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[bookmark: _Toc224839353][bookmark: _Toc224839401][bookmark: _Toc224839817]1. Introduction
[image: ]This booklet targets health students and community practitioners in the UK to learn about depression as a long-term condition. Depression is a severe mental disorder which is marked by low mood, loss of interest, fatigue as well as impaired functioning. Its frequent occurrence and association with multimorbidity augment health care demands and burden to society. The topics considered in this booklet are prevalence, impact, theory, NHS treatment, policy context, and person-centred approaches. The aim is to critically evaluate depression and help enhance community-based management.
[bookmark: _heading=h.e4402g61t0yl][bookmark: _Toc224839354][bookmark: _Toc224839402][bookmark: _Toc224839818]2. Understanding Depression as a Long-Term Condition
[bookmark: _heading=h.wrqg9axo3otc][bookmark: _Toc224839355][bookmark: _Toc224839403][bookmark: _Toc224839819]2.1 Definition and Epidemiology
Depression can be described as a mood disorder that is marked by feelings of persistent sadness, loss of interest or pleasure, lack of energy, poor concentration, sleep problems, and poor functionality. It is more and more becoming a long-term condition because it is recurrent, it has high relapses, and a great likelihood of coexistence with chronic physical disease. Depression has been identified to affect a total of about 280 million individuals worldwide, which is about 3.8% of the entire population (WHO, 2025). 

