmaceuticals and Servier. These were 4, 1 and 8  
years ago, respectively. Peer reviewers on this manuscript have no other 
relevant financial relationships or otherwise to disclose.

EXPERT OPINION ON PHARMACOTHERAPY 1721



Acknowledgments

We would like to thank Marie Cheeseman for providing medical writing 
assistance, on behalf of Research Review. This medical writing assistance 
was funded by Viatris.

We would also like to thank Egbert Biesheuvel, Senior Director of 
Biometrics Data Management and Programming, Viatris, Netherlands, for 
his work on the pooled analysis conducted to investigate the efficacy of 
venlafaxine in patients with MDD with low energy.

References

Papers of special note have been highlighted as either of interest (•) 
or of considerable interest (••) to readers.

1. GBD 2019 Diseases and Injuries Collaborators. Global burden of 
369 diseases and injuries in 204 countries and territories, 1990- 
2019: a systematic analysis for the global burden of disease study 
2019. Lancet. 2020 Oct 17;396(10258): 1204–1222. doi: 10.1016/ 
S0140-6736(20)30925-9

2. GBD 2019 Mental Disorders Collaborators. Global, regional, and 
national burden of 12 mental disorders in 204 countries and terri
tories, 1990–2019: a systematic analysis for the global burden of 
disease study 2019. Lancet Psychiatry. 2022;9(2):137–150.

3. Patel V, Chisholm D, Parikh R, et al. Addressing the burden of 
mental, neurological, and substance use disorders: key messages 
from disease control priorities, 3rd edition. Lancet. 2016 Apr 16;387 
(10028):1672–1685.

4. World Health Organization. The impact of the COVID-19 pandemic 
on noncommunicable disease resources and services: results of a 
rapid assessment2020. https://www.who.int/publications/i/item/ 
9789240010291

5. World Health Organization. Third round of the global pulse survey 
on continuity of essential health services during the COVID-19 
pandemic: November-December 20212022. https://www.who.int/ 
publications-detail-redirect/WHO-2019-nCoV-EHS_continuity-sur 
vey-2022.1

6. Bhattacharjee B, Acharya T. The COVID-19 pandemic and its effect 
on mental health in USA - A review with some coping strategies. 
Psychiatr Q. 2020 Dec;91(4):1135–1145. doi: 10.1007/s11126-020- 
09836-0

7. Chen PJ, Pusica Y, Sohaei D, et al. An overview of mental health 
during the COVID-19 pandemic. Diagnosis (Berl). 2021 Nov 25;8 
(4):403–412.

8. Herrman H, Patel V, Kieling C, et al. Time for united action on 
depression: a Lancet–world psychiatric association commission. 
Lancet. 2022;399(10328):957–1022.

9. Lindert J, Jakubauskiene M, Bilsen J. The COVID-19 disaster and 
mental health-assessing, responding and recovering. Eur J Public 
Health. 2021 Nov 9;31(Supplement_4):iv31–iv35.

10. Vindegaard N, Benros ME. COVID-19 pandemic and mental health 
consequences: systematic review of the current evidence. Brain 
Behav Immun. 2020 Oct;89:531–542. doi: 10.1016/j.bbi.2020.05.048

11. Gaynes BN, Rush AJ, Trivedi MH, et al. The STAR*D study: treating 
depression in the real world. Cleve Clin J Med. 2008 Jan;75(1):57–66.

12. Lam RW, McIntosh D, Wang J, et al. Canadian Network for Mood 
and Anxiety Treatments (CANMAT) 2016 Clinical Guidelines for the 
Management of Adults with Major Depressive Disorder: Section 
1Disease Burden And Principles Of Care. Can J Psychiatry. 2016 
Sep;61(9):510–523.

13. Israel JA. The impact of residual symptoms in major depression. 
Pharmaceuticals. 2010;3(8):2426–2440. doi: 10.3390/ph3082426

14. Nierenberg AA, DeCecco LM. Definitions of antidepressant treat
ment response, remission, nonresponse, partial response, and 
other relevant outcomes: a focus on treatment-resistant depres
sion. J Clin Psychiatry. 2001;62(Suppl 16):5–9.

