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depression 

he World Health 
Organization (WHO) 
definition of depression is 
‘… a common mental 
disorder that presents with 

depressed mood, loss of interest or 
pleasure, feelings of guilt or low self-
worth, disturbed sleep or appetite, low 
energy and poor concentration. These 
problems can become chronic or 

LEARNING objectives

After working through this 
article you will be able to:
•	Discuss the prevalence of 

depression across settings, 
ages and sexes

•	Identify the increased risk 
factors that individuals with 
depression are exposed to

•	Discuss the role of primary 
care in the recognition and 
management of depression

•	Discuss the increased risk 
and the consequences of 
depression with comorbid 
chronic diseases

•	Identify those medications 
that may have side-effects that 
are causing or exacerbating 
depression in elderly people

T
in psychiatry. The development of the 
various pharmacological treatments 
reconfigured ideas about disease and 
facilitated the development of disease 
categories.4,7 ‘Depressive reactions’ were 
highlighted as a diagnostic category by 
the American Psychiatric Association in 
1952 in the first Diagnostic and Statistical 
Manual of Mental Disorders (DSM).8 

‘MODERN-DAY’ Depression 
Today depression represents a major 
source of the burden of disease 
everywhere in the world;9 it is a 
common, complex and debilitating 
condition with potentially fatal 
consequences.10,11 Statistics indicate that 
depression affects between 1 in 5 and  
1 in 6 people at some times in their 
lives,12-14 which means that 1 family  
in 3 is affected.15,16 Studies estimate that 
major depression occurs in:

• 2–4% of the general population 

• 5–10% of patients in primary care 

• 10–14% of medical in-patients.
In each setting there are 2–3 times as 4

This series is for primary care nurses working 
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you to question practice, and consider and 
implement changes to improve care provision. 
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Depression is common, debilitating and potentially fatal. The development of skill mix 
in primary care means that practice nurses need to be able to recognise depression 
and manage it in partnership with the patient, according to their competency 

recurrent and lead to substantial 
impairments in an individual’s ability to 
take care of his or her everyday 
responsibilities.’1 

Depression syndrome is one of the 
oldest diagnoses in psychiatry.2 Robert 
Burton, a 17th century English 
churchman and scholar, is regarded as 
the first person to present a treatise on 
the medical condition of melancholy in 
1621.3 However, it was not until the late 
19th century that the first widely 
accepted systematic classification of 
psychiatric disorders was introduced by 
Emil Kraepelin, a German psychiatrist.4,5 
While Freud was proposing 
psychological theories to explain mental 
illnesses, Kraepelin firmly asserted their 
physical or biological origin and made 
the distinction between endogenous 
and exogenous disorders.5 

Depression began to regularly appear 
as an illness classification in Western 
medical diagnostic manuals in the 
1930s,6 but it was not until the 1950s that 
depression became a familiar diagnosis 

Understanding the impact of
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many people with depressive symptoms 
that fall short of major depression 
criteria.17,18 Depression is also known to 
have a high degree of chronicity.19,10 A 
15-year longitudinal study looked at the 
recurrence of depression after recovery 
from a major depressive episode and 
reported that although two-thirds of 
individuals recovered within the first 
year, 85% of patients experienced a 
recurrence during the 15-year follow-up. 
The median time to recurrence of 
symptoms after a period of wellness was 
31 months.19,20 

Individuals from all backgrounds, age 
groups and cultures are affected by 
depression. However, it is most common 
in people aged 25–441,21 and affects 
more women than men, with a female to 
male risk ratio of about 2 to 1.22 Table 1 
shows the prevalence of mental health 
problems, including depression, across 
age ranges and sexes.13,21,23 

Depression should also be considered 
a life-threatening disorder.24 A 2002 
meta-analysis of 25 studies involving 
more than 100,000 individuals, identified 
that an increased risk of mortality exists 
not only in major depression but also in 
subclinical forms of depression.24 It is 
not clear what mechanisms cause the 
increased mortality rate in depressed 

criteria for mild or moderate depression, 
which represents one-third of the mental 
health burden in general practice. 
Although symptoms will resolve in most 
patients within 6–12 months, about 20% 
will have symptoms that persist, 
becoming chronic and disabling.32 

NICE has reported that the number of 
consultations for depression increased 
from 4 million to 9 million from 1994 to 
1998.27 The number of consultations 
appears to have continued to increase; 
about 60% of GPs in the 2006 Health of 
the Nation Survey stated that the number 
of patients reporting depression had 
continued to increase over the previous 
year.33 

