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Depression is a mental disorder marked by persistent sadness and loss of interest or pleasure (WHO, 2025). Symptoms include tiredness, sleep or appetite changes, poor concentration, hopelessness, and thoughts of self-harm. Clinical assessment and PHQ-9 identify severity (Negeri et al., 2021). It affects all ages, especially women (Di Benedetto et al., 2024).
 In 2021, depressive disorders affected 4% worldwide, or 1 in 25, causing 56.33 million disability adjusted life years (Rong et al., 2025). A UK study using 2014 data found probable depression in 7.5% of adults, or 1 in 13, almost twice the global rate (Arias-de la Torre et al., 2021 a). UK research linked depression to 29 hospital-treated conditions, demonstrating morbidity and comorbidity (Frank et al., 2023). A 2025 worldwide review of studies lasting 1–65 years found a 2.10-fold higher mortality risk, compared with 1.46 in a 2023 UK study over 12.49 years (Chan et al., 2025; Liu & Jia, 2023).
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In the UK, clinicians measure and monitor depression through clinical assessments, validated questionnaires, population surveys, and electronic health records. A GP, psychologist, or psychiatrist assesses the person’s symptoms, duration, daily functioning, physical health, medication, and risk of self-harm or suicide. This is important because a questionnaire alone cannot provide a complete diagnosis or explain the person’s circumstances.
 The Patient Health Questionnaire-9 is commonly used in primary care and NHS psychological services. It includes nine questions about symptoms experienced in the past two weeks and produces a score from 0 to 27. A higher score indicates greater severity. Clinicians can repeat the PHQ-9 during treatment to see whether symptoms are improving, unchanged, or worsening. However, it should support clinical judgment rather than replace it because culture, language, and physical conditions may influence answers (Negeri et al., 2021; NICE, 2022).
 Population surveys measure depression outside health services and include people who may not have requested treatment. Arias-de la Torre et al. (2021a) analyzed a representative UK sample of 17,152 adults using PHQ-8 and found probable depression in 7.5%. Surveys therefore help estimate prevalence and identify differences by age, sex, and socioeconomic circumstances.
 Electronic primary care records provide another way to monitor changes over time. Dykxhoorn et al. (2024) examined records from more than 29 million UK adults. Recorded common mental disorders increased from 55.9 per 1,000 person-years in 2000 to 79.6 in 2019, with particularly high rates among people aged 16–24 and those living in deprived areas. Nevertheless, these records include depression, anxiety, and stress-related conditions and may underestimate people who do not seek help. Therefore, combining assessments, questionnaires, surveys, and records provides a clearer understanding of depression in the UK.
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In the UK, depression is controlled through early identification, personalized treatment, monitoring, and relapse prevention. Treatment depends on severity, physical conditions, and the person’s preference. For less severe depression, NICE recommends guided self-help, cognitive behavioral therapy, behavioral activation, or group exercise. Antidepressants should not routinely be the first option unless the person prefers medication (NICE, 2022).
For moderate or severe depression, treatment may include psychological therapy, antidepressants, or both. Selective serotonin reuptake inhibitors are normally preferred because they are generally safer and better tolerated. Common standard daily doses include 20 mg of fluoxetine or citalopram, 50 mg of sertraline, and 10 mg of escitalopram (Scottish Goverment.2024). However, the dose must be individual and remain within the licensed range. More milligrams do not automatically provide better control. NICE explains that higher doses may not be more effective and can increase side effects (NICE, 2022). Therefore, differences in depression between countries cannot be explained only by medication dosage. 
Treatment should normally be reviewed within two to four weeks. People aged 18 to 25 or presenting a suicide risk should be reviewed approximately one week after starting or increasing medication. The PHQ-9 can be repeated to identify improvements. If treatment does not work, the professional should review the diagnosis, adherence, side effects, physical illnesses, and social circumstances. Treatment may then be changed, combined with therapy, or referred to specialist services.
Antidepressants must not be stopped suddenly because this can cause withdrawal symptoms. The dose should be reduced gradually and monitored. The UK Reduce trial studied 330 adults from 131 GP practices over 12 months. Antidepressants were discontinued by 45.5% receiving internet and telephone support and 41.9% receiving GP reviews alone. Although the difference was not significant, GP review allowed more than 40% of suitable long-term users to stop safely (Kendrick et al., 2024). This shows that control requires treatment, monitoring, and safe review, not medication alone.