Figure 1: Symptoms of Depression
(Source: Inspired by the ideas of de Sousa et al. 2025)
Depression is a significant cause of Years Lived with Disability (YLDs) and is found to be associated with over 720,000 suicidal deaths each year. It is a significant public health issue. Prevalence is still high in the United Kingdom. Among adults, 1 out of 6 individuals reports moderate or severe depressive symptoms at any specific point in time (Mind, 2025). The prevalence is estimated at 4-10% each week in adults (women are almost twice as often affected as men) (Mental Health Foundation, 2025). Risk is also increased by socioeconomic stress. In times of economic uncertainty, up to 27% of adults were reported to have depressive symptoms linked to the cost-of-living pressures, which means the sensitivity of mental health to economic hardship (ONS, 2025). Depression is often chronic or relapsing in nature. In a longitudinal review conducted by de Sousa et al. (2025) over 10 years, it was identified that the relapse rates are over 50% in five years after the first episode and that in many individuals, depression is not an event but an ongoing weakness. The NCBI epidemiological review also shows consistency in prevalence of cross-cultural factors, but with higher rates among the socially underprivileged and those having chronic illnesses which supports the idea of social determinants in long-term risk (NCBI, 2025).
[bookmark: _heading=h.64hgaxnbnu08][bookmark: _Toc224839356][bookmark: _Toc224839404][bookmark: _Toc224839820]2.2 Depression and Multimorbidity
Depression is very rarely an isolated condition. It is commonly present together with physical chronic illnesses, making it difficult to control and leading to the aggravation of the outcome. According to Gregg et al. (2025), the general long-term conditions are defining the shift of global trends in chronic diseases, especially in the field of diabetes, where mental health comorbidity complicates and raises the cost burden. Patients with diabetes and depression die and spend much more on healthcare than their comorbidity-free counterparts (Fanelli et al., 2025). The metabolic dysregulation also affects the treatment outcomes. The examination of UK Biobank primary care data shows that insulin resistance correlates with a worse response to antidepressants, and patient groups refer to the general NHS care, which may be measured in the millions [image: ](Fanelli et al., 2025).
Figure 2: Global Prevalence of Depression
(Source: WHO, 2025b)
As shown in the figure above, over 720,000 people died in 2021. In this, 73% were in low- and middle-income countries, and 56% of them younger than 50 years (WHO, 2025b). These statistics illustrated that the mental health burden on the globe can be significantly high. The relationship between suicide and mental conditions, especially depression is found to be well established in high-income countries. Women with chronic disease and multimorbidity are more prone to depressive symptoms in mid-to-late life, which highlights the gendered vulnerability throughout the lifespan (Zhang et al., 2025). High-tech population analytics enforce this trend. Smith et al. (2025) provided multimorbidity clusters according to which depression often presents in combination with cardiometabolic and respiratory disorders. This kind of clustering facilitates categorisation of depression as a chronic illness that is built into larger disease networks and not a separate psychiatric disorder. The exceptional rates, chronic relapse rates of more than 50, associations of multimorbidity and close correlations to socioeconomic disadvantage all have a role to play in the legitimacy of the classification of depression as a long-term, complex and chronic disorder that needs management by communities and not by episodic intervention.
[bookmark: _heading=h.af8u0rsizvu][bookmark: _Toc224839357][bookmark: _Toc224839405][bookmark: _Toc224839821]3. Impact of Depression
Depression has multidimensional effects that are not limited to mood disturbance but also to physical health, psychological resilience, social involvement and family functioning. It is further exacerbated in its presence with long-term physical ailments that build up pressure on healthcare systems and [image: ]communities.
[bookmark: _heading=h.jgh2ek52lrwn][bookmark: _Toc224839358][bookmark: _Toc224839406][bookmark: _Toc224839822]3.1 Physical Impact
Depression has been linked to high cardiovascular morbidity, dysregulating metabolism and low adherence to treatment. As per the ideas of Amouzadeh-Ghadikolai et al. (2025), early depressive symptoms were discovered to be one of the red flags that indicate the onset of post-traumatic stress and worse recovery patterns following acute myocardial infarction. Such observations indicate that psychological trauma at an early age may directly affect cardiac outcomes and cardiac mortality. Comorbid anxiety and depression in chronic obstructive pulmonary disease led to an increased rate of exacerbation and hospital admissions, thus increasing healthcare utilisation and cost burden (Siraj, 2025). COPD already has a prevalence of 1.2 million in the UK, and when depression is added, it significantly increases the clinical outcomes and quality of life. There is additional complexity of metabolic comorbidity. 
Depression is related to poor glycaemic control and elevated complication rates in patients with diabetes, which are substantially worse than those who are not depressed (Fanelli et al., 2025). Holt (2014) explained the link between diabetes and depression.		
Figure 3: Global Prevalence of Depression
(Source: Holt, 2014)       
Since over 4.3 million individuals in the UK are now living with diabetes, the comorbidity of depressive symptoms is a significant issue of concern at a population level. Rehab methods are promising but indicate barriers to implementation. According to Evans et al. (2025), custom exercise-rehabilitation programmes for persons with a variety of chronic conditions are feasible and potentially effective. Nonetheless, compliance is not stable, especially with those who are socioeconomically disadvantaged. Both multimorbidity and depression are disproportionately found in the lower-income groups, which also supports the cyclical nature of poverty and physical health loss.
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Figure 4: (a) Female (16 to 29 years) experience depression more, (b) Proportion of adults with depressive symptoms in Great Britain as of 2022
(Source: ONS, 2025)
The above two figures revealed that approximately 35% female with age between 16 and 29 years report the highest levels of depression, whereas its 22% in case of male (ONS, 2025). Figure (b) added that 92% of adults have shown moderate to severe symptoms of depression due to rising costs of living, which supports the study issues regarding psychological vulnerability (ONS, 2025). Depression is closely associated with suicidal danger and lifetime psychological ineffectiveness. Vulnerability increases in marginalised groups. According to Dagli and Webb (2025), structural exclusion and lack of mental access to health services are identified as reasons behind disproportionately high suicide risk in Roma and Traveller communities in the UK and Ireland. Another characteristic is chronicity. It is analysed through longitudinal data that the rate of relapse is over 50% in five years after the first depressive episode (de Sousa et al., 2025). Treatment resistance, poor occupational functioning, and interpersonal relationships are linked with persistent symptoms. Mental health burden in occupation is becoming the order of the day. According to Knights et al. (2025), the incidence of burnout and depressive symptoms is high in people belonging to the UK dental workforce, and professional groups that are exposed to persistent stress are at a high risk. This is indicative of a wider trend in the healthcare professions, in which workforce shortages and the rise in service demand are adding psychological pressure.
[bookmark: _heading=h.8m5a2ct2szkt][bookmark: _Toc224839360][bookmark: _Toc224839408][bookmark: _Toc224839824]3.3 Social Impact
Depression is strongly influenced by social determinants. Awan et al. (2025) reveal that the South Asian males with long-term conditions experience distress associated with the financial strain, stigma and pressure because of migration. Limited help-seeking behaviours and cultural expectations also increase risk. Struggle on the economic front is a burning force. The sensitivity of mental health to macroeconomic turmoil has been proven by the fact that 27% of the UK adult population displays signs of depression during times of cost-of-living crisis (ONS, 2025). Financial insecurity not only causes more prevalence of symptoms but also lowers access to supportive services. There are still policy initiatives that do not eliminate inequalities in health. Melame et al. (2025) claimed that social prescribing programmes should address inequality through the connection of people with community resources, but adoption is still lopsided in deprived regions. There are also [image: Revealed: what our data says about the UK's mental health – Our Future  Health]significant impacts on family systems. About one-fifth of the adults in the UK claim to be unpaid carers, and a substantial number of these adults claim to be experiencing lowered psychological well-being (Redican et al., 2025). 
Depression in one member of the family requires more time and causes mutual stress and financial burden. System vulnerabilities were also further revealed during the COVID-19 pandemic. The disruption of services in community multidisciplinary teams serving older adults with long-term conditions and workforce pressure and backlog, indirectly increased the burden of depression in the high-risk populations (Rehackova et al., 2025). All in all, depression causes palpable physical morbidity, a high rate of suicide of 700,000 or more deaths in a year, high rates of relapse of more than 50% in five years and extensive social disruption up to 27% of the adult population in periods of economic crisis. Its effects are felt both in healthcare systems, labour markets and family structures, which puts it into the category of complex long-term conditions that need long-lasting integrated intervention.
[bookmark: _heading=h.rotd53jhg7c1][bookmark: _Toc224839361][bookmark: _Toc224839409][bookmark: _Toc224839825]4. Evidence-Based Treatment in the NHS