Depression tends to be a recurrent 
long-term illness that requires early 
identification and prompt and adequate 
treatment to avoid chronicity.34 The 
disability caused by depression limits 
the activity and productivity of 
individuals and is greater than that 
reported for other physical conditions, 
such as diabetes, arthritis and back pain.34 
The tendency of depression to recur and 
become a chronic disease accounts for 
its ranking as the fourth leading cause of 
burden among all diseases and in all 

ACTIVITY

Identify how many patients on your 
practice register have a diagnosis of 
depression 
• What percentage of your practice 

population does this represent?
• Is the prevalence within your practice 

greater or less than that predicted in 
research studies?

Table 1. The prevalence of mental health problems 
according to age and sex 

Sex Age Prevalence

Adult males 16–65 years 14%

Over 65 years 15%

Adult females 16–65 years 20%

Over 65 years 15%

Sex Age Prevalence

Male Pre-school • Mild 15%
• Severe 7%

5–10 years 10%

11–16 years 13%

16–19 years 6%

Female Pre-school • Mild 15%
• Severe 7%

5–10 years 6%

11–16 years 10%

16–19 years 16%

ACTIVITY

Undertake a significant event audit 
of all patients with a diagnosis of 
depression who have died in the past 
12 months
• Identify the cause of death
• Identify all other comorbid diseases
• Was the patient on treatment for their 

depression? Were they compliant 
with their medication?

• How often did they attend at the 
practice in the months and weeks 
preceding their death?

individuals, but the authors of the study 
suggest that the following factors may 
contribute to the increased mortality 
risk:24

• increased suicide rates 

• increased hazardous health 
behaviours

• a higher incidence of accidental 
deaths

• adverse effects of depression on 
endocrine, neurological and 
immune processes

• interference with the patient’s 
motivation toward recovery

• poor compliance with treatment. 

Patient care
Most mental health care (90%) is 
provided solely within primary care.25,26 
Depression is the most common mental 
health disorder, with 80–90% of patients 
with depression receiving their care in 
primary care.27,28 

Evidence suggests that depression 
places a significant burden on primary 
care services in the UK. UK studies 
undertaken in the 1980s,29,30 and a more 
recent study undertaken in the mid-1990s 
in the US,31 showed that about 10% of 
patients who consult their GP meet the 



4

module 09.7 — advanced practice • 458 May 2009

age groups by the WHO.18 The WHO 
predicts that depression will become the 
second-ranking cause of global disease 
burden (after ischaemic heart disease) 
by 2020.1,27 

Economic and social costs 
A number of key organisations have 
identified that the direct and indirect 
economic consequences of mental 
illness are substantial, with depression 
being a major contributor to this 
economic burden.15,27,35 Depression and 
anxiety account for one-third of all cases 
of disability in Great Britain. However, 
only 2% of NHS spending is on mental 
health, and most of this is spent on the 
most seriously mentally ill, those with 
psychotic problems.15,16 

The Sainsbury Centre for Mental Health 
undertook an analysis of mental illness in 

England in 2002–2003 to estimate the 
multiplicity of the costs involved; the 
human cost, the health and social care 
cost and the economic cost.35 The costs 
of mental illness and depression are 
identified in Tables 2 and 3. 

Depression reduces economic output 
through time off-sick, non-employment 
and unemployment; there are currently 
more people on incapacity benefit 
because of mental health problems than 
the total number of unemployed people 
claiming Job Seeker’s Allowance.15 The 
London School of Economics (LSE) 
New Deal report identifies the total loss 
of output that results from depression 
and anxiety as about £12bn per year. 
This is equivalent to 1% of the total 
national income15 and equates to about 
50% of the total output losses for all 
mental illness in England.35

Long-term conditions
Depression is associated with a 50% 
increase in the medical costs of treating 
chronic medical illness, even after 
controlling for severity of the physical 
illness.37 Chronic conditions affect 
people of all ages, and it is because 
people with chronic conditions have 
greater health needs at any age that their 
costs are disproportionately high.38 

In recent years, the existence of 
comorbidities with depression has been 
recognised as a major problem. 
Comorbidity is known to be associated 
with poor treatment outcomes, more 
severe illness, and high service 

Table 2. The cost of 
mental illness in England  
2002–200335 

Category Cost 
(£bn)

