


ANXIETY AND 
DEPRESSION IN 
PRIMARY CARE

This book provides practical information about depression and anxiety 
in primary care, with a focus on the approach in different countries and 
incorporating global ranges/prevalence, risk factors and health burdens, 
including those associated with COVID-19 and its pandemic.

To ensure the challenges of a wide international primary care community 
are reflected fully, authors from different world regions – Africa, Asia Pacific, 
East Mediterranean, Europe, Ibero-Americana-CIMF, North America and 
South Asia – have co-contributed to individual chapters on the detection 
and management of depression and anxiety in primary care in their own 
countries, including the screening tools used, how widely these tools are 
adopted and by whom and current policies. As well as the medical model, it 
also presents the alternative viewpoint that feeling low or anxious is part of the 
human condition and the attention should be on supporting people in their 
journey through life, struggling to deal with the mainly social challenges they 
meet, rather than defining these problems as disorders or diseases requiring 
identification and treatment.

Addressing primary care detection and management of mental health 
issues across the globe, the book will be an invaluable practical aid for family 
medicine practitioners and the wider primary and community care teams 
and a useful reference for those involved in policy setting at regional and 
national levels, including ministries of health.
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Foreword by Karen Flegg

“Anxiety and Depression in Primary Care” is a much needed publication from 
the World Organization of Family Doctors (WONCA) Working Party on 
Research. 

The editors, Sherina Mohd Sidik (Malaysia) and Felicity Goodyear-Smith 
(New Zealand), have brought together a diverse range of authors from 25 
different countries to contribute their knowledge on this important topic to 
health professionals in primary health care and to their interested patients.

The book aims to provides practical information about depression and 
anxiety in primary care. It will meet the needs of an international audience 
from a large variety of country situations and addresses situations in high, 
middle and low income countries. The 34 chapters ensure a comprehensive 
coverage of the topic. 

One of the important messages of the book is that while there is a call 
for an increase in the global diagnosis and management of depression and 
anxiety, some also express concerns that people feel distress and experience 
existential angst as part of a natural human condition, and there is a need to 
not to over-medicalise normal emotional responses.

As early as Chapter 1, Dawit Wondimagegn points out the magnitude of 
the issues under discussion: “Mental illness in the world accounts for the 
greatest global burden of disease (13%), and the largest percentage (28%) of 
the non-communicable burden of disease.”

From each of the seven WONCA regions of the world namely, Africa, Asia 
Pacific, Europe, Ibero-America, North America and South Asia, several local 
authors present the situation in their own country. This provides a most inter-
esting collection of 20 case histories outlining country situations. One cannot 
help but make comparisons but must also notice the many similarities and 
the universally significant burden of depression and anxiety. The vulnerable 
populations of migrants, refugees and war zone populations are also covered.

The remaining chapters cover approached, assessment, interventions 
and improving practice. The editors sum up with reflections on the normal 
changes in mood versus changes that constitute disorders which may require 
active intervention. The role of family doctors as the trusted carers deciding a 
balance between treatment and waiting, medication and other interventions 
support services is presented
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x  Foreword by Karen Flegg

This book will contribute to improving consideration of depression and 
anxiety throughout the world. This is turn will no doubt improve health out-
comes and better achieve “Health for All”.

Associate Professor Karen M Flegg
The Australian National University Rural Clinical School

WONCA President
MBBS(Hons), MIntPH, FRACGP, FACRRM, GradDipClinEpi

Rural Clinical School
School of Medicine and Psychology

The Australian National University
Canberra, Australia
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Preface

According to the World Health Organization (WHO), approximately 280 mil-
lion people in the world were living with depression and 301 million with anxi-
ety disorder in 2019.1,2 A systematic review published in The Lancet estimated 
an additional 53.2 million cases of major depressive disorder and 76.2 million 
cases of anxiety disorder globally in 2020 due to the COVID-19 pandemic, an 
increase of 27.6% and 25.6%, respectively.3 The WHO’s Comprehensive Mental 
Health Action Plan 2013–2030 calls for increased mental health services and 
strategies for promotion and prevention of these mental health conditions in 
all countries, with an emphasis on non-specialised health care providers in 
community settings.

Experiencing stress is part of daily living, a natural response which 
prompts us to address challenges and threats we encounter. When we feel 
overwhelmed by the stresses in our lives and feel unable to cope, we experi-
ence distress. Feeling distressed at times is also part of the human condition. 
People respond differently, and not everyone may perceive a specific situation 
as a threat. You will see in this book that opinions differ as to when it is con-
sidered that existential angst becomes a diagnostic condition of depression or 
anxiety requiring formal intervention.

Most people with mental health issues are likely to initially present in com-
munity settings. Physical and mental health are inter-related, and both need 
to be addressed in primary care to improve health outcomes. This is regard-
less of whether depression or anxiety is formally diagnosed or whether the 
general practitioner recognises a change in mood due to stress, and works 
with a patient to help improve their lifestyle choices, health and wellbeing.

This book provides an international perspective on how depression and 
anxiety are identified, diagnosed and managed in primary care. It will appeal 
to a global audience of clinicians, academics and policy makers involved in 
the detection and management of mental health issues in the community. It 
will be of interest to medical practitioners (general practitioners, family phy-
sicians, family medicine specialists, community psychiatrists, public health 
and other primary care doctors), family practice, school and other primary 
care nurses and other primary care providers such as medical assistants, 
paramedics, social workers and school counsellors, community pharmacists, 
psychologists, psychotherapists, occupational therapists and counsellors, 
medical and nursing students – anyone involved in mental health care in the 
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xii  Preface

community, as well as the interested lay public. We hope you enjoy this book 
and find it useful in your practice.

Sherina Mohd Sidik 
Felicity Goodyear-Smith
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CHAPTER 1

Global perspective on 
depression and anxiety

Dawit Wondimagegn

GLOBAL PREVALENCE AND RISK FACTORS

To contextualise mental health disorders, according to the World Health 
Organization (WHO), mental health is defined as “a state of well-being in 
which the individual realises his or her own abilities, can cope with the nor-
mal stresses of life, can work productively and fruitfully, and is able to make 
a contribution to his or her community”.1

Mental illness in the world accounts for the greatest global burden of dis-
ease (13%), and the largest percentage (28%) of the non-communicable burden 
of disease.2 A third of the years lived with disability are attributable to mental 
illness in adults worldwide.3

Severe mental illness (SMI) is generally understood to describe a cluster 
of disorders: Schizophrenia, bipolar disorder and severe depression.4 These 
disorders are often what people bring to mind when they think of mental ill-
ness. The people affected are seriously distressed, and their ability to take care 
of themselves is extremely impaired. They often live with a different sense of 
reality, can be quite disorganised in their thinking and management can be 
difficult. Unfortunately, they seldom come to primary care for help. Despite 
the obvious suffering of the individual, their family and the community, SMI 
affects only 0.8–6.8% of people worldwide.5

Much more prevalent are common mental disorders (CMDs) – depression, 
anxiety and medically unexplained symptoms, which represent the largest 
category of mental disorders. At any one time, 9.8–19.1% of people in the 
world are affected by CMDs.5 CMDs cause significant individual, family and 
social suffering, often with serious financial implications due to impaired 
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2  ANXIETY AND DEPRESSION IN PRIMARY CARE

work ability. Unlike the impact of SMI, most people with CMDs have appro-
priate hygiene and are organised and so do not draw attention to themselves. 
It may be difficult to know they are suffering unless they are asked about their 
symptoms and function.6

Our focus on CMDs is due to their high prevalence and frequent co-
occurrence with other health issues. Screening patients who attend primary 
care and providing mental health treatment for those who need it is a cost-
effective, non-stigmatising way of reducing mental suffering and improving 
the general health of a significant number of patients in primary care and 
surrounding communities.7

CMDs are more than simply feeling unhappy or fed up for a few days. Life 
stressors often become overwhelming because of insufficient social support 
and underlying psychological or biological vulnerability. We all go through 
spells of feeling sad, demoralised or unhappy, but when these feelings persist 
for weeks or months, it is probably a CMD.

How can someone tell if they are depressed? Depression affects people 
in different ways and can cause a wide variety of symptoms, ranging from 
lasting feelings of sadness and hopelessness, to losing interest in the things 
previously enjoyed and feeling very tearful. People with depression may have 
physical symptoms, such as feeling constantly tired; sleeping badly; having no 
appetite or sex drive; and complaining of various aches and pains, numbness 
or tingling. Depression is just one of the presentations of CMD.8

Anxiety is closely related to fear, or anticipating disaster, irritability and 
worry, with difficulty calming thoughts down. The patient may feel a sense of 
dread that something awful will happen, or feel haunted by past events that 
were terrifying. Like depression, anxiety shares many of the same physical 
symptoms such as restlessness, feeling jittery, having trouble concentrating 
and difficulty sleeping. Panic attacks are another manifestation of anxiety 
not uncommon in CMDs.9 Often a patient will complain of only the physical 
symptoms, which may have been investigated with no physical cause found. 
Medically unexplained symptoms (MUSs) are a common presentation for 
CMDs, and treatment can help resolve the patient’s symptoms and reduce 
their frequent visits to primary care centres.10

CMDs cause psychological suffering and interfere with family, social and 
occupational functioning.11 The more severe the CMD, the more the function-
ing of a person is affected. At its most severe, CMDs can make a person feel 
suicidal, that life is no longer worth living. Sometimes CMDs can come on 
gradually. Many people continue to try to cope with their symptoms, often 
attributing them to physical causes, not realising how distressed they have 
become. It may take a friend or family member to suggest something is wrong. 
Generally, if symptoms are present most days for more than a month, profes-
sional help is needed. Many people wait a long time before seeking help, but it is 
best not to delay – the sooner help is sought, the sooner the patient will recover.12
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There are no physical tests for CMDs, although the health provider may do 
a physical examination or blood tests to rule out other conditions that have 
similar symptoms, for example, thyroid disorder. Health care workers screen 
for CMDs by asking lots of questions. Patients should try to be as open as 
possible with their primary care worker (PCW) to determine if a CMD exists 
and how severe it is.13

Discussions between patients and PCWs or counsellors are confidential, 
although the worker can talk to a colleague or a specialist about the patient 
if it is for the patient’s benefit. Breaking confidentiality to other appropriate 
people is necessary if there is significant risk of harm to either the patient or 
to others, or if informing a family member or mental health specialist would 
reduce that risk.14

The people in our lives can be our greatest source of comfort, but some-
times they are a significant cause of stress.15 However, not every potential 
stressor is a risk to mental health for everyone. Another way of thinking about 
this is that distress does not usually lead to mental illness – no matter how 
distressed a person is, once the stressor has gone or has been adapted to (for 
instance, the death of someone important), their distress begins to fade.16 But 
for some people, distress does not end once the stressor has gone, and they are 
at risk of developing a CMD.