15. Conradi HJ, Ormel J, de Jonge P. Presence of individual (residual) 
symptoms during depressive episodes and periods of remission: a 
3-year prospective study. Psychol Med. 2011 Jun;41(6):1165–1174. 
doi: 10.1017/S0033291710001911

16. Nil R, Lütolf S, Seifritz E. Residual symptoms and functionality in 
depressed outpatients: A one-year observational study in 
Switzerland with escitalopram. J Affect Disord. 2016 Jun;197:245– 
250. doi: 10.1016/j.jad.2016.02.062

17. Dombrovski AY, Mulsant BH, Houck PR, et al. Residual symptoms 
and recurrence during maintenance treatment of late-life depres
sion. J Affect Disord. 2007 Nov;103(1–3):77–82.

18. O’Connor EA, Whitlock EP, Gaynes B, et al. Screening for depression 
in adults and older adults in primary care: an updated systematic 
review. US: Agency for Healthcare Research and Quality; 2009.

19. Leysen D, Kelder J. Ligands for the 5-HT2C receptor as potential 
antidepressants and anxiolytics. Vol. 29, van der Goot H, editor. 
Elsevier; 1998. (Pharmacochemistry Library). doi: 10.1016/S0165- 
7208(98)80044-5

20. Carvalho AF, Cavalcante JL, Castelo MS, et al. Augmentation stra
tegies for treatment-resistant depression: a literature review. J Clin 
Pharm Ther. 2007 Oct;32(5):415–428.

21. Gartlehner G, Hansen RA, Morgan LC, et al. Comparative benefits 
and harms of second-generation antidepressants for treating major 
depressive disorder: an updated meta-analysis. Ann Intern Med. 
2011 Dec 6;155(11):772–785.

22. Nierenberg AA. Strategies for achieving full remission when first- 
line antidepressants are not enough. J Clin Psychiatry. 2013 Dec;74 
(12):e26. doi: 10.4088/JCP.13018tx3c

23. Rush AJ, Trivedi MH, Wisniewski SR, et al. Acute and longer-term 
outcomes in depressed outpatients requiring one or several treat
ment steps: a STAR*D report. Am J Psychiatry. 2006 Nov;163 
(11):1905–1917.

24. Moffitt TE, Caspi A, Taylor A, et al. How common are common mental 
disorders? Evidence that lifetime prevalence rates are doubled by 
prospective versus retrospective ascertainment. Psychol Med. 
2010;40(6):899–909. doi: 10.1017/S0033291709991036

25. Kim J, Schwartz TL. Chapter 7 - psychiatric comorbidity in major 
depressive disorder. In: McIntyre R, editor. Major depressive disor
der. Philadelphia (PA): Elsevier; 2020. p. 91–102.

26. Thaipisuttikul P, Ittasakul P, Waleeprakhon P, et al. Psychiatric comor
bidities in patients with major depressive disorder. Neuropsychiatr Dis 
Treat. 2014;10:2097–2103. doi: 10.2147/NDT.S72026

27. Lamers F, van Oppen P, Comijs HC, et al. Comorbidity patterns of 
anxiety and depressive disorders in a large cohort study: the 
Netherlands Study of Depression and Anxiety (NESDA). J Clin 
Psychiatry. 2011 Mar;72(3):341–348.

28. Wu Z, Fang Y. Comorbidity of depressive and anxiety disorders: 
challenges in diagnosis and assessment. Shanghai Arch Psychiatry. 
2014;26(4):227–231. doi: 10.3969/j.issn.1002-0829.2014.04.006

29. Coutens B, Yrondi A, Rampon C, et al. Psychopharmacological 
properties and therapeutic profile of the antidepressant venlafax
ine. Psychopharmacol (Berl). 2022 Sep;239(9):2735–2752.

30. Tran PV, Bymaster FP, McNamara RK, et al. Dual monoamine mod
ulation for improved treatment of major depressive disorder. J Clin 
Psychopharmacol. 2003 Feb;23(1):78–86.

31. Delgado PL. Depression: the case for a monoamine deficiency. J 
Clin Psychiatry. 2000;61 Suppl 6:7–11.

32. Jiang Y, Zou D, Li Y, et al. Monoamine neurotransmitters control 
basic emotions and affect major depressive disorders. 
Pharmaceuticals. 2022;15(10):1203. doi: 10.3390/ph15101203

• This paper assesses the relationship between major depressive 
disorder (MDD) and monoamine neurotransmitters, specifically 
dopamine (DA), norepinephrine (NE), and serotonin (5-HT).

33. Lee S, Jeong J, Kwak Y, et al. Depression research: where are we 
now? Mol Brain. 2010 2010 Mar 10;3(1):8. doi: 10.1186/1756- 
6606-3-8

34. Nutt DJ. Relationship of neurotransmitters to the symptoms of 
major depressive disorder. J Clin Psychiatry. 2008;69(Suppl E1):4–7.