Health and social care

• NHS services 6.5

• Informal care 3.9

• Local authority social 
services

1.4

• Other public sector 0.5

• Private expenditure 0.2

Total category cost 12.5

Human costs

• Households 37.0

• Institutional population 1.3

• Premature mortality 3.5

Total category cost 41.8

Output losses

• Sickness 3.9

• Non-employment 9.4

• Unpaid work 8.0

• Premature mortality 1.8

Total category cost 23.1

Total overall cost 77.4

Table 3. Cost matrix for depression36 

Care cost Productivity cost Other costs

Depressed 
individual

Treatment – 
prescription fees, 
therapy 

Non-employment, 
unemployment, 
time off-sick, work 
disability

Anguish, treatment, 
side-effects, 
suicide, premature 
mortality

Family and 
friends

Informal care-giving Time off work Carer burden

Employers Employer 
contributions to 
treatment and care

Reduced 
productivity

Society NHS, social services 
and other public 
sector services. 
Taxation and 
insurance

Reduced 
productivity

Loss of lives, 
untreated 
depression, unmet 
need

utilisation.39 Individuals with a lifetime 
diagnosis of depression have a 43–80% 
risk of having one or more 
comorbidities. However, this 
comorbidity is not random because 
most disorders show systematic 
comorbidities with specific diagnoses or 
diagnostic classes.40 Depression and 
dysthymia are likely to co-exist with 
personality disorder (23–87%),41,42 
anxiety disorder,43 substance misuse,44-46 
and alcohol dependence.47,48 

Chronic disease
Individuals with a long-term medical 
condition are at increased risk of 
developing major depression compared 
to people who do not have a chronic 
disease.37 Chronic disease is typically 
associated with pain, fatigue, and 
disability, and is considered to be a 
permanent stressor affecting processes 
of cognitive appraisal and coping, and 
to have a significant impact on daily 
functioning, quality of life and 
survival.49-51 Despite this, many people 
with pain and disability do not report 
symptoms of depression.52 The factors 
that have been found to increase the risk 
of depression are: 

• being female

• younger age at diagnosis of chronic 
disease

• personality traits of low self-esteem, 
helplessness and denial.49,50,53 

The elderly population is increasing; 
estimates forecast that by the year 2050, 
20–25% of the US population will be 
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older than 65 years, 88% of people over 
the age of 65 years will have one chronic 
disease, and 25% will have four or more 
conditions. However, most individuals 
with chronic conditions are not 
disabled, nor are they elderly.38 Based 
on the fact that major depression occurs 
in 2–4% of people in the community,17 
the increase in the risk of depression in 
those with a specific chronic disease is 
shown in Table 4.

There are a number of causal 
associations that may account for the 
increase in the prevalence of depression 
in individuals with chronic disease. 
Depression may be a psychological 
reaction to the development of the 
disease; a result of the depressogenic 
effects of the disease, or a side-effect of 
the treatment used to manage it; or the 
chronic illness may have a direct 
pathophysiological effect on the brain, 
such as stroke or multiple sclerosis; or 
an indirect physiological effect via 
inflammatory processes.61 

One study aimed to clarify the 
temporal and directional character of 
the relationship between depression 
and functional disability in later life 
using prospective data. It examined the 
reciprocal relationship between 
depressive symptoms, functional 
disability and their temporal character 
in a community-based cohort of  

disease. This may be because of 
detrimental lifestyle choices and poor 
adherence to medical regimens as well 
as the direct physiological 
consequences of depression.37 

Patients’ beliefs may be the key to 
coping with the stress of a disease; 
positive beliefs lead to better disease 
adjustment and consequently to lower 
levels of physical disability, depression 
and anxiety.49 Conversely, poor 
adjustment to the diagnosis of chronic 
disease contributes to the onset of 
depressive symptoms.62 

Older people
Major depression is the most common 
psychiatric disease in older people; in 
individuals over the age of 65, its 
prevalence is estimated to be 2% in the 
general population.63,64 This increases to 
12% in elderly people living in residential 
homes, with a further 30% manifesting 
mild symptoms of depression; the 
prevalence increases to 10–35% in elderly 
people who are hospitalised.65 Elderly 
people often take a variety of prescribed 
medication (polypharmacy), such as 
antihypertensives, digoxin, sedatives and 
corticosteroids, of which depression may 
be a side-effect.63 

The risk factors of genetic liability, 
early adversity and serious life events 
are likely to play a less prominent role in 
the development of depression in elderly 
people than in younger people.66 
Advanced age has been hypothesised to 
be a risk factor for depression, but one 
epidemiological study found that the 
association of age and depressive 
symptoms reversed when the following 
variables were simultaneously 
controlled:

• increased age

• female sex 

• lower income

• physical disability

• cognitive impairment

• social support. 
Very elderly people suffered fewer 
depressive symptoms when factors 

1 Any five of the following: depressed mood; loss of interest; loss of pleasure; guilt; low self-worth; disturbed sleep; altered appetite; low energy; poor concentration. 	
2 In the first Diagnostic and Statistical Manual of Mental Health, published in 1952 by the American Psychiatric Association. 3 5-10% of patients in primary care. 
4 People between the ages of 25 and 44. 5 10% of patients in primary care meet the diagnostic criteria for mild or moderate depression. 6 20% of patients with 
depression go on to experience symptoms that are chronic and disabling. 7 50% increase in medical costs; poor treatment outcomes; more severe illness course; high 
service utilisation. 8 Any three of the following: female sex; younger age at diagnosis of the chronic disease; low self-esteem; denial of the illness. 9 Depression is the 
most common psychiatric disease in elderly people. 10 Any three of the following: beta-blockers; corticosteroids; sedatives; oestrogens; digoxin; levodopa. 	
11 Disablement or handicap is the major cause of depression in later lifeAnswers to self-assessment, p47

ACTIVITY

Consider the list of chronic diseases 
identified in Table 4
• What percentage of patients with 

these diagnoses in your practice 
also have a diagnosis of depression?

• How does this compare with the 
numbers identified by the studies?

• Consider the possibility of further 
case-finding for depression 
among members of your practice 
population with a diagnosed chronic 
disease

Table 4. Chronic disease and the risk of depression54-60

Chronic disease Risk of major depression

Diabetes 11–15% 

Recent myocardial infarction (MI) 15–23% 

Coronary artery disease 15–23% 

Post-stroke (at 3–4 months) 9–31% 

Parkinson’s disease 50% 

Multiple sclerosis (MS) 16–30% 

HIV 10% 

Rheumatoid arthritis 20% 

753 older people with physical 
limitations.61 The results indicated that 
the association between depression and 
disability can be attributed to one or 
more processes: 

• a contemporaneous effect of change 
in disability on depressive symptoms

• a lagged effect of change in 
depression on disability

• a correlation between the trait 
components of depressive symptoms 
and disability. 

The author’s recommendations were 
that treatment should target disability 
when it is new and depression when it is 
persistent. 

Depression is also associated with 
increased morbidity and mortality in 
individuals with diabetes and/or heart 



4

module 09.7 — advanced practice • 478 May 2009

associated with both increased age and 
depressive symptoms were taken into 
account.64 Many cases of depression 
experienced in later life appear to be 
attributable to disability, particularly 
physical handicap, and the onset of new 
chronic medical illnesses that result in a 
new decrease in functional ability.37,66  
If these limitations reduce the ability to 
engage in usual social functions and 
interactions, then disablement, 
specifically handicap, can be 
understood as the chief cause of onset 
of depression in later life.66 

Conclusion
Depressive disorder is a common, 
complex and debilitating condition with 
potentially fatal consequences. It places 
a significant burden on the individual, 
their family, the NHS and the economy. 
The GP has traditionally been the 
healthcare professional from whom the 
patient seeks help. However, the 
development of skill mix in primary care 
means that nurses need to be able to 
recognise depression and manage it in 
partnership with the patient, according 
to their competency. 

The entire primary healthcare team 
has a responsibility to be alert to 
recognising depression. However, 
practice nurses have regular contact 
with patients with chronic disease 
through nurse-led clinics and they need 
to be alert to the signs of depression in 
this high-risk group. Formalising the 
ongoing care of patients with depression 
as a chronic disease means that practice 
nurses are well placed to take on the 
responsibility of monitoring and 
educating this group of patients. •
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1	 Identify five key features of depression

2	 When did depression first become a recognised diagnostic medical category?

3	 What percentage of patients in primary care fulfil the criteria for major 
depression?

4	 What age group does depression most commonly affect?

5	 What percentage of patients who present in primary care meet the criteria for 
mild or moderate depression?

6	 How many patients with depression go on to experience chronic symptoms of 
depression?

7	 Identify four reasons why depression is significant in patients with long-term 
conditions

8	 Identify three factors that increase the risk of depression in patients with 	
chronic disease

9	 What is the most common psychiatric disease in elderly people?

10	 Identify three drug groups that may cause depression

11	 What is the main cause of depression in later life?

Self-assessment