Each person has a unique set of psychological resources, understanding 
of the world and way of perceiving things – what seems like a threat to one 
person may be experienced as an interesting challenge to another. The right 
amount of stress is valuable to us; it stimulates us to grow, develop and do bet-
ter. However, it is important to match stressors in life with sufficient resources 
to deal optimally with the stress that is experienced. The more stress, the more 
support anyone needs.

Some experiences act as risk factors for CMD, although risk varies from per-
son to person. Some things tend to stress and cause distress in most people – lack 
of work, job demands like long hours and poor pay, a sick child, school stress, 
health fears, financial concerns. These undermine personal needs for security 
and raise concern for family survival, which can lead to marital conflict and 
relationship stress.17

There is an important interaction between medical and psychological 
health – someone with a physical health problem is at greater risk of a CMD; 
similarly, a person with a CMD is at greater risk of a physical health problem. 
For example, a person with HIV is more vulnerable to a CMD. Having both 
HIV and a CMD can make it more difficult to take medications properly – the 
patient may forget, may not feel like making the effort or feel that the medi-
cations will not work so there is little point in taking them, worsening their 
HIV status.18 In addition, having a CMD might make a person more vulner-
able to HIV because they are less careful or feel more desperate with respect 
to sex. Or a mother who develops a CMD after giving birth may not find the 
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energy and determination to ensure her baby is vaccinated or has access to 
clean water. This can cause the baby to be sick or even die, which worsens the 
woman’s CMD.

A good family life while growing up contributes significantly to a person’s 
resilience to withstand later hardships.19 However, there are many difficult life 
experiences that can contribute to CMDs. Serious risk factors for the develop-
ment of depression and anxiety include:

1.	 Domestic violence is often under-reported by those experiencing it and 
under-detected by health care providers. Domestic violence by one adult 
member of the household towards another can include physical, sexual 
and emotional violence. Domestic violence is associated with poor health, 
depression and suicide.20

2.	 Alcohol misuse becomes a problem when a person drinks to excess, it 
can cause or worsen CMDs and physical illness; lead to family violence, 
poor work and social function; and exacerbates disputes and arguments. 
It is associated with a higher risk of serious physical accidents. Overuse 
of alcohol can become a disorder of addiction when the individual’s 
life revolves around alcohol, adversely affecting work, family and the 
community.21

3.	 Major life events like death and bereavement can be a risk for CMDs.22

4.	 Life role transitions can be a risk for CMDs.23 For some patients, failing 
to complete culturally directed rituals relevant to life transitions worsen 
their mental distress, e.g., births and losses.

5.	 Disputes/arguments in the context of one’s social relationships can be a 
risk for CMDs.24

6.	 Stigma and discrimination towards mental illness and the mentally chal-
lenged lead to an increased risk of CMDs and create a barrier to accessing 
health services and achieving occupational and social goals.25

7.	 Physical health disorders, especially chronic disorders such as HIV/AIDS, 
stroke or diabetes, make a person significantly more vulnerable to CMD.26

8.	 Physical and emotional violence and/or neglect and sexual abuse, par-
ticularly in childhood, are risk factors for later physical disorders and 
mental health distress and disorders. This is important in times of unrest 
and war as well. Screening for these risks will equip the PCW to be able 
to address the suffering of patients.27

WHO INITIATIVE ON UNIVERSAL COVERAGE FOR MENTAL HEALTH

The WHO initiative for universal coverage for mental health was launched 
for the years 2019–2023 with the vision for all people to achieve the high-
est standard of mental health and well-being. The initiative’s target was to 
make mental health care accessible for l00 million more people in 12 priority 
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countries. The WHO committed to employing two strategic actions focusing 
on advancing mental health policy, advocacy and human rights and scaling 
up interventions and services across community-based, general health and 
specialist settings to deliver the target by 2023. This initiative is believed to 
contribute towards the realisation of specific sustainable development goals.28

WHY MENTAL HEALTH SERVICES NEED TO BE 
INTEGRATED INTO PRIMARY CARE

“There is no health without mental health”.26 The link between mental and 
physical health is inextricable, whether you have a baby and become depressed, 
develop a chronic medical condition like tuberculosis (TB) or have a motor 
vehicle accident, and so on. We all want both our physical and mental health 
to be attended to by capable, well-trained people. Changing health care sys-
tems to ensure mental health services are available to all people through com-
munity primary care health clinics is an ambitious undertaking. Changing 
the current (most) mental health system from a centralised specialist service 
delivery structure to a tiered care approach involving PCWs in primary care 
centres, mid-level mental health professionals, psychiatrists and, importantly, 
traditional and religious healers in communities is complex.29

Because CMDs are so common, good basic mental health services are par-
ticularly needed in primary health care settings to ensure those suffering 
from mental health problems have adequate access to help and treatment.30 
Mental health integration in primary care health systems incorporates essen-
tial mental health services so that PCWs are confidently able to recognise 
and treat CMDs, which may or may not be concurrent with other medical 
issues. Important to note – this does not mean PCWs will see more patients, 
but rather PCWs will screen their patients for CMDs and treat those who 
are positive. In addition, with a tiered system of care, patients do not have to 
wait to be seen by mental health specialists. PCWs trained to deliver mental 
health services can help these patients, with support from mid-level men-
tal health workers, such as master-level clinical psychologists, who might be 
periodically on site at primary care centres. As well, specialists could then be 
available for referrals, consultation on complex cases, in-patient treatment 
and ongoing professional assistance, as needed. Provision of early identifica-
tion and treatment for patients with CMD in primary care is not only cost-
effective, it reduces stigma and discrimination.31

Importantly, many patients in the global south see a traditional healer for 
both physical and mental health issues, and this is frequently sufficient for 
recovery. In implementing a tiered response to mental health, from primary 
care to specialist care, it is essential to not overlook traditional healers who are 
experienced in addressing culturally specific psycho-social-spiritual needs of 
people in distress.
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Affiliations between traditional healers and contemporary health services 
benefit patients greatly.32 Rather than assuming contemporary mental health 
methods developed in the West are intrinsically more effective and beneficial 
than traditional healing, an integrated approach to mental health care and 
training should actively encourage building relationships between traditional 
healers and local primary care personnel to create a positive environment for 
exchanging ideas and sharing best practices.33

WHAT HAPPENS WHEN DEPRESSION AND 
ANXIETY ARE NOT TREATED

When screening a patient for a CMD, it is important to look for issues that 
can cause or worsen CMDs and that represent threats to the safety of the 
patient, such as domestic violence, alcohol misuse and suicide risk.34 CMDs 
(depression, anxiety and MUSs) are not trivial and not signs of weakness or 
something a sufferer can snap out of by pulling themselves together. The good 
news is that with the right treatment and support, most people can make a 
full recovery.

Mild CMD has some impact on daily life and might resolve with encour-
agement to resume or continue usual activities and maintain contact with 
friends, family and neighbours for support while working towards under-
standing the precipitating event. Talking through feelings can be helpful, 
whether with a friend or relative or spiritual advisor.

Moderate CMD has a significant impact on daily life, and psychotherapy 
is helpful when a CMD is not improving. Research has repeatedly shown that 
for mild to moderate CMD, psychotherapy is more helpful than antidepres-
sants. There are psychotherapeutic modalities that can be delivered success-
fully at primary care settings.

Severe CMD makes it impossible to get through daily life and is often 
associated with psychotic symptoms. When it is this serious, it is no lon-
ger classified as a CMD, but as an SMI, requiring admission to hospital. 
Antidepressant, antipsychotic medications and other treatment modalities 
for mental health could be employed.

HOW DEPRESSION AND ANXIETY MAY MANIFEST 
IN DIFFERENT COUNTRIES AND CULTURES

As medical knowledge has grown over the centuries, physical disorders are 
better understood by medical science, with both treatment and prevention 
aligned accordingly. However, throughout history, mental distress, disorders 
and problems have also been attributed to non-scientific causes, such as pun-
ishment from God or demonic possession states. Although we now know a lot 
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more about mental disorders, especially CMDs, their recognition and treat-
ment remain rooted in the psychological, social and cultural circumstances 
of the person affected.35

CMDs are caused or worsened by social factors that determine both mental 
and physical health. For example, people who can be at risk of a CMD include 
parents when their child is chronically ill and they do not have enough money 
for medicine, someone diagnosed with HIV who cannot tell their family, 
someone who could never please their father and now has a boss that is 
unkind and rude or a woman who is raped and is too afraid to disclose this.

Despite distress and difficulties, a CMD patient can recover with a thought-
ful combination of medical, psychological, social and spiritual assistance. 
Improved communication with the public about CMDs can promote respect 
for culturally accepted knowledge and beliefs about causes, initiate self-help 
and promote integration of contemporary mental health professional assis-
tance when needed.

A CMD frequently presents as various medically unexplained physical 
symptoms. MUSs, also known as persistent physical symptoms or somatic 
symptoms, are commonly associated with psychological distress. MUSs can 
be traced to clear stressors in the patient’s life, although the patient may not 
be aware of this association. Physical symptoms can be plentiful, but despite 
numerous patient examinations, these are found not to be associated with an 
underlying medical condition.

If five or more physical symptoms are documented with no underlying 
physical cause and with an accompanying decrease in function, the patient 
probably has MUSs. Sometimes a patient has a chronic medical condition that 
may in part explain their physical symptoms. Treatment can help decrease/
relieve their physical symptoms by reducing their psychological distress, miti-
gating the patient’s restless search for medical tests.