Figure 5: UK Depression Weekly Prevalence
(Source: Mind, 2025)
The above figure shown that 18 to 29-year-olds are the highest with depression (53%), followed by 26% with moderate-severe symptoms, thereby depicting youth to be most vulnerable to be focused (Mind, 2025). The NHS-based management of depression is organised according to the principles of stepped-care, where the severity of the symptoms and the functional impairment need to be aligned to the level of treatment. As only a small fraction of the UK population (1 in 6 adults) reports moderate to severe levels of depressive symptoms, interventions that are scalable and economical are necessary to address the needs of the population. The use of antidepressant medication is among the most actively prescribed in primary care. In a large population-based cohort study, it is established that antidepressants have real-world effectiveness in the reduction of the rate of relapse and hospital readmission in individuals with depressive disorder (De Crescenzo et al., 2025). Medication adherence, however, is inconsistent, especially among patients with the presence of multimorbidity and socioeconomic disadvantage. In the cases of persons having treatment-resistant depression, augmentation measures are usually necessary. A randomised controlled trial in the UK indicates that lithium augmentation is a better clinical and cost-effective option than quetiapine for patients who have already failed to respond to a preliminary therapy (Cleare et al., 2025). The results are strong enough to inform prescribing practice in the secondary care facilities, especially among patients with persistent or recurrent symptoms at a risk of 50% of relapse at five-year follow-up.
The NHS is based on psychological therapies. According to Barnhofer et al. (2025), mindfulness-based cognitive therapy provided following non-remission in NHS Talking Therapies was considerably better than treatment as usual in terms of clinical and cost-effectiveness. Due to the large number of referrals to NHS Talking Therapies services, it is necessary to implement interventions that can increase the rate of remission to alleviate the long-term disability and reuse of the service. As revealed in figure 6, these services are focused on psychological interventions for adults in England (NHS, 2025). This is significantly useful for people relying on British Sign Language (BSL).
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Figure 6: NHS Talking Therapies for dealing with depression
(Source: NHS, 2025)
It is also important to detect subthreshold symptoms in their early stages. According to Cabasag et al. (2025), people with chronic physical conditions very often experience subclinical depression symptoms, which are not identified in the primary care setting. Early screening can eliminate the progression to major depressive episodes and, as a result, lower healthcare use and enhance the quality of life. The IC approaches proved to be economically beneficial in the case of multimorbidity (Wang et al. 2025). It is discovered that the community-based interventions of patients with diabetes and depressive symptoms were cost-effective as they led to a decrease in the overall healthcare spending and improvement in mental health outcomes. The use of digital innovation is more frequently examined to assist with multifaceted decision-making. The article by Cooper et al. (2025) indicates a reserved professional acceptance of AI-assisted tools in the treatment of various chronic illnesses despite the existence of governance, transparency, and data protection concerns. Taken together, it is a sign that successful NHS handling of depression should be pharmacologically treated, psychologically treated, identified at an early age and combined with community care, with emerging digital technologies that can manage increased demand and multimorbidity intricacy.
[bookmark: _heading=h.4utetmhduigo][bookmark: _Toc224839362][bookmark: _Toc224839410][bookmark: _Toc224839826]5. Theoretical Models and Frameworks
The use of integrated care models in which coordination between primary care, secondary care, and social services is a priority is increasingly the model of managing depression as a chronic disease. The idea of multidisciplinary collaboration is especially relevant to the fact that 1 out of 6 adults in the UK has moderate to severe symptoms of depression and multimorbidity increases in the ageing population Whole-person care is based on practical foundations of community-based integrated models. As per the findings of Rehackova et al. (2025), the integrated care and support structures are created for older adults with have long-term conditions. It is determined that multidisciplinary team models enhanced continuity of care and service integration after the disruption of the COVID-19 period. This kind of framework shifts towards the episodic treatment to persistent monitoring and continuity. There is international evidence advancing the importance of integration. Wang et al. (2025) illustrated that community-based integrated care to people with diabetes and depressive symptoms appeared to be cost-effective. Integrated mental and physical care in chronic disease populations where depression may be more than 20-30 years old cuts down on the duplication and fragmentation.