35. Wyeth Pharmaceuticals LLC. EFFEXOR XR: Highlights of prescribing 
information 2022. ; Available from: https://www.accessdata.fda. 
gov/drugsatfda_docs/label/2017/020699s107lbl.pdf

36. Goldberg HL, Finnerty R. An open-label, variable-dose study of WY- 
45,030 (venlafaxine) in depressed outpatients. Psychopharmacol 
Bull. 1988;24(1):198–199.

1722 A. FAGIOLINI ET AL.

https://doi.org/10.1016/S0140-6736(20)30925-9
https://doi.org/10.1016/S0140-6736(20)30925-9
https://www.who.int/publications/i/item/9789240010291
https://www.who.int/publications/i/item/9789240010291
https://www.who.int/publications-detail-redirect/WHO-2019-nCoV-EHS_continuity-survey-2022.1
https://www.who.int/publications-detail-redirect/WHO-2019-nCoV-EHS_continuity-survey-2022.1
https://www.who.int/publications-detail-redirect/WHO-2019-nCoV-EHS_continuity-survey-2022.1
https://doi.org/10.1007/s11126-020-09836-0
https://doi.org/10.1007/s11126-020-09836-0
https://doi.org/10.1016/j.bbi.2020.05.048
https://doi.org/10.3390/ph3082426
https://doi.org/10.1017/S0033291710001911
https://doi.org/10.1016/j.jad.2016.02.062
https://doi.org/10.1016/S0165-7208(98)80044-5
https://doi.org/10.1016/S0165-7208(98)80044-5
https://doi.org/10.4088/JCP.13018tx3c
https://doi.org/10.1017/S0033291709991036
https://doi.org/10.2147/NDT.S72026
https://doi.org/10.3969/j.issn.1002-0829.2014.04.006
https://doi.org/10.3390/ph15101203
https://doi.org/10.1186/1756-6606-3-8
https://doi.org/10.1186/1756-6606-3-8
https://www.accessdata.fda.gov/drugsatfda_docs/label/2017/020699s107lbl.pdf
https://www.accessdata.fda.gov/drugsatfda_docs/label/2017/020699s107lbl.pdf


37. Guelfi JD, White C, Hackett D, et al. Effectiveness of venlafaxine in 
patients hospitalized for major depression and melancholia. J Clin 
Psychiatry. 1995 Oct;56(10):450–458.

38. Schweizer E, Clary C, Weise C, et al. An open-label, dose-finding 
study of WY-45,030, a novel bicyclic antidepressant. 
Psychopharmacol Bull. 1988;24(1):195–197.

39. Schweizer E, Weise C, Clary C, et al. Placebo-controlled trial of 
venlafaxine for the treatment of major depression. J Clin 
Psychopharmacol. 1991 Aug;11(4):233–236.

40. Cunningham LA. Once-daily venlafaxine extended release (XR) and 
venlafaxine immediate release (IR) in outpatients with major 
depression. Venlafaxine XR 208 study group. Ann Clin Psychiatry. 
1997 Sep;9(3):157–164. doi: 10.3109/10401239709147791

41. Thase ME. Efficacy and tolerability of once-daily venlafaxine 
extended release (XR) in outpatients with major depression. The 
venlafaxine XR 209 study group. J Clin Psychiatry. 1997 Sep;58 
(9):393–398. doi: 10.4088/JCP.v58n0904

42. Keller MB, Trivedi MH, Thase ME, et al. The Prevention of Recurrent 
Episodes of Depression with Venlafaxine for Two Years (PREVENT) 
study: outcomes from the 2-year and combined maintenance 
phases. J Clin Psychiatry. 2007 Aug;68(8):1246–1256.

43. Williams LM, Rush AJ, Koslow SH, et al. International Study to 
Predict Optimized Treatment for Depression (ISPOT-D), a rando
mized clinical trial: rationale and protocol. Trials. 2011 Jan 5;12(1):4.

44. Kennedy SH, Lam RW, McIntyre RS, et al. Canadian Network for 
Mood and Anxiety Treatments (CANMAT) 2016 Clinical Guidelines 
for the Management of Adults with Major Depressive Disorder: 
Section 3 Pharmacological Treatments. Can J Psychiatry. 2016 
Sep;61(9):540–560.