Why do many patients experience psychological distress with physical 
symptoms? Perhaps this is because we all tend to take physical symptoms 
more seriously. We know people can become ill and die if they do not attend 
to their bodily complaints. As well, there is no real separation between mental 
distress and the physical experience of it; we lose sleep, cannot eat, feel restless 
or exhausted – these are all physical symptoms that may be physical mani-
festations of mental distress. Experiences such as falling in love or grieving 
the death of a loved one can be accompanied by these physical experiences. 
Some physical symptoms commonly flag mental, not physical, distress, for 
example, particular types of headaches, burning all over, general numbness 
or bodily pain. The key to identifying CMDs is to link the onset or worsening 
of symptoms to the patient’s stressors, even if the patient does not make or 
even rejects the link themselves.
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Often people with CMDs attribute their depression, anxiety or MUSs to 
life’s hardship and look to God to help them recover. This attribution and 
help-seeking is wise and in-line with recovery. Sometimes Western-trained 
mental health workers assume that telling the patient he or she has a mental 
illness will help the patient. This is not usually true, and may inadvertently 
contribute to the hardship of mental distress by stigmatising the person. 
Being told that one’s mental distress is a “mental illness” may burden the 
patient further, with worry that they have a disease in addition to their 
problems and distress. Diagnosis of a mental illness may also introduce self-
stigma as a sense of shame, self-blame, an assumption they will go mad and 
never recover; that they will be locked up indefinitely; or a feeling that God 
is punishing them.

We all must think carefully about psycho-education and mental health 
literacy and what we might be conveying, despite our best intentions. 
Stigma leads to discrimination, which reduces access to health care, educa-
tion, employment, marriage, productivity and well-being. Families are also 
affected by stigma, which sometimes leads to a lack of support for their family 
member. For mental health professionals, stigma can mean they are viewed 
as abnormal, corrupt or evil, and psychiatric treatments are viewed with sus-
picion and fear.

Other groups are subjected to multiple types of stigma and discrimination 
at the same time, such as people with an intellectual disability, with a men-
tal illness or who are also from a cultural or ethnic minority. The stigma of 
mental illness is worsened when combined with other stigmas, such as HIV/
AIDS, ethnic or religious minorities or severe poverty.

Discrimination towards a mentally ill person can negatively affect medical 
treatment. For example, someone who is depressed or psychotic and breaks 
their leg may not receive good treatment because health workers are uncom-
fortable treating them. The mentally ill patient may not come forward for 
treatment of their physical illness or may be unable to follow up on taking 
medications or further appointments. This particularly applies to the severely 
mentally ill.

In conclusion, CMDs are common and treatable. They present a significant 
burden to individuals, family and society at large. Despite the availability of 
appropriate interventions, the detection, diagnosis and treatment of CMDs in 
primary care is limited. This could be due to several factors that include the 
individual patient presentations, the PCW’s capacity to detect and the lack 
of resources to implement mental health policy that seek to integrate mental 
health into primary care despite evidence of effective interventions. A lot of 
advocacy for the implementation of mental health policies and programmes 
at all levels is required to improve the detection, diagnosis and treatment of 
CMDs in primary care all over the globe.
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CHAPTER 2

Alternative approaches 
to the ‘diagnose and 
treat’ model of care

Richard Byng

INTRODUCTION

Struggling with feeling low or anxious is part of the human condition. While 
we have developed evidence to help us understand how to address the prob-
lems of distress which people around the world struggle with, this chapter 
will challenge the dominant view that it is best to think about these problems 
as disorders or diseases like entities which need detecting and treating. I pro-
pose instead, following the tradition of others,1 that we should focus both on 
individuals and their journey through life struggling to deal with the mainly 
social challenges they meet and also consider whole populations within local-
ities. Common mental health problems are ubiquitous and present in every 
community and are more common in areas where social difficulties are more 
common – whether through war or other forms of violence, following unex-
pected losses or where activities that should bring a reward such as productive 
work are harder to engage in.

I consider the challenges of deciding how to act when what we call com-
mon mental health problems emerge from a complex mix of genetic disposi-
tion, prior trauma, the everyday losses of life and social adversity and that 
the internal psychological experiences individuals face fluctuate over time 
in ways which are not easy to predict. I touch on the implications of taking 
a systems approach in which, for example, alcohol use, low mood or depres-
sion and interpersonal partner violence are linked causally in different ways 
according to each situation, but for which there may be patterns. For example, 

https://doi.org/10.1201/9781003391531-2


12  ANXIETY AND DEPRESSION IN PRIMARY CARE

a man may start to drink more because of difficulties with working conditions 
and past trauma and start regularly beating his wife in front of his children 
when drunk. This is highly likely to lead to his previously well wife struggling 
with low mood and anxiety and also predispose his children to later violence, 
depression, heart disease and multiple other social and medical conditions.

Everything leads to everything, but how do we step back and think about 
what specific things we can do to address common mental health problems 
for the individual and the community? It is likely that solutions are simi-
lar in high-income countries (HICs) and in low- and middle-income coun-
tries (LMICs) and that lessons can be learned from each other. I believe that 
exporting some of the faulty ways of thinking and suboptimal solutions that 
have been developed over the last 50 years is not the right way forward. I will 
make a particular critique of how we think about common mental health 
problems and the diagnostic model, as well as how we portray the evidence of 
potential solutions – whether psychopharmacological, psychological or social. 
Working out what should be done in the diverse communities and health care 
systems of the LMICs might involve rethinking common beliefs about com-
mon mental health problems and also how we think about the populations 
we work with and systems we work in.

A CRITIQUE OF DIAGNOSIS

I start my critique by considering the nature of common mental health prob-
lems. What are they? How are they caused? And how should we think about 
them? On the face of it, it is quite simple. We can all identify with the idea 
of being sad or not enjoying things, the two core symptoms of what is called 
depressive disorder. If these persist and stop us getting on with life, then it’s not 
unreasonable to consider that there is a problem. What has happened, however, 
is that symptoms have been turned into diagnostic entities, so that people are 
considered either disordered or not in a binary way. This is done by identifying 
clusters of symptoms (technically syndromes) and labelling them as disorders –  
perhaps because it sounds more medical and treatable than a syndrome. This 
is the ‘nosological’ approach to diagnosis, which in psychiatry only considers 
conscious symptoms and sometimes observable behaviours or appearances 
in the diagnostic process.2 The ‘lumping’ of very different states together is a 
further problem, for example, depression can involve too much sleep or too 
little, agitation or being slowed down and over-eating or under-eating – clearly 
different physiological states. Furthermore, similar to many pain syndromes, 
and distinct from most of medicine where investigations are key to diagnosis, 
there is no objective assessment of underlying brain function in individual 
clinical practice.3 It is also possible to be diagnosed with depression or anxiety 
with no understanding of what is causing it, not from any dysfunction of the 
brain nor from past traumas, losses or ongoing social stressors.
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The last 50 years or more have been accompanied by considerable scientific 
efforts to understand which parts of the brain are responsible for this thing we 
call depressive disorder – how genetic predispositions have led to it and what 
kind of neurotransmitters are involved. This search has not been very fruit-
ful, and the much publicised serotonin theory for depression has now been 
debunked.4 In contrast, social inquiry has shown consistent effects first of 
major life events such as losing one’s mother early in life5 and, more recently, 
through a whole range of traumas or adverse childhood events which lead via 
complex mechanisms to a range of mental and physical health problems.6,7 
What is increasingly understood is that not only do most life stressors, trau-
mas and losses lead to most mental health problems, i.e., different diagno-
ses, but also that there are common genetic predispositions – gene markers 
initially heralded as specific to one diagnosis are now shown to be linked to 
many, but with small effects for each.8

The ability to make a diagnosis based on a shorter list of eight questions 
helpfully formatted in questionnaires, such as the HAD and PHQ-9 and 
GAD-7, meant that general health workers, including family doctors and other 
practitioners, could be trained relatively easily to better ‘detect’ the common 
mental health diagnoses. Following the Defeat Depression Campaign of the 
1990s, when new generations of antidepressants became generally available, 
much was written about how each doctor should diagnose every patient who 
passed through the primary care setting and met the criteria of depression.9 
Some doctors were less proficient than others, and screening programmes 
were developed so that patients could be identified by answering question-
naires, and if they scored positively then be seen by a health care practitioner 
for a possible diagnosis. This caused some confusion, as practitioners and 
patients did not understand the high level of false positives following screen-
ing, and scores on questionnaires effectively became diagnoses. Research 
aiming to show the benefits of this screening approach, however, failed to 
show any average improvement for those in family doctors’ offices screened 
for depression.10

Anxiety disorder as a diagnosis was generally out of favour during the 
1990s, perhaps as a result of the understanding that benzodiazepines used 
to treat individuals with anxiety over the previous 20 years had resulted in 
huge harm – or perhaps because depression was the common mental health 
problem which was seen as treatable. The diagnosis of anxiety has become 
more popular, however, particularly with the development of psychological 
therapy treatments, including in the United Kingdom (UK) the system-wide 
development known as Improving Access to Psychological Therapy (IAPT), 
or perhaps also because antidepressants started to be used for anxiety.

