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Depression in the United Kingdom: A Public Health Perspective
[bookmark: _Toc237390239]Introduction
Depression is defined by the NHS (2023) as a common mental‑health disorder characterised by persistent low mood, anhedonia, reduced energy, and impaired daily functioning, often accompanied by sleep disturbance, appetite changes, cognitive difficulties, and suicidal ideation. Globally, the World Health Organization (2021) estimates that depression affects approximately 280 million people, making it one of the leading contributors to disability worldwide. In the UK, around one in six adults experience symptoms of a common mental disorder in any given week (McManus et al., 2016), with prevalence rising since the COVID‑19 pandemic (ONS, 2022). Underdiagnosis remains a significant concern: a modelling study of 1.3 million NHS patients found higher underdiagnosis of depression and anxiety in less deprived areas (Anosova et al., 2025), challenging assumptions about deprivation gradients.
This report examines depression through a public‑health and health‑equity lens, drawing on the Black Report (1980), Dahlgren and Whitehead’s (1991) social‑determinants model, and the Marmot Reviews (2010; 2020) to analyse how structural conditions—including income, housing, education, employment, and community resources—shape risk, diagnosis, treatment access, and outcomes. The main body explores approaches used to measure and monitor depression, mechanisms of disease control, consequences for individuals and communities, and the health and social‑care services required. Integrating public‑health frameworks and biopsychosocial reasoning highlights how structural inequalities fundamentally influence the burden of depression in the United Kingdom.
[bookmark: _Toc237390240]Approaches Used to Measure and Monitor Depression in the United Kingdom
Kroenke et al., (2001) explain that monitoring depression requires triangulating clinical data, population surveys, and modelling techniques. In primary care, validated tools such as the PHQ‑9 support diagnosis and measure symptom severity. GP diagnoses recorded through Read Codes or SNOMED CT feed into national datasets that track incidence and treatment patterns. Large‑scale datasets such as the Clinical Practice Research Datalink (CPRD) link GP records with hospital admissions and mortality data. Several explanations may reconcile the two positions rather than contradict them.   This challenges the social gradient in mental health described in the Black Report (1980) and reinforced by Marmot (2010), who argues that poorer mental‑health outcomes are strongly associated with socioeconomic disadvantage. The CPRD findings highlight the complexity of diagnostic behaviour, help‑seeking patterns, and service access across different communities.
Population‑level monitoring is supported by the Adult Psychiatric Morbidity Survey (APMS), which provides detailed prevalence data (NHS England, 2025). ONS wellbeing surveys consistently show higher rates of depression among women, younger adults, and people living in deprived areas (ONS, 2022). These patterns align with Dahlgren and Whitehead’s (1991) model, which illustrates how individual lifestyle factors, social networks, living conditions, and broader socioeconomic environments shape mental‑health outcomes.
Sentinel surveillance in high‑risk groups—such as perinatal mental‑health services and older‑adult teams—adds further granularity. Marmot (2010) emphasises the importance of early‑life and later‑life conditions in shaping mental‑health trajectories, reinforcing the need for targeted monitoring in these populations. NHS England’s Long‑Term Plan includes waiting‑time standards for psychological therapies, functioning as indirect performance metrics (NHS England, 2019). Marmot et al. (2020) highlight that access to timely care is unevenly distributed, with deprived areas often facing longer waits and fewer resources. Taken together, these approaches demonstrate that monitoring depression requires a multi‑layered public‑health strategy informed by epidemiological data, social‑determinants analysis, and health‑equity frameworks.

How Depression Is Controlled
NHS Digital, (2023) defined that controlling depression requires a combination of clinical treatment, community support, and public health strategies Early identification is essential. GPs play a central role in recognising symptoms, conducting assessments, and initiating treatment. Screening is increasingly used in settings such as maternity services, chronic illness clinics, and workplaces to identify individuals at risk. Treatment typically involves psychological therapies, pharmacological interventions, or a combination of both. The NHS Talking Therapies programme (formerly IAPT) provides evidence-based therapies such as cognitive behavioural therapy (CBT), counselling, and interpersonal therapy. Beck’s (1967) cognitive theory of depression underpins CBT, which targets maladaptive thought patterns. However, Marmot (2010) emphasises that access to high‑quality mental‑health services is socially patterned, with deprived communities facing greater barriers. The NHS Long Term Plan’s Community Mental Health Transformation Programme aims to reduce fragmentation and improve access through a “no wrong door” model (NHS England, 2019). Marmot et al. (2020) argue that such integrated approaches are essential to addressing structural inequalities in mental‑health care.