45. Malhi GS, Bell E, Bassett D, et al. The 2020 royal Australian and New 
Zealand college of psychiatrists clinical practice guidelines for 
mood disorders. Aust N Z J Psychiatry. 2021 Jan;55(1):7–117.

46. Qaseem A, Owens DK, Etxeandia-Ikobaltzeta I. Nonpharmacologic 
and pharmacologic treatments of adults in the acute phase of 
major depressive disorder: a living clinical guideline from the 
American college of physicians. Ann internal med. 2023;176 
(2):239–252. doi: 10.7326/M22-2056

47. Bymaster FP, Dreshfield-Ahmad LJ, Threlkeld PG, et al. Comparative 
affinity of duloxetine and venlafaxine for serotonin and norepinephr
ine transporters in vitro and in vivo, human serotonin receptor sub
types, and other neuronal receptors. Neuropsychopharmacology. 
2001 Dec;25(6):871–880.

48. Debonnel G, Saint-André E, Hébert C, et al. Differential physiologi
cal effects of a low dose and high doses of venlafaxine in major 
depression. Int J Neuropsychopharmacol. 2007 Feb;10(1):51–61. 
doi: 10.1017/S1461145705006413

•• At the minimal effective dose in depression (75 mg/day), 
venlafaxine functions as a selective serotonin reuptake inhi
bitor (SSRI), whereas at higher doses (225 and 375 mg/day), 
it acts as a dual serotonin and norepinephrine reuptake 
inhibitor (SNRI).

49. Aldosary F, Norris S, Tremblay P, et al. Differential potency of 
venlafaxine, paroxetine, and atomoxetine to inhibit serotonin and 
norepinephrine reuptake in patients with major depressive disor
der. Int J Neuropsychopharmacol. 2022 Apr 19;25(4):283–292.

50. Ghose K, Turner P. Intravenous tyramine pressor response in 
depression. Lancet. 1975 Jun 14;1(7920):1317–1318.

51. Harvey AT, Rudolph RL, Preskorn SH. Evidence of the dual mechan
isms of action of venlafaxine. Arch Gen Psychiatry. 2000 May;57 
(5):503–509. doi: 10.1001/archpsyc.57.5.503

•• The study provides in vivo evidence demonstrating that within 
its clinically relevant dose range, venlafaxine exhibits sequential 
mechanisms of action by inhibiting both serotonin (5-HT) uptake 
and norepinephrine (NE) uptake as the dose is increased.

52. Linden M, Ludewig K, Munz T, et al. Dosage finding and outcome 
of venlafaxine treatment in psychiatric outpatients and inpatients: 
results of a drug utilization observation study. Pharmacopsychiatry. 
2003 Sep;36(5):197–205. doi: 10.1055/s-2003-43050

• Venlafaxine is typically effective at a dosage of 75 mg/day, 
but higher dosages may provide additional benefits. It is 
recommended to follow a stepwise dosage regimen, gradu
ally increasing the dosage to upper limits in cases of non- 
response before considering discontinuation of venlafaxine 
treatment.

53. Montoya A, Bruins R, Katzman MA, et al. The noradrenergic para
dox: implications in the management of depression and anxiety. 
Neuropsychiatr Dis Treat. 2016;12:541–557. doi: 10.2147/NDT. 
S91311

54. Perahia DG, Quail D, Desaiah D, et al. Switching to duloxetine from 
selective serotonin reuptake inhibitor antidepressants: a multicen
ter trial comparing 2 switching techniques. J Clin Psychiatry. 2008 
Jan;69(1):95–105.

55. Thase ME, Shelton RC, Khan A. Treatment with venlafaxine 
extended release after SSRI nonresponse or intolerance: a rando
mized comparison of standard- and higher-dosing strategies. J Clin 
Psychopharmacol. 2006;26(3):250–258. doi: 10.1097/01.jcp. 
0000219922.19305.08

56. Dodd S, Berk M. Higher dose venlafaxine may improve response 
compared with standard doses in people with major depressive 
disorder and intolerance or non-responsiveness to SSRIs. Evidence 
Based Mental Health. 2007;10(1):17–17. doi: 10.1136/ebmh.10.1.17

57. Kishi T, Ikuta T, Sakuma K, et al. Antidepressants for the treatment 
of adults with major depressive disorder in the maintenance phase: 
a systematic review and network meta-analysis. Mol Psychiatry. 
2023;28(1):402–409. doi: 10.1038/s41380-022-01824-z

58. Kishi T, Sakuma K, Hatano M, et al. Relapse and its modifiers in 
major depressive disorder after antidepressant discontinuation: 
meta-analysis and meta-regression. Mol Psychiatry. 2023 Mar;28 
(3):974–976.