This focus on diagnosis as the first step in the management of mental 
health problems in family practice arguably led to a decreased emphasis on 
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engagement, trust building and the therapeutic relationship which had been 
developed as an idea through practitioners such as Balint. It also probably 
reduced the emphasis on understanding the cause of distress, although gen-
eral practitioners (GPs) continued probably through humanist instinct to be 
sensitive about social problems as causes for distress, inquiring about these 
when given the cue to do so by patients.11

Despite these conceptual and empirical weaknesses, diagnoses are no 
longer the domain of psychiatrists and other doctors and psychologists. In 
most HICs, anxiety and depression are recognised by the majority of the 
population as illnesses to detect, along with bipolar disorder and borderline 
personality disorder. Many individuals like the idea of getting a diagnosis (or 
other people being diagnosed) – some people feel it helps them understand 
what is happening to them, others that they are not alone and some now need 
a diagnosis to access various resources such as housing or income support. 
There is also evidence, however, that a diagnosis can reduce personal agency 
and the ability to make decisions about life.12

Some practitioners and patient groups have taken a different view. Perhaps 
most significantly to address problems of heterogeneity (people in the same diag-
nostic group having very different symptoms) and comorbidity, the US National 
Institute of Mental Health (NIMH) now encourages non-diagnosis-based 
research, focusing on underlying brain-based pathway dysfunctions.13 While 
this arguably does not address social causes, it is perhaps a step in the right direc-
tion as it addresses the problem, introduced by the Diagnostic and Statistical 
Manual of Mental Disorders, Third Edition (DSM3), of classification according to 
symptoms, not causes.14 The HiTOP project similarly avoids a purely diagnosis-
based approach and looks at the range of symptoms across diagnoses.15

Many psychologists have long objected to diagnosis, preferring a formula-
tion which takes account of family issues, relationships, social stressors and 
an understanding of psychological mechanisms which can be both beneficial 
and harmful. Practitioners also at times reject the diagnostic model. Family 
doctors appear to ignore it in everyday practice11 while formally supporting 
the diagnostic model. The Critical Psychiatry movement in the UK is careful 
to avoid seeing itself as anti-psychiatry, like its predecessors in the 1970s, and 
is committed to a scientific understanding of the biological, psychological and 
social origins. However, unlike most national psychiatric professional bodies, 
it opposes diagnosis being the main vehicle for understanding mental health 
problems, with person-centred formulation just as an adjunct.16

Whereas in the 1980s Sartorius and others focused their efforts on psycho-
sis,17 interest in common mental health problems in LMICs has increased, 
and the mhGAP programme exemplifies the World Health Organization 
(WHO)–inspired mission to ensure all patients with depression and anxiety 
receive effective treatment.18
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TREATMENT OF COMMON MENTAL HEALTH PROBLEMS

The analysis earlier, critiquing how we think about common mental health 
problems, goes to the heart of the problems with treatment. By making diag-
nosis the fulcrum of decision-making, we detract attention from the complex-
ity of the human condition. The ‘diagnose and treat’ model could theoretically 
result in overall benefit to the population if we had effective treatment. In 
other parts of medicine, treatments have developed apace, with examples of 
‘great medicine’ in the areas of orthopaedic surgery for hip and knee replace-
ments, infectious diseases treatment (HIV and hepatitis C) and precision 
treatment of some cardiovascular events and some cancers (e.g., childhood 
leukaemia). In contrast, the effect sizes for common mental health problems 
such as depression or anxiety are small; the number needed to treat is about 
seven to nine to achieve one success in selective serotonin reuptake inhibitor 
(SSRI) treatment of depression.19,20 We also know that mental health interven-
tions have side effects, and so it is likely that there will be some benefit in the 
short term whilst others may be harmed. In the case of antidepressants, we 
are now increasingly seeing long-term harms through significant side effects 
following withdrawal of medication.21

In HICs, the number of antidepressant prescriptions has doubled every 
10 years, and in some coastal cities in the UK, one in two adults has received 
antidepressants in any one year,22 with co-prescribing of multiple medications 
for pain and distress now the norm.23 Our focus has shifted to supporting 
people to come off medication, and rarely do we see calls to ensure that GPs 
have identified every case. Instead, our clinics are full of people ready to admit 
to mental health problems in the quest for treatment. Arguably, we have there-
fore been successful in reducing self-stigma, but along the way have failed to 
warn that treatments are not very effective and that we have very little way of 
knowing who is likely to benefit. An analysis of the Star-D data set illustrates 
the problem. Even with this exemplary care according to guidelines, remark-
ably few individuals who continued on antidepressants were found to have a 
positive outcome.24

Psychological therapy also suffers from the problem of similarly small effect 
sizes, with many therapeutic interventions showing no or very small effect, 
and only a few having moderate effect, some slightly higher than antidepres-
sants.25 The rise in the provision of cognitive behavioural therapy (CBT) in 
the UK has been a great achievement in terms of delivery success, but unfor-
tunately, because of the low average effect size, it too is unable to provide a 
credible response to the large numbers of individuals coming forward and 
being diagnosed with depression or anxiety.

Increasingly, attention is being paid to the social causes of mental dis-
tress, but the number of high-quality trials is low, and the rapid expan-
sion in the UK of social prescribing – the idea that practitioners can 
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identify current social adversity or potential positive opportunities which 
could address distress – has also been an impressive delivery success. 
Unfortunately, there are few trials to prove that social prescribing is effec-
tive for low mood, and it seems unlikely, on the basis of non-randomised 
studies, that, as a treatment process, it will be any more effective than 
psychological therapy.

These small effects are likely to be related to an intrinsic difficulty in over-
coming distress and other related symptoms (perhaps analogous to how dif-
ficult it is to treat leprosy or overcome obesity compared to the relative ease 
of treating lobar pneumonia). It is also likely, however, to be exacerbated by 
the misguided attempt at using diagnosis as the best means of understand-
ing individuals’ distress. Research on treatment based on diagnosis misses 
all the heterogeneity within such categories. Unfortunately, most treatments 
have been tested on individuals categorised as having depressive or anxiety 
disorders. This does not just relate to antidepressants, where expecting drugs 
to act similarly on individuals with too much or too little sleep, eating or 
activity makes little sense, but is also relevant for psychological therapies, so 
that an intervention designed to support someone whose thinking is said to 
be too concrete is unlikely to be helpful for someone who does not have that 
problem.26

There is the possibility that in the future we will be able to understand 
more about what is happening in somebody’s brain, their neurotransmitter 
make-up and the operation of individual brain circuits and use personalised, 
individualised psychotropic care. But we are a long way from that. Social 
interventions seem less prone to having this problem, but are also harder to 
research. For example, it can be very difficult to recruit individuals burdened 
by debt in order to test whether debt relief will make a difference to their 
anxiety or depression.27

POPULATION AND SYSTEMS APPROACHES

The Alma Ata agreement of 197828 described a visionary future of primary 
care and affords a framework to bring together individuals’ and communities 
resources with those of statutory services to provide individual care across 
health and other sectors. Population-based approaches come in a range of 
guises. While we have seen how mental health problems are not very treat-
able with medication, it seems likely that, because of their nature, they are 
likely to be improved (even if unpredictably) by a small degree by multiple 
interventions or broader self-help opportunities. Much of the resource for this 
will be within the individual, their family and community, as well as through 
physical assets such as lakes, hills or parks.

Goldberg and Huxley developed the model of ‘pathways to care’, illustrat-
ing that of those seeking help, only some are diagnosed in primary care, and 



Alternative approaches to the ‘diagnose and treat’ model of care  17

some are passed on to secondary care.29 This model has helped those design-
ing systems in both HICs and LMICs to consider how to ensure those with 
the most significant mental health problems gain specialist care. However, it 
does not fully recognise individuals nor the important role of families and 
community assets. It also does not address the inequalities of access we have 
seen in most settings since the inverse care law was first described.30 These 
linear systems with pathways into more intensive care appear to have been 
accompanied by a range of clinical ‘cultural’ phenomena. Firstly, the idea that 
as practitioners, we are responsible for treating individuals – a need to ‘fix 
them’. This seemingly positive idea can lead to problems when the treatments 
are not very effective. In contrast, an opposite response to the ‘demand’ we 
have created is to say depression is ‘not a problem for medicine’ and indi-
viduals need to ‘sort things out for themselves’. The combination can lead to 
confusion, hopelessness or anger. Such ‘clinical cultural’ ideas held by prac-
titioners might be driven by fear. Fear of disappointing patients or fear of 
being accused of negligence provides an impetus to treat. This risk aversion 
can contribute to systems with long waiting times and dissatisfied patients 
and workforce.

Related cultural phenomena are found in professional organisations, as 
well as voluntary sector campaign groups which may gain from promoting 
the idea that we need to diagnose and treat more people. The media further 
contribute by talking up new fixes and rarely publicising the low effect sizes 
of medications or neutral trial results.

WAYS FORWARD

Addressing these problems will not always be easy. Finding solutions might 
require looking across our systems, understanding patient flows, population 
needs and our clinical and community cultures. Here we explore options at 
both clinical and population levels. There are positive examples across each 
continent and techniques such as asset-based community development31 
alongside the values articulated at Alma Ata.28 Countries where psychiatric 
systems are less developed may have advantages, both because systems and 
pathways have not been set in stone and because there may be less of a culture 
within the population believing that mental health problems are similar to 
other diseases.

For primary care practitioners in everyday practice, some specific changes 
can build on current strengths. Primary care practitioners are skilled at 
engaging individuals and supporting them to feel that they can be helped. In 
the UK, the DESTRESS project has reshaped the consultation model based on 
what a lot of experienced practitioners do already and on what patients want.32 
It is being developed further into an approach with three lenses: Strength-
based, trauma-informed and diagnosis-aligned. The first step is to build 
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engagement and trust, the second step is to understand rather than diagnose 
and the third is to develop a shared plan together. Rather than launch in 
with a list of questions to obtain a diagnosis of anxiety or depression, prac-
titioners are encouraged to do what many do anyway, which is listen to their 
patients; understand what is troubling them, including any social problems; 
and, with consent, enquiring about what past losses and traumas have led to 
their difficulties.

As part of building this shared understanding, a more medical or psycho-
logical approach might be helpful, with questions from the standard psychi-
atric history-taking used to understand the nature of what is happening in 
the brain, rather than just for coming to a diagnosis. For example, questions 
about mood can help identify individuals who feel low and slowed down for 
long periods or whether within a day there is rapid variation between anger 
and agitation and irritability, whether feelings of hopelessness are linked to 
self-harm and whether any episodes of elation last hours or weeks. Questions 
about thinking patterns can help develop a shared understanding about 
whether an individual has a tendency to paranoia and believing people are 
trying to harm them or whether they rarely think about others and dwell on 
negative thoughts about themselves. Questions about perception can be used 
both to ensure psychosis (e.g., hallucinations) is not missed and to identify 
symptoms of dissociation (e.g., the world not feeling real) and flashbacks of 
past trauma. Answers to these traditional psychiatric questions can therefore 
be used to develop the shared understanding so it includes links between what 
is happening in the social and psychological worlds. This can help individu-
als identify which social factors might be changeable in their lives. Diagnosis 
can be part of this formulation, but does not have to be, as often patients find 
that a good shared understanding means that a diagnosis is less likely to be 
requested.

There are positive signs that similar ideas are being developed across the 
world. In Burma, a randomised controlled trial (RCT)33 has shown that trans-
diagnostic community-based mental health treatment for comorbid disor-
ders can have a positive impact on mental well-being. In Uganda an RCT of 
group-based interpersonal psychotherapy for low mood has shown positive 
outcomes34 and has been scaled up to be delivered to 130,000 individuals 
in Zambia and Uganda.35 This approach combines individual work with the 
spread of ideas within the community through group-based work and spread 
beyond those attending groups.

