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1. [bookmark: _Toc237289193]Introduction:

Depression is a common mental health condition and a significant public health issue because it can have a profound impact on individual’s emotional as well as physical wellbeing, relationships, education, employment, and participation in community life. The World Health Organization (WHO, 2025) estimates that approximately 332 million people globally experience depression. Depression is a condition that can happen to anybody at any age, and can affect one's work, education, physical health, and relationships (De Angel et al. 2022). Depression is associated with reduced functioning and an increased risk of suicide therefore it should be understood as much more than a temporary low mood as it involves persistent symptoms such as loss of motivation, interest and pleasure in doing things, alongside possible changes in sleep, appetite, energy and concentration levels, self-worth and thoughts about death.
This report examines how depression is measured and monitored, the major risk factors that can increase the likelihood of depression, approaches to management and control, its effects on individuals and communities, and the health and social care support required. Attention is given to UK evidence and to population-level monitoring because effective public health responses depend on identifying inequalities, changes in prevalence, service demand and treatment outcomes.
2. [bookmark: _Toc237289194]Key Aspects:

[bookmark: _Toc237289195]2.1. Measuring and Monitoring Depression
For successful depression management it is crucial to recognise the condition early and to monitor it on an ongoing basis. Accurate measurement of depression requires more than simply counting symptoms. NICE (2022, reviewed 2026) recommends a comprehensive assessment that considers symptom severity, previous episodes, duration and functional impairment, coexisting mental and physical health conditions, psychosocial circumstances and suicide or self-harm  risk. Validated measures can support assessment and treatment evaluation, but they should complement rather than replace clinical judgement.
At individual level, the Patient Health Questionnaire-9 (PHQ-9)  is a widely used to measure symptoms during treatment within NHS Talking Therapies. The measure can therefore be used repeatedly to identify change in symptom severity and whether a person is improving or requires further clinical review. However, a questionnaire score alone should not be treated as a diagnosis (Fried, Flake and Robinaugh, 2022).
At population level, depression should be monitored using several complementary data sources. First, primary-care registers such as Quality and Outcome Framework data provide information about diagnosed depression cases and new diagnoses. For 2024/25, England recorded 14.3% prevalence and 1.4% incidence of newly diagnosed depression cases in the QOF data (Office for Health Improvement and Disparities [OHID], 2026). These data can be examined by geographical area to identify variation and support local planning. Their limitation is that they capture recorded diagnoses and therefore may be affected by help-seeking, access to services, diagnostic practices and recording quality.
Second, population surveys provide a broader picture of depressive symptoms, including people who may not have a formal diagnosis. According to ONS In April 2025, 18% of adults aged 16 years and over in Great Britain had moderate to severe depressive symptoms. The rate was higher among younger adults: 26% among those aged 16–29 compared with 8% among people aged 70 and over (ONS, 2025). Survey data are particularly useful for identifying inequalities and changes over time, although they are based on self-reported symptoms rather than confirmed clinical diagnoses.
Third, NHS Talking Therapies uses service level outcome measures including the PHQ-9, GAD-7 allowing services to report reliable improvement and recovery. In 2024/25, 667,143 adults completed a course of treatment through NHS Talking Therapies, illustrating the scale of treatment activity (NHS England, 2025). Finally, suicide and self-harm surveillance can provide an important severe outcome indicator because depression is associated with increased suicide risk. A robust population monitoring system should therefore combine prevalence, incidence, symptom severity, inequalities, treatment access and severe outcomes rather than relying on one indicator alone.

[bookmark: _Toc237289196]2.2. Risk Factors for Depression

Depression develops through an interaction of biological, psychological and social factors rather than from a single cause. NICE (2022) highlights previous depression, coexisting mental or physical health conditions, stressful or trauma, relationship difficulties, sleep and lifestyle factors, living conditions, alcohol or drug use, debt, employment circumstances, loneliness and social isolation as relevant factors to consider during assessment. WHO (2025) similarly identifies unemployment, bereavement, traumatic life events and other adverse life experiences as factors associated with increased risk.
 Poverty, insecure employment, debts, poor housing and social exclusion can create chronic stress and restrict access to protective resources. UK evidence demonstrates the relationship between socioeconomic circumstances and depressive symptoms as particularly important from a public health perspective. ONS data have shown higher levels of moderate to severe depressive symptoms among adults experiencing long-term sickness, living in more deprived areas and facing financial pressures (ONS, 2023; Department for Work and Pensions, 2024). These relationships should not be interpreted as simple one-way causation because depression can itself contribute to unemployment, reduced income and social withdrawal.
Physical health is another important risk domain. Chronic pain and long-term conditions can increase psychological burden, while depression may also reduce physical activity, adherence to treatment and engagement with health care. WHO (2025) notes that depression is closely related to physical health and that behaviours such as physical inactivity and harmful alcohol use can contribute to poorer health outcomes. Family history and previous depressive episodes can also increase vulnerability, while stressful transitions, bereavement, trauma, relationship breakdown, loneliness and social isolation may precipitate or maintain symptoms.
Risk factors therefore need to be considered across the life course. Population-level prevention should not focus only on clinical services; it should also address social determinants such as financial insecurity, employment, housing, social connection and access to physical activity. Monitoring these factors alongside depression indicators can help identify groups requiring earlier intervention.

