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[bookmark: _Toc209451497]Definition (ICD-11)
· Depression is a mood disorder characterised by persistent sadness, loss of interest, low energy, and impaired functioning.
· ICD-11 recognises:
· Single Depressive Episode – at least two weeks of symptoms.
· Recurrent Depressive Disorder – repeated episodes across the lifespan.
· Persistent Depressive Disorder (Dysthymia) – long-term, less severe but chronic low mood.
· ICD-11 framework improves clarity compared to ICD-10 by distinguishing subtypes and emphasising impairment.
· Depression frequently co-occurs with anxiety and chronic physical conditions, complicating both diagnosis and management.

[bookmark: _Toc209451498]Epidemiology & Burden
· Global prevalence: ~5% of adults (WHO, 2023).
· UK prevalence: 1 in 6 adults report symptoms weekly (APMS, 2022).
· Gender differences: Women are almost twice as likely to be diagnosed, reflecting social, hormonal, and cultural factors.
· Age groups: Young people increasingly affected, with NHS surveys reporting record levels of depression among adolescents.
· Suicide risk: Depression is a major contributor to suicide, one of the leading causes of death in under-35s in the UK.
· Economic impact: Billions lost yearly through productivity, healthcare, and welfare support. Depression is a major driver of disability-adjusted life years (DALYs).

[bookmark: _Toc209451499]Historical Treatments & Provisions
18th–19th century: Moral Treatment & Asylums
· “Melancholia” treated with rest, diet, and religious or moral interventions.
· Asylums designed for protection but often became overcrowded and neglectful.
· Social stigma was high; mental illness seen as personal weakness.
Early 20th century: Psychoanalysis & Institutionalisation
· Freud’s psychoanalytic model: depression as unresolved grief or unconscious conflict.
·  Talk therapies available mainly to the wealthy; most patients remained institutionalised.
· Stigma and segregation reinforced, little emphasis on recovery.
Mid-20th century: Biological Interventions
· Electroconvulsive Therapy (ECT): Introduced in 1930s; effective for severe cases but initially used without anaesthesia, leading to trauma and memory loss.
· Psychosurgery (lobotomy): Applied for intractable depression but caused irreversible harm; abandoned due to ethical concerns.
· Pharmacological advances: Tricyclic antidepressants (1950s) and monoamine oxidase inhibitors revolutionised treatment, though with significant side effects.
Late 20th century: SSRIs & Deinstitutionalisation
· SSRIs (e.g., fluoxetine, 1980s) offered safer, more tolerable treatment.
· Policy shift: deinstitutionalisation → closure of long-stay hospitals, community-based care expansion.
· Rise of cognitive behavioural therapy (CBT) and other structured psychotherapies with growing evidence base.

[bookmark: _Toc209451500]Contemporary Provision
Stepped Care Model (NICE NG222, 2022)
· Mild–Moderate: Guided self-help, online CBT, group therapy, lifestyle advice.
· Moderate–Severe: High-intensity psychological therapy (CBT, interpersonal therapy, behavioural activation) + antidepressants (SSRIs/SNRIs).
· Treatment-Resistant Depression (TRD): Specialist options such as ECT (with safeguards), repetitive transcranial magnetic stimulation (rTMS), and emerging pharmacological agents (e.g., ketamine/esketamine).

Delivery of Services
· Primary Care: First point of contact; antidepressant prescribing common.
· IAPT Services: Expands access to talking therapies; still limited by regional inequalities.
· Community Mental Health Teams: Multidisciplinary approach for severe cases.
· Inpatient Units: Reserved for crisis intervention or suicide risk.
Global & National Context
· WHO recommends integrating mental health into primary care for accessibility.
· In the UK, NHS Long Term Plan promises parity between mental and physical health, but progress is uneven.

[bookmark: _Toc209451501]Social, Cultural & Political Dimensions
Stigma & Discrimination
· Negative stereotypes persist depression seen as weakness, laziness, or lack of willpower.
· Stigma reduces help-seeking and contributes to social isolation.
· Anti-stigma campaigns (e.g., “Time to Change”) show progress, but discrimination remains.
Social Inequalities
· Higher prevalence in low-income groups due to stress, unemployment, and poor housing.
· Depression linked to physical ill-health, creating cycles of disadvantage.
· Women more affected, possibly due to gender-based violence, caregiving roles, and hormonal influences.



Political & Service Pressures
· NHS faces long waiting times for therapy, leaving many untreated or reliant solely on medication.
· COVID-19 pandemic worsened mental health demand, stretching workforce capacity.
· Government initiatives pledge increased funding, but delivery lags need.
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Strengths in Current Provision
· ICD-11 provides greater clarity and standardisation for diagnosis.
· NICE guidelines establish evidence-based, structured care.
· Range of options (psychological, pharmacological, neuromodulation) allows tailoring to severity and patient preference.
· Improved safeguards around ECT and ethical oversight prevent past abuses.
Weaknesses and Ongoing Challenges
· Access gap: Many patients wait months for therapy; underserved groups face higher barriers.
· Treatment resistance: ~30% of patients do not respond to first-line treatments.
· Over-reliance on pharmacology: Some areas underinvest in psychological services, leading to heavy dependence on SSRIs.
· Health inequalities: Regional and socioeconomic disparities persist, undermining equality of provision.
Learning from History
· Past harmful practices (e.g., lobotomy, unmodified ECT) highlight the need for strict ethical frameworks and patient consent.
· The shift from institutionalisation to community care illustrates progress but requires sustained investment in services.
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1. Expand Access to Psychological Therapies
· Increase NHS workforce capacity in IAPT services.
· Reduce waiting times for talking therapies.
· Focus on younger populations, where prevalence is rising sharply.

2. Strengthen Stepped Care and Integration
· Ensure smooth referral pathways from GP to specialist services.
· Use outcome monitoring (e.g., PHQ-9 scores) to track progress.
· Broaden access to newer treatments (rTMS, ketamine clinics) for treatment-resistant depression.
3. Address Inequalities and Stigma
· Expand social prescribing initiatives, linking patients with community groups, exercise, and employment schemes.
· Launch targeted interventions in deprived areas.
· Continue public education to reduce stigma, ensuring cultural sensitivity in outreach.
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Depression is a multifactorial condition that has been managed in diverse ways over time. Historical practices often reflected stigma and limited scientific understanding, while contemporary provision benefits from evidence-based guidelines and a variety of treatment options. Yet challenges remain, particularly in access, inequalities, and treatment-resistant cases. Future policy must focus on expanding access, strengthening integration of services, and tackling stigma at both societal and institutional levels. Learning from history while embracing modern science will ensure more effective, equitable, and humane care for individuals with depression.
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