Practitioners may also take on the role of supporting communities and 
populations in understanding their local situation in order to tailor support 
as well as engage in prevention. In Zambia a common element treatment 
approach working with couples has been shown to reduce intimate partner 
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violence and alcohol use in an RCT.36 This shows how the role of primary care 
practitioners in health care teams can work with local mental health teams 
and other voluntary sector organisations. Interestingly this is the vision now 
being developed in the UK with the Community Mental Health Framework.37 
This policy initiative diminishes the importance of the diagnostic model by 
emphasising individuals’ strengths, collaboration across organisations and 
social support for individuals such as debt relief or better relationships. Rather 
than the Pathways to Care model,29 networks of opportunities of social and 
psychological support are promoted. Evaluating such initiatives is complex 
and requires a systems approach rather than RCTs. The development of 
these approaches also requires political willpower with practitioner leaders 
and local managers working together to shift prevailing psychiatric models 
towards whole-person, whole-system ways of working. In the UK there is an 
emerging belief that this can be part of the answer to our problem of over-
medication and long waiting lists for specialist mental health therapy and a 
population which increasingly identifies itself as ill with depressive disorder, 
or anxiety disorder, or bipolar disorder or borderline personality disorder. 
Asset-based community development31 takes this further and may be pro-
moted by primary care practitioners who can advocate for mental well-being 
as one of the outcomes alongside others, such as alleviation of poverty, genera-
tion of employment or reduction in violence. An example of these includes 
cash transfers to families with the aim of improving well-being and mental 
health of children.38

In conclusion, as HICs are now engaged in redesigning services and 
approaches to mental health care, an opportunity exists for LMICs to 
take a shortcut, revert to the principles of Alma Ata and develop primary 
care mental health systems which both support individuals to cope with 
distress and take on a whole population and community approach. Given 
the problems of the diagnostic system and the clear evidence that psy-
chotropic medication has low effectiveness, clinicians can be reassured 
they do not need to escalate prescribing and can shift to a more radi-
cally open approach to information-sharing about the low likelihood of 
benefit, strong possibilities of side effects and withdrawal symptoms and 
uncertainties about long-term harm. It might also be important to be clear 
about the low effectiveness of psychotherapy and be aware that it could be 
prohibitively expensive if scaled up for all individuals with anxiety and 
depression. Therapy in groups34 or that has wider systemic effects might 
be more important to develop, alongside supporting individuals to engage 
in social interventions addressing current adversity and supporting com-
munities to reinforce natural instincts towards listening and kindness and 
to prevent violence.
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3.1 THE CASE FOR AND AGAINST SCREENING

Felicity Goodyear-Smith

There is an argument that screening for conditions such as depression and 
anxiety may confer benefits. Patients with these conditions are identified, 
ideally early in their disease trajectory, and offered appropriate treatment 
and care. However, there are also potential harms from mass screening of 
populations. No test is 100% sensitive or specific. There will be false nega-
tives, meaning that some people with the conditions may be missed. There 
will also be false positives, whereby people who are not truly clinically 
depressed or anxious are wrongly diagnosed. Effective evidence-based man-
agement also needs to be available and cost-effective within the available 
health system.

CRITERIA FOR SCREENING

The World Health Organization (WHO) identifies the following criteria to 
justify screening:1

1.	 The condition sought should be an important health problem.
2.	 There should be an accepted treatment for patients with recognised disease.
3.	 Facilities for diagnosis and treatment should be available.
4.	 There should be a recognisable latent or early symptomatic stage.
5.	 There should be a suitable test or examination.
6.	 The test should be acceptable to the population.
7.	 The natural history of the condition, including development from latent 

to declared disease, should be adequately understood.
8.	 There should be an agreed policy on whom to treat as patients.
9.	 The cost of case-finding (including diagnosis and treatment of patients 

diagnosed) should be economically balanced in relation to possible 
expenditure on medical care as a whole.

10.	 Case-finding should be a continuing process and not a ‘once and for all’ 
project.

The Journal of the American Medical Association (JAMA) evidence-based 
medicine working group recommendations2 outline similar factors to be 
considered:

Are the recommendations valid?

•	 Is there randomised controlled trial (RCT) evidence that earlier 
intervention works?

•	 Were the data identified, selected, and combined in an unbiased fashion?
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What are the recommendations, and will they help you in caring for your 
patients?

•	 What are the benefits?
•	 What are the harms?
•	 How do benefits and harms compare in different people and with 

different screening strategies?
•	 What is the impact of people’s values and preferences?
•	 What is the impact of uncertainty associated with the evidence?
•	 What is the cost-effectiveness?

Effectively, two criteria should be met: There must be an accurate test for the 
condition, and there must be scientific evidence that screening can prevent 
adverse outcomes. The test must be able to detect the target condition ear-
lier than without screening and with sufficient accuracy to avoid producing 
large numbers of false-positive and false-negative results. Screening for, and 
treating persons with, early disease should improve the likelihood of favour-
able health outcomes (for example, disease-specific morbidity or mortality) 
compared with treating patients when they present with signs or symptoms 
of disease. Ultimately, an RCT needs to be performed to verify this claim.

Screening and case-finding

Screening tests do not diagnose an illness. Those testing positive need to 
undergo a ‘gold-standard’ diagnostic test. Screening tests should have a good 
sensitivity (identify most people with the condition) and adequate specific-
ity (identify most people who do not have the condition). However, there is 
a risk that there will be false negatives, and hence underdiagnosis, but also 
false positives and hence overinvestigation, overdiagnosis, or misdiagnosis.

The terms screening and case-finding are sometimes used synonymously.3 
However, while both involve the early detection of a condition, there is a 
range from a broad-based programme through to opportunistic screening of 
an individual. Mass screening involves testing an asymptomatic population 
for the presence of a condition, which, if identified, can led to early interven-
tion, reducing subsequent morbidity or mortality. This is usually conducted 
by inviting the target population to attend for testing. For a specific condition, 
testing will depend on a number of criteria, including the age and gender of 
the patient. Examples include breast and cervical cancer screening for eligible 
women. However, when an entire population is screened, for most conditions, 
it will be expected that the vast majority will be negative (do not have the dis-
ease). The smaller the likelihood of a screened person having a condition (i.e., a 
low pre-test probability), the greater the risk that they will have a false-positive 
result, meaning they will need to undergo unnecessary investigations.
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If the screening is targeted to a specific population beyond demographics 
such as age or sex, this problem may be reduced. People might only be eligible 
for screening if they have certain risk factors which increase their likelihood 
of being a positive case (i.e., the pre-test probability is increased). These fac-
tors might be genetic variants, having another health condition or lifestyle 
factors – for example, screening smokers for lung cancer.

Case-finding may be considered to be offering a screening test opportunis-
tically to an individual, although there is no clearcut definitions of ‘screening’ 
and ‘case-finding’. Case-finding in a primary care consultation may involve 
seeking early detection of a condition when a patient attends for an unrelated 
concurrent disorder, who may or may not be symptomatic.

SHOULD WE SCREEN FOR DEPRESSION AND ANXIETY?

A number of systematic reviews and meta-analyses have been conducted 
on screening for depression, using the accepted criteria noted earlier. Three 
conducted by Gilbody and colleagues between 2001 and 2008, including one 
Cochrane review, did not favour screening.3–5 On the other hand, two reviews 
by the US Preventive Services Task Force (USPTF) in 20026,7 and 20098,9 
favoured screening. An analysis exploring these opposing recommendations 
found that a major factor was whether a review included or excluded a large 
study which provided data on the outcome of the effect of depression screen-
ing on treatment (i.e., whether the patient received treatment for depression).10

Assessment of these differing reviews demonstrates how decisions in the 
meta-analysis process can shape the conclusion. This study shows that even 
meta-analyses are never value-free.11 While scientific enquiry extends empirical 
knowledge and directs evidence-based practice, research findings are neither 
complete nor immutable and will always rest on the questions we ask and the 
interpretations we make.12 Application of generic findings needs to be contextu-
alised. The decision to screen or not to screen depends on many context-specific 
factors, in particular the availability and accessibility of effective interventions.

In his chapter on alternative models of care, Richard Bying challenges the 
dominant view that depression and anxiety should be approached as dis-
eases or disorders which need detecting and treating. From his perspective, 
common mental problems occur in every community as people struggle to 
meet the social and psychological issues in their life journeys. Given the het-
erogenous symptom clusters, for example, sleeping or eating too much or 
too little, being slow or agitated, he argues that often diagnostic labels are 
applied inappropriately. Further, the effect sizes for both pharmaceutical and 
psychological interventions are small, and he advocates an approach focused 
on supporting individuals to cope with distress. Under his paradigm, use of 
screening tools in primary care does not meet the criterion that ‘there is RCT 
evidence that earlier intervention works’.
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3.2 TOOLS USED FOR ASSESSING AND SCREENING 
FOR DEPRESSION AND ANXIETY IN PRIMARY CARE
Sherina Mohd Sidik and Felicity Goodyear-Smith

In the previous two chapters, we have discussed screening our clinical popu-
lations for depression and anxiety. It can be seen that, at least in primary care 
settings, where these conditions are likely to be less severe than in secondary-
care psychiatric patient populations, there is a lack of consensus as to whether 
these conditions should be screened for and diagnosed.

However, there are in fact many mental health assessment and screening 
tools available and used in primary care. In this chapter we review the most 
commonly used tools for assessing depression and anxiety in primary care 
settings.

In 2018 a systemic literature review identified and evaluated publicly 
available, psychometrically tested tools that primary care physicians can 
use to screen adult patients for common mental disorders such as depres-
sion, anxiety and substance misuse.1 The review identified 24 tools that 
screen for behavioural health disorders in adults in primary care settings. 
There were 13 short instruments with five or fewer items and 11 longer 
instruments. Sixteen of these 24 were unique tools, and 8 were subscales 
or portions of subscales originally developed as part of the longer instru-
ments. Some were single-disorder tools (including four for substance use 
disorders), and some were multi-disorder, assessing for more than one 
mental health or substance use disorder. This chapter focuses on mental 
health disorders and does not discuss tools solely assessing substance 
misuse.