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Depression has consequences for individuals, families, and communities in the UK. Tiredness, poor concentration, and loss of motivation can affect education, employment, household responsibilities, and personal relationships. Some people may become socially isolated or unable to care for themselves properly. Depression can also contribute to unemployment and financial difficulties, while these circumstances can make the condition worse.
As mentioned in the introduction, research linked depression with 29 physical conditions requiring hospital treatment. Over five years, the UK Biobank study identified endocrine, musculoskeletal, and circulatory diseases, showing that consequences are not only psychological (Frank et al., 2023). This provides evidence of morbidity and comorbidity and explains why physical and mental healthcare is required, increasing pressure on families, communities, and the NHS.
Depression is not experienced equally. Young adults and people living in deprived areas have presented higher rates of common mental disorders in UK primary care records (Dykxhoorn et al., 2024). Stigma, discrimination, cultural beliefs, and difficulties accessing appropriate services can delay treatment. A UK systematic review found that these barriers particularly affected African immigrants and recommended more accessible and culturally appropriate services (Bassey et al., 2024).
The seriousness of the UK situation becomes clearer through international comparison. The Czech Republic was selected because it recorded the lowest prevalence among the 27 European countries included in the same survey. Using comparable data, probable depression affected approximately 7.5% of UK adults, or around 1 in 13, compared with 2.58% in the Czech Republic, or approximately 1 in 39. Therefore, the UK figure was almost three times higher (Arias-de la Torre et al., 2021b). However, the Czech Republic had the lowest rate in this European study, not worldwide. This difference cannot be attributed only to medication or dosage because social conditions, access to care, diagnosis, and reporting methods may influence the results. 
The clinical evidence described above is reflected in my experience of depression. Continuing daily life while feeling overwhelmed, disconnected, or without energy can be difficult, even when others cannot see it. Recovery is not always linear; building family understanding, professional care, and community support is important.
[bookmark: _Toc237763454]Health and social care support services required in the UK
 
People affected by depression in the UK require coordinated health and social care because the condition can affect mental health, physical health, employment, finances, and relationships. The GP is the first point of contact and can assess symptoms and suicide risk, review physical conditions and medication, and refer the person to psychological or specialist services. In England, adults can refer themselves to NHS Talking Therapies for guided self-help, cognitive behavioral therapy or counseling.
 People with severe, recurrent or complex depression may require a Community Mental Health Team, including psychiatrists, psychologists, mental health nurses, occupational therapists, and social workers. Cooperation is particularly important when depression occurs alongside physical illness. Anyone facing an immediate risk of suicide or self-harm requires urgent help through NHS 111, a crisis team, Accident and Emergency, or 999 when there is danger.
 Social care is necessary because medication and therapy may not resolve loneliness, unemployment, unsuitable housing, or financial problems. Social workers and link workers can connect people with benefits, advice, housing and employment services, peer groups, exercise and community activities. A UK systematic review examined 17 social-prescribing studies involving 5,036 participants; 16 reported improvements in mental health, wellbeing, general health, or quality of life. However, stronger controlled studies and longer follow-up are still needed (Cooper et al., 2022).
 Services must be accessible, culturally appropriate, and adapted to needs. They should offer face-to-face and digital options, interpreters, regular monitoring and support for families or carers, including during recovery and after discharge. Effective care requires cooperation between the NHS, social services, and community organizations rather than leaving individuals to manage depression alone.
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Depression must be understood as a condition requiring a coordinated process rather than an isolated intervention. Measurement begins with clinical assessment and validated questionnaires, while monitoring shows whether symptoms improve, remain unchanged, or worsen. These results guide safe, personalized control through psychological therapy, medication, and reviews. Physical health, suicide risk, and social circumstances must be considered because depression can affect the whole person, family, and community. Health, social, and community services therefore need to work together, reduce barriers, and provide support throughout recovery. From my experience as a patient, understanding behavioral therapy and counseling throughout the process was important. Recognizing the need for help is often the first difficult step, while recovery is not immediate or always linear. Nevertheless, I have learned that the process can work when a person seeks professional help, follows treatment, attends reviews, and accepts support. Nobody should feel ashamed or be expected to face depression alone. 
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