Pretorius et al. (2026) criticise single-condition clinical guidelines, stating that patients with multiple long-term conditions are continually subject to inconsistent recommendations and overuse of treatment. Since multimorbidity became a dominant trend in epidemiology, the management of depression should cease isolated procedures and shift to flexible and individual-focused courses. The development of digital health analytics can facilitate this shift. The authors show that big language models are able to find clusters of multimorbidity at the population level and indicate patterns that are predictable in the context of depression being comorbid with cardiometabolic and respiratory conditions (Smith et al., 2025). High-risk groups may have precision-based chronic care pathways, which such data-driven stratification can make possible. Taken together, these theoretical frameworks highlight integration, flexibility and data-driven coordination as the key concepts towards the management of depression in complex networks of long-term conditions.
[bookmark: _heading=h.q2fdni8lj3xq][bookmark: _Toc224839363][bookmark: _Toc224839411][bookmark: _Toc224839827]6. UK Policy and Political Context
The UK mental health policy facilitates equality of measure between mental and physical health and emphasises the provision of care in the community. Yet, the increasing prevalence as well as workforce limitations threaten long-term implementation. The proportion of adults with depressive symptoms reached up to 27% during the time of economic instability, which explains the magnitude of service pressure (ONS, 2025). These numbers raise awareness of the necessity of preventative and community-based approaches that are built into the Integrated Care Systems. According to Wilson et al. (2025), social prescribing interventions are known to enhance the well-being outcomes of individuals with long-term conditions by providing them with community-based resources, including exercise groups and community support networks. 
Melame et al. (2025) further suggested that these efforts can decrease health disparities, especially among the deprived groups but strong long-term assessment results are not available. The policy is also being affected by the digital transformation. Cooper et al. (2025) have discovered that medical workers acknowledge the possible efficiency improvements of AI-assisted multimorbidity management decision-making, yet the issues of governance and data security remain. Minority mental health disparities should be given particular consideration. Dagli and Webb (2025) capture institutional obstacles in the lives of the Roma and Traveller communities that include a lack of access to culturally-sensitive services. Successful policy should thus be a combination of equity, prevention and technological innovation to deal with prevalence and inequality.
[bookmark: _heading=h.mhrerzl1qezi][bookmark: _Toc224839364][bookmark: _Toc224839412][bookmark: _Toc224839828]7. Recommendations for Improved Care
· Subthreshold depressive symptoms in the primary care setting must be highlighted and identified early to avoid escalation of major depressive episodes, especially in patients with multimorbidity (Cabasag et al., 2025). Proactive screening is clinically warranted considering relapse rates of over5% in a period of five years.
· Single-condition models of care ought to be substituted with integrated models of multidisciplinary care that would decrease treatment load and conflicting recommendations in the instance of two or more long-term conditions in patients.
· Social prescribing programmes should be expanded, and equity control should be systematic to tackle 27% increase in depressive symptoms that has occurred during economic stress (Wilson et al., 2025).
· Exercise and rehabilitation interventions implemented within the community should be scaled to assist people with multimorbidity and increase their functional outcomes.
· Risk stratification based on data with the use of AI tools that are controlled ethically can be used to improve personalised care planning (Smith et al., 2025).
· Online art psychotherapy is an example of creative therapies that provide pathways to complementary psychosocial support to children living with long-term conditions (Watts et al., 2025).
[bookmark: _heading=h.h644obb2vffo][bookmark: _Toc224839365][bookmark: _Toc224839413][bookmark: _Toc224839829]8. End-of-Life Considerations
Depression can exacerbate the risk of suicide and make the course of a chronic illness more difficult. Psychological red flags after cardiac events are identified early to decrease morbidity in the long run (Amouzadeh-Ghadikolai et al., 2025). The approach of multimorbidity should consequently encompass suicide risk assessment and suicidal protection channels. The findings of Akhal et al. (2025) suggested the integration of structured self-management interventions into community services is essential to enhance resilience and response to symptoms.
[bookmark: _heading=h.h0ymcaljnr46][bookmark: _Toc224839366][bookmark: _Toc224839414][bookmark: _Toc224839830]9. Conclusion
Depression is a widespread and recurring chronic disorder of millions of people around the world, and a large number of the population of the UK. The complexity of the condition is highlighted by its close relation to multimorbidity, health disparity and economic burden. There is evidence behind integrated multidisciplinary care, personalised treatment strategies and social interventions. Nevertheless, deficits in policy implementation and workforce pressures remain as barriers to the equitable delivery. The future community care should focus on early detection, multimorbidity-sensitive guidelines and person-centred integrated framework as a means of enhancing lifelong outcomes.
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Percentage of adults with moderate to severe depressive
symptoms, Great Britain, 29 September to 23 October 2022
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Who are NHS Talking Therapies for anxiety and depression services
for?