TOOLS FOR SCREENING DEPRESSION IN PRIMARY CARE
Patient Health Questionnaire (PHQ)

The Patient Health Questionnaire (PHQ) is the most tested and commonly 
used depression-screening tool in primary care settings. The PHQ-9 is a self-
report tool, consisting of nine questions based on the nine Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-V) criteria for 
major depression, and is used to determine the presence or absence of depres-
sion (Figure 3.1).2 PHQ-9 scores range from 0 to 27, as each of the nine items 
are scored from 0 (not at all) to 3 (nearly every day). PHQ-9 scores of 5, 10, 
15, and 20 represent mild, moderate, moderately severe, and severe depres-
sion, respectively Although a screening tool, it is sometimes used for making 
diagnoses, for assessing severity of depressive disorders, and for monitoring 
treatment.
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Over the last 2 weeks, how often have 
you been bothered by the following 
problems?

Not 
at all

Several 
days

More than 
half the days

Nearly 
every day

1.	 Little interest or pleasure in doing 
things

0 +1 +2 +3

2.	 Feeling down, depressed or hopeless 0 +1 +2 +3

3.	 Trouble falling asleep, staying asleep, 
or sleeping too much

0 +1 +2 +3

4.	 Feeling tired or having little energy 0 +1 +2 +3

5.	 Poor appetite or overeating 0 +1 +2 +3

6.	 Feeling bad about yourself – or that 
you’re a failure or have let yourself or 
your family down

0 +1 +2 +3

7.	 Trouble concentrating on things, such 
as reading the newspaper or watching 
television

0 +1 +2 +3

8.	 Moving or speaking so slowly that 
other people could have noticed. Or, 
the opposite – being so fidgety or 
restless that you have been moving 
around a lot more than usual

0 +1 +2 +3

9.	 Thoughts that you would be better off 
dead or of hurting yourself in some way

0 +1 +2 +3

Interpretation:

•	 Total score of 5, 10, 15, and 20 represent cut-off points for mild, moderate, 
moderately severe, and severe depression, respectively.

•	 Note: Question 9 is a single screening question on suicide risk. A patient who 
answers yes to question 9 needs further assessment for suicide risk by an 
individual who is competent to assess this risk.

Provisional Diagnosis and Proposed Treatment Actions

PHQ-9 
Score

Depression 
Severity

Proposed Treatment Actions

0–4 None-minimal None

5–9 Mild Watchful waiting; repeat PHQ-9 at follow-up

10–14 Moderate Treatment plan, considering counselling, follow-up and/or 
pharmacotherapy

15–19 Moderately 
severe

Active treatment with pharmacotherapy and/or 
psychotherapy

20–27 Severe Immediate initiation of pharmacotherapy and, if severe 
impairment or poor response to therapy, expedited referral 
to a mental health specialist for psychotherapy and/or 
collaborative management

FIGURE 3.1  Patient Health Questionnaire (PHQ-9).
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Its validity as a brief depression severity measure was first published in 
2001, where at a score of 10 and above, the PHQ-9 had a high sensitivity 
of 88% and specificity of 88% for major depression.3 The PHQ-9 has been 
translated into many different languages and has widespread use globally. 
Validation and calibration studies have been conducted in many countries 
including Argentina,4 Bangladesh,5 Columbia,6 Tunisia,7 Malaysia,8 and 
New Zealand.9

There are a number of PHQ sub-scales that can be administered and 
scored separately. The PHQ-8 consists of eight of the nine criteria based 
on the DSM-IV diagnosis of depressive disorders, where the ninth question 
of the PHQ-9, which assesses suicidal or self-injurious thoughts, has been 
omitted. It has been found to be comparable to the PHQ-9 in terms of diag-
nosing depressive disorders, with a cut-point ≥10 used for defining current 
depression.10

The ultra-brief PHQ-2 comprises the first two questions and is often used 
for a rapid initial assessment. A PHQ-2 threshold score of 3 has been found 
to have a sensitivity of 74% and specificity of 60% for a diagnosis of major 
depressive illness.11 It is indicated as a useful and efficient screener and mea-
sure of treatment progress and outcomes in routine primary care.12 Adding 
a ‘help’ question to the PHQ-2, asking whether the person would like help 
either immediately or at a later time, found a general practitioner diagnosis 
with a 79% sensitivity and a 94% specificity.13

A large validation study of the PHQ-2 and PHQ-9 in primary care found 
that the sensitivity and specificity of the PHQ-2 for diagnosing major depres-
sion were 86% and 78%, respectively, with a score of 2 or higher and 61% and 
92% with a score 3 or higher. For the PHQ-9, they were 74% and 91%, respec-
tively, with a score of 10 or higher.14

Hamilton Depression Rating Scale (HAM-D)

An early screening tool for depression is the Hamilton Depression Rating 
Scale (HAM-D), developed in 1960. The original version contains 17 items 
(HAM-D17 or HDRS17) pertaining to symptoms of depression experienced 
over the past week (Figure 3.2).15 The HDRS was originally developed for 
hospital inpatients to assess severity and change in depressive symptoms in 
adults. A score of 0–7 is generally accepted to be within the normal range (or 
in clinical remission), while a score of 20 or higher indicates at least moder-
ate severity.

There are a number of different versions of varying lengths: HAM-D6, 
HAM-D7, HAM-D8, HAM-D21, HAM-D24, and HAM-D29, as well as an 
Interactive Voice Response version (IVR), a Seasonal Affective Disorder 
version, and a Structured Interview Version (HDS-SIV).16 The HAM-D is 
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PLEASE COMPLETE THE SCALE BASED ON A STRUCTURED INTERVIEW

Instructions: For each item select the one “cue” which best characterizes the patient. Be sure 
to record the answers in the appropriate spaces (positions 0–4).

1.	 �DEPRESSED MOOD (sadness, hopeless, 
helpless, worthless)

	 0 |__| Absent.
	 1 |__| �These feeling states indicated only 

on questioning.
	 2 |__| �These feeling states spontaneously 

reported verbally.
	 3 |__| �Communicates feeling states 

non-verbally, i.e., through facial 
expression, posture, voice and 
tendency to weep.

	 4 |__| �Patient reports virtually only these 
feeling states in his/her spontaneous 
verbal and non-verbal communication.

2.	 FEELINGS OF GUILT
	 0 |__| Absent.
	 1 |__| �Self-reproach, feels he/she has let 

people down.
	 2 |__| �Ideas of guilt or rumination over 

past errors or sinful deeds.
	 3 |__| �Present illness is a punishment. 

Delusions of guilt.
	 4 |__| �Hears accusatory or denunciatory 

voices and/or experiences threatening 
visual hallucinations.

3.	 SUICIDE
	 0 |__| Absent.
	 1 |__| Feels life is not worth living.
	 2 |__| �Wishes he/she were dead or any 

thoughts of possible death to self.
	 3 |__| Ideas or gestures of suicide.
	 4 |__| �Attempts at suicide (any serious 

attempt rate 4).

4.	 INSOMNIA: EARLY IN THE NIGHT
	 0 |__| No difficulty falling asleep.
	 1 |__| �Complains of occasional difficulty falling 

asleep, i.e., more than half an hour.
	 2 |__| �Complains of nightly difficulty falling 

asleep.

5.	� INSOMNIA: MIDDLE OF THE NIGHT
	 0 |__| No difficulty.
	 1 |__| �Patient complains of being restless 

and disturbed during the night.
	 2 |__| �Waking during the night – any getting 

out of bed rates 2 (except for 
purposes of voiding).

6.	� INSOMNIA: EARLY HOURS  
OF THE MORNING

	 0 |__| No difficulty.
	 1 |__| �Waking in early hours of the morning 

but goes back to sleep.
	 2 |__| �Unable to fall asleep again if he/she 

gets out of bed.

7.	 WORK AND ACTIVITIES
	 0 |__| No difficulty.
	 1 |__| �Thoughts and feelings of incapacity, 

fatigue or weakness related to 
activities, work or hobbies.

	 2 |__| �Loss of interest in activity, hobbies, 
or work – either directly reported by 
the patient or indirect in 
listlessness, indecision, and 
vacillation (feels he/she has to push 
self to work or activities).

	 3 |__| �Decrease in actual time spent in 
activities or decrease in productivity. 
Rate 3 if the patient does not spend 
at least three hours a day in activities 
(job or hobbies) excluding routine 
chores.

	 4 |__| �Stopped working because of present 
illness. Rate 4 if patient engages in 
no activities except routine chores, or 
if patient fails to perform routine 
chores unassisted.

8.	 �RETARDATION (slowness of thought and 
speech, impaired ability to concentrate, 
decreased motor activity)

	 0 |__| Normal speech and thought.
	 1 |__| �Slight retardation during the 

interview.
	 2 |__| �Obvious retardation during the 

interview.
	 3 |__| Interview difficult.
	 4 |__| Complete stupor.

9.	 �AGITATION
	 0 |__| None.
	 1 |__| Fidgetiness.
	 2 |__| Playing with hands, hair, etc.
	 3 |__| Moving about, can’t sit still.
	 4 |__| �Hand wringing, nail biting, hair-

pulling, biting of lips.

  (Continued )

FIGURE 3.2  Hamilton Depression Rating Scale (HAM-D17 or HDRS17).
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10.	 �ANXIETY PSYCHIC
	 0 |__| No difficulty.
	 1 |__| �Subjective tension and irritability.
	 2 |__| Worrying about minor matters.
	 3 |__| �Apprehensive attitude apparent in 

face or speech.
	 4 |__| �Fears expressed without 

questioning.

11.	 �ANXIETY SOMATIC (physiological 
concomitants of anxiety) such as:

	� gastrointestinal – dry mouth, wind, 
indigestion, diarrhoea, cramps, belching

	� cardiovascular – palpitations, headaches
	� respiratory – hyperventilation, sighing
	 urinary frequency
	 sweating
	 0 |__| Absent.
	 1 |__| Mild.
	 2 |__| Moderate.
	 3 |__| Severe.
	 4 |__| Incapacitating.

12.	 �SOMATIC SYMPTOMS 
GASTROINTESTINAL

	 0 |__| None.
	 1 |__| �Loss of appetite but eating without 

staff encouragement. Heavy 
feelings in abdomen.