59. Kishi T, Sakuma K, Hatano M, et al. Early relapse after antidepres
sant discontinuation may represent antidepressant discontinuation 
syndrome in major depressive disorder: A meta-analysis. Asian J 
Psychiatr. 2023 Apr;82:103502.

60. Horowitz MA, Taylor D. Distinguishing relapse from antidepressant 
withdrawal: clinical practice and antidepressant discontinuation 
studies. BJPsych Adv. 2022;28(5):297–311. doi: 10.1192/bja.2021.62

61. Chekroud AM, Gueorguieva R, Krumholz HM, et al. Reevaluating 
the efficacy and predictability of antidepressant treatments: a 
symptom clustering approach. JAMA Psychiatry. 2017;74(4):370– 
378. doi: 10.1001/jamapsychiatry.2017.0025

62. Lin SY, Stevens MB. The symptom cluster-based approach to indi
vidualize patient-centered treatment for major depression. J Am 
Board Fam Med. 2014 Jan;27(1):151–159. doi: 10.3122/jabfm.2014. 
01.130145

63. Murawiec S, Krzystanek M. Symptom cluster-matching antidepres
sant treatment: a case series pilot study. Pharmaceuticals (Basel) 
2021;14(6):526. doi: 10.3390/ph14060526.

• This pilot study suggests the effectiveness of a symptom clus
ter-matching treatment approach for managing depression.

64. Nutt D, Demyttenaere K, Janka Z, et al. The other face of depres
sion, reduced positive affect: the role of catecholamines in causa
tion and cure. J Psychopharmacol. 2007 Jul;21(5):461–471. doi: 10. 
1177/0269881106069938
•There seems to be a consistent pattern where serotonergic 
antidepressants inadequately alleviate symptoms like loss of 
pleasure, loss of interest, fatigue, and loss of energy.

65. Thase M, Asami Y, Wajsbrot D, et al. A meta-analysis of the efficacy 
of venlafaxine extended release 75-225 mg/day for the treatment 
of major depressive disorder. Curr Med Res Opin. 2017 Feb;33 
(2):317–326.

66. Diagnostic and statistical manual of mental disorders: DSM-5. 
Arlington (VA): American Psychiatric Association; 2013. (American 
Psychiatric A, American Psychiatric Association DSMTF, editors. 
Acc). https://nla.gov.au/nla.cat-vn6261708

67. Seehusen DA, Sheridan R. Second-generation antidepressants for 
depression in adults. Am Fam Physician. 2013 Nov 15;88 
(10):687–689.

EXPERT OPINION ON PHARMACOTHERAPY 1723

https://doi.org/10.3109/10401239709147791
https://doi.org/10.4088/JCP.v58n0904
https://doi.org/10.7326/M22-2056
https://doi.org/10.1017/S1461145705006413
https://doi.org/10.1001/archpsyc.57.5.503
https://doi.org/10.1055/s-2003-43050
https://doi.org/10.2147/NDT.S91311
https://doi.org/10.2147/NDT.S91311
https://doi.org/10.1097/01.jcp.0000219922.19305.08
https://doi.org/10.1097/01.jcp.0000219922.19305.08
https://doi.org/10.1136/ebmh.10.1.17
https://doi.org/10.1038/s41380-022-01824-z
https://doi.org/10.1192/bja.2021.62
https://doi.org/10.1001/jamapsychiatry.2017.0025
https://doi.org/10.3122/jabfm.2014.01.130145
https://doi.org/10.3122/jabfm.2014.01.130145
https://doi.org/10.3390/ph14060526
https://doi.org/10.1177/0269881106069938
https://doi.org/10.1177/0269881106069938
https://nla.gov.au/nla.cat-vn6261708

	Abstract
	1.  Introduction
	2.  Pharmacodynamics of venlafaxine
	3.  Symptom clusters in MDD
	4.  Efficacy of venlafaxine in patients with MDD with low energy
	5.  Conclusions
	6.  Clinical practice
	6.1.  Case 1 - low-dose venlafaxine XR
	6.1.1.  Expert comment

	6.2.  Case 2 – high-dose venlafaxine
	6.2.1.  Expert comment

	6.3.  Case 3 – sequential treatment
	6.3.1.  Expert comment


	7.  Expert opinion
	Funding
	Declaration of interest
	Reviewer disclosures
	Acknowledgments
	References