Figure 1. Dahlgren & Whitehead (1991) Model of the Social Determinants of Health
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Figure 1 illustrates that depression does not occur in isolation but is shaped by structural, community, and lifestyle determinants across society (Dahlgren and Whitehead, 1991).  Medication, particularly SSRIs, is commonly prescribed for moderate to severe depression (NICE, 2022). Crisis services—including crisis resolution teams, psychiatric liaison, and helplines—support individuals experiencing severe symptoms. The National Suicide Prevention Strategy (DHSC, 2023) aligns with the WHO Commission (2008), which emphasises proportionate universalism, ensuring targeted support for high‑risk groups. Social prescribing has become an important tool for addressing social determinants of health, such as isolation, inactivity, and lack of community engagement. Antonovsky’s (1987) salutogenic model highlights the importance of coherence, meaning, and manageability in protecting mental health, supporting the rationale for community‑based interventions. Therefore, Public‑health campaigns such as Time to Change reduce stigma and encourage help‑seeking. Engel’s (1977) biopsychosocial model reinforces the importance of addressing psychological and social factors alongside biological symptoms and Marmot’s framework emphasises empowerment and improving health literacy as key components of mental‑health equity (Marmot, 2010).
[bookmark: _Toc237390241]Consequences of Depression on Individuals and Communities
Depression has wide-ranging consequences (Penninx et al., 2013) affecting individuals, families, and communities. At the individual level, depression can impair physical health, cognitive functioning, and emotional wellbeing. Symptoms such as fatigue, poor sleep, and reduced concentration can limit daily activities and reduce quality of life. Depression is also associated with increased risk of chronic illnesses, including cardiovascular disease and diabetes, due to behavioural and physiological pathways (Engel, 1977).
Social consequences include withdrawal from relationships, reduced parenting capacity, and increased family conflict. Bronfenbrenner’s (1979) ecological systems theory illustrates how family, school, and community environments shape mental‑health outcomes. Marmot (2010) highlights that psychosocial stressor such as insecure employment, low income, and poor housing, exacerbate mental‑health conditions. Mental Health Foundation & LSE, (2022) show that economic consequences are substantial: mental‑health conditions cost the UK economy at least £117.9 billion annually. Layard (2013) argues that investing in mental‑health prevention yields significant economic returns by improving wellbeing and productivity. Wilkinson and Pickett (2009) demonstrate that societies with higher income inequality experience greater mental‑health burdens due to weaker social cohesion and increased stress.
Inequalities shape the consequences of depression (ONS, 2022). People in deprived areas experience higher rates and face greater barriers to accessing treatment. Although Anosova et al. (2025) found higher underdiagnosis in less deprived areas. Marmot (2010) stresses that the overall burden remains disproportionately concentrated in disadvantaged communities, acting as a key driver of long‑term health inequalities.
[bookmark: _Toc237390242]Health and Social Care Support Services Required
Primary care provides assessment, medication management, and referrals. Marmot (2010) stresses that equitable access to primary care is essential for reducing mental‑health inequalities. Community mental‑health teams offer specialist support for complex or severe depression. Integrated working between NHS, local authorities, and voluntary organisations reflects Marmot’s call for whole‑system approaches to health equity. Marmot et al. (2020) highlight that deprived communities often experience longer waits and fewer therapy options, reinforcing inequities. NHS Talking Therapies provide accessible psychological interventions, though waiting times vary. Social‑care services, consistent with Dahlgren and Whitehead’s (1991) framework, support individuals whose depression affects daily functioning, addressing housing, financial insecurity, safeguarding, and domestic abuse—key social determinants. Figure 1: Dahlgren and Whitehead’s (1991) model illustrates how health outcomes, including depression, are shaped by multiple layers of influence—from individual factors to wider socioeconomic and environmental conditions.
 Voluntary organisations such as Mind, Rethink, and Samaritans provide essential community‑based support. Antonovsky’s (1987) model highlights the importance of strengthening community assets to promote resilience. Specialist services—including perinatal mental‑health teams, CAMHS, and older‑adult services—address population‑specific needs. Marmot’s (2010) framework highlights the importance of early‑life and later‑life interventions. Digital mental‑health tools expand access but risk excluding digitally disadvantaged groups. The WHO Commission (2008) emphasises reducing digital inequality as part of modern public‑health strategy.

[bookmark: _Toc237390243]Conclusion
Depression is a major public health issue in the United Kingdom due to its high prevalence, significant underdiagnosis, and wide-ranging consequences for individuals and communities. Monitoring relies on clinical data, national surveys, and modelling studies, such as the CPRD-based analysis by Anosova et al. (2025), which highlight complex diagnostic patterns. Effective control requires early identification, accessible therapies, medication, crisis intervention, and community‑based support. As Figure 1 shows depression is influenced by layered social determinants, from individual factors to wider socioeconomic conditions. The Black Report (1980), Dahlgren and Whitehead (1991), and the Marmot Reviews (2010; 2020) demonstrate that depression is profoundly shaped by social determinants—including income, housing, education, and community resources—and that health follows a social gradient. Inequalities influence risk, diagnosis, treatment access, and outcomes. Comprehensive health and social‑care services—including primary care, community mental‑health teams, social prescribing, voluntary organisations, and specialist services—are essential. Strengthening integrated care pathways, reducing stigma, and addressing structural inequalities are crucial for improving outcomes and reducing the burden of depression across the United Kingdom.
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