	 2 |__| �Difficulty eating without staff 
urging. Requests or requires 
laxatives or medication for bowels 
or medication for gastrointestinal 
symptoms.

13.	 �GENERAL SOMATIC SYMPTOMS
	 0 |__| None.
	 1 |__| �Heaviness in limbs, back, or head. 

Backaches, headaches, muscle 
aches. Loss of energy and fatigability.

	 2 |__| �Any clear-cut symptom rates 2.

14.	 �GENITAL SYMPTOMS (symptoms 
such as loss of libido, menstrual 
disturbances)

	 0 |__| Absent.
	 1 |__| Mild.
	 2 |__| Severe.

15.	 �HYPOCHONDRIASIS
	 0 |__| Not present.
	 1 |__| Self-absorption (bodily).
	 2 |__| Preoccupation with health.
	 3 |__| �Frequent complaints, requests for 

help, etc.
	 4 |__| Hypochondriacal delusions.

16.	 �LOSS OF WEIGHT (RATE EITHER  
a OR b)

a) �According to 
the patients:

b) �According to 
weekly 
measurements:

0 |__| �No weight 
loss.

0 |__| �Less than 1 lb 
weight loss in 
week.

1 |__| �Probable 
weight loss 
associated 
with present 
illness.

1 |__| �Greater than 
1 lb weight 
loss in week.

2 |__| �Definite 
(according 
to patient) 
weight loss.

2 |__| �Greater than 
2 lb weight 
loss in week.

3 |__| �Not 
assessed.

3 |__| Not 
assessed.

17.	 �INSIGHT
	 0 |__| �Acknowledges being depressed 

and ill.
	 1 |__| �Acknowledges illness but attributes 

cause to bad food, climate, overwork, 
virus, need for rest, etc.

	 2 |__| �Denies being ill at all.

Total score: |__|__|

This scale is in the public domain.

FIGURE 3.2  (Continued)
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often used as a research tool but has limited use in primary care and was not 
included in Mulvaney-Day et al.’s systematic review.1

Beck Depression Inventory (BDI-II)

The Beck Depression Inventory (BDI) is a self-report tool developed in 1961 
to measure the severity of depression.17 The BDI was revised to include addi-
tional items and reflect changes in the DSM. The revised vBDI, known as 
the BDI-II, is the most widely used version and includes 21 items, each of 
which corresponds to a symptom of depression. For the BDI-II, a score 
of 10–18 indicates mild depression and ≥30 indicates severe depression.18 
The BDI has good reliability and validity. The test-retest reliability of the 
BDI-II ranged from 0.73 to 0.92, which means that the scores are consistent 
over time. The internal consistency of the BDI-II was 0.9, which means that 
the items on the questionnaire relate to each other and measure the same 
construct.1

Although the BDI-II was previously endorsed by the National Institute for 
Health and Clinical Excellence (NICE) for use in primary care to measure 
baseline depression severity and treatment responsiveness,18 it is predomi-
nantly a research tool. Furthermore the official BDI is copyrighted and must 
be purchased for use; hence, the freely available PHQ-9 is a preferable primary 
care choice.

Edinburgh Postnatal Depression Scale (EPDS)

The Edinburgh Postnatal Depression Scale (EPDS) is a specific tool used only 
for women during pregnancy and for the first 12 months after delivery to 
identify those at risk for perinatal depression.6,7 The 10-question tool assesses 
depressive symptoms for the past seven days, with those scoring >13 likely 
to be suffering from a depressive illness of varying severity (Figure 3.3).19 An 
early study found that using a cut-off value of ≥5 gave a sensitivity of 71% 
and specificity of 65%,20 but in a more recent and larger study, the optimal 
cut-off score during the second trimester was seen to be 4/5, with a sensitivity 
of 86% and specificity of 77%.21 Using the ≥5 cut-off value may be adequate 
for initial screening, followed by further assessments and possibly antenatal 
intervention when positive.22

TOOLS FOR SCREENING ANXIETY IN PRIMARY CARE
Generalized Anxiety Disorder Questionnaire (GAD-7)

The seven-item Generalized Anxiety Disorder scale (GAD-7) was devel-
oped for use in primary care (Figure 3.4).23,24 It is a self-reported tool with 
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Name:_____________________________
Your Date of Birth: __________________
Baby’s Date of Birth: ________________

Address: �_________________________ 
_________________________

Phone: ___________________________

As you are pregnant or have recently had a baby, we would like to know how you are 
feeling. Please check the answer that comes closest to how you have felt IN THE 
PAST 7 DAYS, not just how you feel today. Here is an example, already completed.

□  I have felt happy:
□  Yes, all the time
☒ Yes, most of the time
□  No, not very often
□  No, not at all

This would mean: “I have felt happy most 
of the time” during the past week.

Please complete the other questions in the 
same way.

In the past 7 days:

1.	 I have been able to laugh and see the 
funny side of things

	 □  As much as I always could
	 □  Not quite so much now to cope at all
	 □  Definitely not so much now
	 □  Not at all
2.	 I have looked forward with enjoyment 

to things
	 □  As much as I ever did
	 □  Rather less than I used to
	 □  Definitely less than I used to
	 □  Hardly at all
3.	 I have blamed myself unnecessarily 

when things went wrong
	 □  Yes, most of the time
	 □  Yes, some of the time
	 □  Not very often
	 □  No, never
4.	 I have been anxious or worried for no 

good reason
 	 □  No, not at all
	 □  Hardly ever
	 □  Yes, sometimes
	 □  Yes, very often
5.	 I have felt scared or panicky for no 

very good reason
	 □  Yes, quite a lot
	 □  Yes, sometimes
	 □  No, not much
	 □  No, not at all

	 6.	 Things have been getting on top of me
	� □ � Yes, most of the time I haven’t 

been able to cope at all
	� □ � Yes, sometimes I haven’t been 

coping as well as usual
	� □ � No, most of the time I have 

coped quite well
	� □ � No, I have been coping as well as 

ever
	 7.	 I have been so unhappy that I have 

had difficulty sleeping
	 □  Yes, most of the time
	 □  Yes, sometimes
	 □  Not very often
	 □  No, not at all
	 8.	 I have felt sad or miserable
	 □  Yes, most of the time
	 □  Yes, quite often
	 □  Not very often
	 □  No, not at all
	 9.	 I have been so unhappy that I have 

been crying
	 □  Yes, most of the time
	 □  Yes, quite often
	 □  Only occasionally
	 □  No, never
	10.	 The thought of harming myself has 

occurred to me
	 □  Yes, quite often
	 □  Sometimes
	 □  Hardly ever
	 □  Never

FIGURE 3.3  Edinburgh Postnatal Depression Scale (EPDS).  (Continued )
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SCORING
QUESTIONS 1, 2, AND 4 (without an *)
Are scored 0, 1, 2, or 3 with the top box scored as 0 and the bottom box scored as 3.

QUESTIONS 3, 5–10 (marked with an *)
Are reverse-scored, with the top box scored as a 3 and the bottom box scored as 0.

	 Maximum score: 30
	 Possible depression: 10 or greater
	 Always look at item 10 (suicidal thoughts)

Users may reproduce the scale without further permission, providing they respect 
copyright by quoting the names of the authors, the title, and the source of the paper 
in all reproduced copies.

Instructions for using the Edinburgh Postnatal Depression Scale:

1.	 The mother is asked to check the response that comes closest to how she has 
been feeling in the previous 7 days.

2.	 All the items must be completed.
3.	 Care should be taken to avoid the possibility of the mother discussing her 

answers with others. (Answers come from the mother or pregnant woman.)
4.	 The mother should complete the scale herself, unless she has limited English or 

has difficulty with reading.

demonstrated good reliability with a sensitivity for diagnosing anxiety (cut-
off point ≥8) of 92% and specificity of 76%. It can therefore be used to deter-
mine the presence or absence of anxiety at a recommended cut-off point of 
8 and above, although scores of 5, 10, and 15 are taken as the cut-off points 
for mild, moderate, and severe anxiety, respectively.24 Apart from detecting 
GAD, the GAD-7 can also detect panic disorder, social anxiety disorder, and 
post-traumatic stress disorder (PTSD), and is most appropriate for use in pri-
mary care settings.23 The seven items refer to symptoms experienced during 
the two weeks prior to answering the questionnaire, and each item has four 
answers (“not at all”, “several days”, “more than half the days”, and “nearly 
every day”), scored from 0 (not at all) to 3 (nearly every day). Scores of GAD-7 
range from 0 to 21.

The GAD-7 has widespread use and has been validated in a number of 
different countries and settings, including Malaysia,25 Cyprus,26 and Korea.27

The GAD-2 is an ultra-quick version, consisting of the first two questions 
of the GAD-7. It has been validated in a number of studies and has been 
proposed as a first step for screening for GAD28 and measuring treatment 
progress and outcomes in routine clinical care.12

FIGURE 3.3  (Continued)
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Over the last 2 weeks, how often 
have you been bothered by the 
following problems?

Not at 
all

Several 
days

More 
than half 
the days

Nearly 
every 
day

1.	 Feeling nervous, anxious, or on edge 0 +1 +2 +3

2.	 Not being able to stop or control 
worrying

0 +1 +2 +3

3.	 Worrying too much about different 
things

0 +1 +2 +3

4.	 Trouble relaxing 0 +1 +2 +3

5.	 Being so restless that i is hard to sit 
still

0 +1 +2 +3

6.	 Becoming easily annoyed or 
irritable

0 +1 +2 +3

7.	 Feeling afraid, as if something 
awful might happen

0 +1 +2 +3

Column totals: ________ + ________ + ________ + ________

Total score: ________

If you checked any problems, how difficult have they made it for you to do your 
work, take care of things at home, or get along with other people?

Not difficult at all
⬜

Somewhat difficult
⬜

Very difficult
⬜

Extremely difficult
⬜

Scoring GAD-7 Anxiety Severity
This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, 
respectively, of “not at all,” “several days,” “more than half the days,” and “nearly 
every day.”

GAD-7 total score for the seven items ranges from 0 to 21.
0–4: minimal anxiety
5–9: mild anxiety
10–14: moderate anxiety
15–21: severe anxiety

FIGURE 3.4  Generalized Anxiety Disorder Scale (GAD-7).