[bookmark: _Toc237289197]2.3. How is Depression Managed and Controlled?

Depression requires a person-centred approach in which treatment is matched to severity, clinical needs and patient preference. NICE (2022) recommends psychological and psychosocial interventions for less severe depression, while treatment for more severe depression may involve psychological therapy, antidepressant medication or a combination depending on the individual's circumstances. Cognitive behavioural therapy (CBT) and behavioural activation are established psychological approaches. Medication should be reviewed for effectiveness, adherence, adverse effects and changes in suicide risk.
Lifestyle and social interventions can complement clinical treatment. Regular physical activity can contribute to improved depressive symptoms, and systematic review evidence supports exercise as an effective intervention for depression (Noetel et al., 2024). Social connection and practical support are also important, particularly where loneliness, unemployment, financial problems or poor housing contribute to ongoing distress. Management should therefore address both symptoms and the circumstances that may maintain them.
Ongoing monitoring is essential because depression can recur. NICE recommends reviewing treatment response, treatment concordance, adverse effects and suicidal ideation, alongside routine outcome monitoring. A relapse prevention plan should identify previous triggers, residual symptoms and continuing social or environmental risks.

[bookmark: _Toc237289198]2.4. Effect of Depression on the Individual or Community:

Depression can affect several dimensions of individual functioning. Symptoms such as low energy, impaired concentration, loss of motivation and reduced interest can affect education, employment and daily activities. Relationships may also become strained because social withdrawal and hopelessness can reduce participation and communication. Depression is also associated with poorer physical health and can coexist with conditions such as cardiovascular disease, diabetes and chronic pain.
The community-level consequences include reduced productivity, sickness absence, increased use of health and social care services and pressure on informal carers. The economic effects can extend beyond direct treatment costs because depression may reduce employment participation and household income. ONS reported that in 2023, depression or anxiety was the most prevalent reported health condition among the working-age population, affecting about 5 million people (12%); among people economically inactive because of long-term sickness, (ONS, 2023). This illustrates the interaction between mental health, work and economic participation.
Depression also contributes to health inequalities. Higher symptom levels among younger adults and people affected by deprivation or long-term sickness indicate that the burden is not evenly distributed. Stigma can further delay help-seeking and contribute to under-recognition. Consequently, public health responses should combine treatment with prevention, early identification and action on social determinants.


[bookmark: _Toc237289199]2.5. Health and Social Care Support Required in the Community:

Primary care is an important entry point for people experiencing depression. GPs and other primary-care professionals can identify symptoms, assess risk, consider physical and psychosocial factors, initiate appropriate treatment and refer people to specialist or community services where necessary. NICE recommends coordinated assessment and treatment, including attention to suicide risk and functional impairment.
NHS Talking Therapies provides evidence-based psychological interventions for adults with anxiety and depression, including approaches such as CBT and guided self-help. People with more complex or severe needs may require community mental health services involving professionals such as psychiatrists, psychologists, mental health nurses, occupational therapists and social workers. Voluntary and community organisations can provide peer support, advocacy, social connection and practical assistance. Effective community care should therefore operate across health, social care and voluntary sectors rather than relying on one service. Workforce capacity remains important because increasing demand can create pressure on service access and continuity. NHS England's 2024/25 reporting indicates continued pressure across mental health services while also showing expansion in access to community mental health services and Talking Therapies. Sustainable workforce planning, professional development, staff wellbeing and effective service coordination are therefore necessary to maintain quality and continuity of care.
[bookmark: _Toc237289200]3. Conclusion

Depression is a major public health concern with substantial effects on individuals, families, communities and health services. The evidence demonstrates the importance of strengthening the report with UK-specific statistics and using different forms of evidence for different claims. In England, QOF recorded an increase of depression cases especially since Covid 19 outbreak, which illustrates why population monitoring should combine clinical diagnosis data with survey-based symptom measures.
Depression risk is shaped by interacting biological, psychological and social factors, including previous episodes, physical illness, trauma, bereavement, unemployment, debts, deprivation, loneliness and social isolation. Effective management therefore requires both evidence-based clinical treatment and attention to wider determinants of health. Validated measures such as the PHQ-9 can support individual monitoring, while QOF, ONS surveys, service outcome data and severe-outcome surveillance can support population-level monitoring. A coordinated, person-centred and community-based approach is essential to improve early identification, treatment outcomes, prevention of relapse and reduction of inequalities.
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