NHS Talking Therapies for anxiety and depression services provide treatment for adults with the following
common mental health problems:

agoraphobia
body dysmorphic disorder (BDD)

depression

generalised anxiety disorder

health anxiety (hypochondriasis)

mixed depression and anxiety (the term for sub-syndromal depression and anxiety, rather than both
depression and anxiety)

obsessive-compulsive disorder (OCD)

panic disorder

post-traumatic stress disorder (PTSD)

social anxiety disorder

specific phobias (such as heights, flying, spiders etc)

Therapies can also be helpful where these difficulties are linked to a long-term physical health condition,
chronic fatigue syndrome (CFS) or irritable bowel syndrome (BS).

In addition to evidence-based talking therapies for the mental health problems listed above, NHS Talking
Therapies for anxiety and depression services also provide employment advice in many areas of England,
to support people to reach their employment goals.

What does NHS Talking Therapies for anxiety and depression involve?

Al talking therapies involve the patient and therapist, or practitioner, working as a team to understand
problems, overcome current difficulties and achieve identified goals. Therapy involves talking, but usually
also involves doing practical exercises and tasks both in and outside of sessions. It is an active process,
and the therapist or practitioner will regularly check in with the patient to ensure progress.

Talking therapies are provided in different ways, including:

o using a self-help workbook or website with the support of a therapist
« one-to-one in person, over the phone or through video consultation
« inagroup

If a patient's first language is not English, or they use British Sign Language (BSL), they can take part in
talking therapies in their chosen language through multi-lingual therapists or confidential translators.