TOOLS MEASURING STRESS AND DISTRESS
Kessler Psychological Distress Scale 10 (K10)

The Kessler Psychological Distress Scale (K10) is a simple measure of non-
specific psychological distress (Figure 3.5).29 The K10 scale involves 10 ques-
tions asking respondents how frequently they experienced symptoms of 
psychological distress (e.g., “feeling so sad that nothing can cheer you up”) 
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Please tick the answer that 
is correct for you:

All of the 
time 

(score 5)

Most of 
the time 
(score 4)

Some of 
the time 
(score 3)

A little of 
the time 
(score 2)

None of 
the time 
(score 1)

	 1.	 In the past 4 weeks, about 
how often did you feel tired 
out for no good reason?

	 2.	 In the past 4 weeks, 
about how often did you 
feel nervous?

	 3.	 In the past 4 weeks, about 
how often did you feel so 
nervous that nothing 
could calm you down?

	 4.	 In the past 4 weeks, 
about how often did you 
feel hopeless?

	 5.	 In the past 4 weeks, 
about how often did you 
feel restless or fidgety?

	 6.	 In the past 4 weeks, 
about how often did you 
feel so restless you could 
not sit still?

	 7.	 In the past 4 weeks, 
about how often did you 
feel depressed?

	 8.	 In the past 4 weeks, about 
how often did you feel that 
everything was an effort?

	 9.	 In the past 4 weeks, 
about how often did you 
feel so sad that nothing 
could cheer you up?

	10.	 In the past 4 weeks, 
about how often did you 
feel worthless?

In the context of injury management, the measure can be provided to the patient 
where recovery is not proceeding as anticipated (for instance, between weeks four 
and six) and may highlight the need for more regular review or referral to a specialist 
health provider such as a psychologist. Questions 3 and 6 do not need to be asked if 
the response to the preceding question was ‘none of the time’. In such cases, 
questions 3 and 6 should receive an automatic score of 1.

FIGURE 3.5  Kessler Psychological Distress Scale (K10).  (Continued )
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Scoring instructions
Each item is scored from 1 ‘none of the time’ to 5 ‘all of the time’. Scores of the 10 
items are then summed, yielding a minimum score of 10 and a maximum score of 
50. Low scores indicate low levels of psychological distress, and high scores 
indicate high levels of psychological distress.

Interpretation of scores
The 2001 Victorian Population Health Survey adopted a set of cut-off scores that may 
be used as a guide for screening for psychological distress. These are outlined next:

K10 Score: Likelihood of having a mental disorder (psychological distress)

10–19 Likely to be well
20–24 Likely to have a mild disorder
25–29 Likely to have a moderate disorder
30–50 Likely to have a severe disorder

during the past 30 days. Responses are recorded using a five-category scale 
(all of the time, most of the time, some of the time, a little of the time, and 
none of the time). This measure can be used as a brief screening tool to 
identify levels of distress. It can be self-completed, or alternatively, the ques-
tions can be read to the patient by the practitioner. Data from the Australia 
National Survey of Mental Health and Well-being (1997) found that there 
was a strong association between a high score of K10 and a current Composite 
International Diagnostic Interview (CIDI) diagnosis of anxiety or affective 
disorders.30 The K6 has a subset of six of the questions.

Although it has been used in many countries, use of K6/K10 as a screen-
ing tool in culturally diverse populations is relatively untested.31 When 
cut-off scores have not been validated in a local population, it is difficult 
to interpret the significance of a patient’s score in a clinical setting. A high 
score should be taken seriously, as it may indicate mental health issues, 
but scores should not be taken at face value in populations where there has 
been no validation conducted and should be followed up with a clinical 
interview.

Perceived Stress Scale (PSS)

The original Perceived Stress Scale (PSS) was developed in 1983 as a 
14-item scale (PSS-14) with 7 positive items and 7 negative items rated 
on a 5-point Likert scale (Figure 3.6).32 It was shortened to the 10-item  
(PSS-10) and again to the 4-item (PSS-4). Psychometrically, the PSS-10 
appears to be the best version to measure perceived stress, both in practice 
and in research.33

FIGURE 3.5  (Continued)
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The Perceived Stress Scale (PSS) is a classic stress assessment instrument. The 
tool, while originally developed in 1983, remains a popular choice for helping us 
understand how different situations affect our feelings and our perceived stress. The 
questions in this scale ask about your feelings and thoughts during the last month. 
In each case, you will be asked to indicate how often you felt or thought a certain 
way. Although some of the questions are similar, there are differences between 
them, and you should treat each one as a separate question. The best approach is to 
answer fairly quickly. That is, don’t try to count up the number of times you felt a 
particular way; rather, indicate the alternative that seems like a reasonable estimate.

For each question choose from the following alternatives:

In the last month: Never 
0

Almost 
never 1

Some-
times 2

Fairly 
often 3

Very 
often 4

1.	 How often have you been 
upset because of something 
that happened unexpectedly?

2.	 How often have you felt that 
you were unable to control the 
important things in your life?

3.	 How often have you felt 
nervous and stressed?

4.	 How often have you felt 
confident about your ability to 
handle your personal 
problems?

5.	 How often have you felt that 
things were going your way?

6.	 How often have you found that 
you could not cope with all the 
things that you had to do?

7.	 How often have you been able 
to control irritations in your life?

8.	 How often have you felt that 
you were on top of things?

9.	 How often have you been 
angered because of things that 
happened that were outside of 
your control?

10.	How often have you felt 
difficulties were piling up so 
high that you could not 
overcome them?

FIGURE 3.6  Perceived Stress Scale (PSS-10).  (Continued )

ALGrawany
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Scoring
You can determine your PSS score by following these directions:

•	First, reverse your scores for questions 4, 5, 7, and 8. On these four questions, 
change the scores like this: 0 = 4,   1 = 3,     2 = 2,     3 = 1,     4 = 0.

•	Now add up your scores for each item to get a total. My total score is ___________.
•	 Individual scores on the PSS can range from 0 to 40, with higher scores 

indicating higher perceived stress.

▸ Scores ranging from 0 to 13 would be considered low stress.
▸ Scores ranging from 14 to 26 would be considered moderate stress.
▸ Scores ranging from 27 to 40 would be considered high perceived stress.

The Perceived Stress Scale is interesting and important because your perception  
of what is happening in your life is most important. Consider the idea that two 
individuals could have the exact same events and experiences in their lives for the 
past month. Depending on their perception, the total score could put one of those 
individuals in the low stress category and the other person in the high stress 
category.

TOOLS COMBINING DEPRESSION AND ANXIETY SCREENING
Depression Anxiety and Stress Scale (DASS-21)

The DASS-21 is a short version (21 items) of a 42-item self-report tool 
designed to measure three related negative emotional states: depression 
(7 items), anxiety (7 items), and stress (7 items) (Figure 3.7).34 Symptoms 
are scored on a 4-point Likert scale ranging from 0 (“Did not apply to me 
at all”) to 3 (“Applied to me very much or most of the time”). DASS-21 
has been found to have good convergent and discriminant validity when 
compared with other validated measures of depression and anxiety, such as 
the Hospital Anxiety and Depression Scale and the Personal Disturbance 
Scale.35 The DASS-21 questionnaire is in the public domain and may 
be downloaded for use, with a scoring template and interpretation also 
available.

Patient Health Questionnaire 4 (PHQ-4)

The first two items from the PHQ-4, screening for depression, and the first 
two items from the GAD-7, screening for anxiety, have been combined into 
the PHQ-4.36 This ultra-brief tool has been recommended as an efficient tool 
in settings with a strict limit in terms of time resources.

FIGURE 3.6  (Continued)
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Please read each statement and circle a number 0, 1, 2, or 3 which indicates how much 
the statement applied to you over the past week. There are no right or wrong answers. 
Do not spend too much time on any statement.

The rating scale is as follows:
    0.  Did not apply to me at all
     1.  Applied to me to some degree, or some of the time
   2.  Applied to me to a considerable degree, or a good part of the time
   3.  Applied to me very much, or most of the time

1 I found it hard to wind down 0 1 2 3

2 I was aware of dryness of my mouth 0 1 2 3

3 I couldn’t seem to experience any positive feeling at all 0 1 2 3

4 I experienced breathing difficulty (e.g., excessively rapid 
breathing, breathlessness in the absence of physical exertion)

0 1 2 3

5 I found it difficult to work up the initiative to do things 0 1 2 3

6 I tended to overreact to situations 0 1 2 3

7 I experienced trembling (e.g., in the hands) 0 1 2 3

8 I felt that I was using a lot of nervous energy 0 1 2 3

9 I was worried about situations in which I might panic and make a 
fool of myself

0 1 2 3

10 I felt that I had nothing to look forward to 0 1 2 3

11 I found myself getting agitated 0 1 2 3

12 I found it difficult to relax 0 1 2 3

13 I felt downhearted and blue 0 1 2 3

14 I was intolerant of anything that kept me from getting on with 
what I was doing

0 1 2 3

15 I felt I was close to panic 0 1 2 3

16 I was unable to become enthusiastic about anything 0 1 2 3

17 I felt I wasn’t worth much as a person 0 1 2 3

18  I felt that I was rather touchy 0 1 2 3

19 I was aware of the action of my heart in the absence of physical 
exertion (e.g., sense of heart rate increase, heart missing a beat)

0 1 2 3

20 I felt scared without any good reason 0 1 2 3

21 I felt that life was meaningless 0 1 2 3

Totals

Interpreting DASS scores

Depression Anxiety Stress

Normal 0–9 0–7 0–14

Mild 10–13 8–9 15–18

Moderate 14–20 10–14 19–25

Severe 21–27 15–19 26–33

Extremely severe 28+ 20+ 34+

FIGURE 3.7  Depression Anxiety Stress Scale (DASS 21).
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The Mulvaney-Day et al. review found three ultra-short mental disorder tools 
screening for depression and anxiety: The Mental Health Inventory-5 (MHI-5),37 
the World Health Organization–Five Well-Being Index (WHO-5),38 and the Brief 
Case-Find for Depression.39 In general, these measures do not have strong sensi-
tivity and specificity and are considered inferior to the PHQ-4.

CONCLUSION

It can be seen that there is a range of possible tools for primary care practi-
tioners to use to detect depression, anxiety, or less specific ‘distress’ in their 
patient populations. In the following chapters, experts from a range of nations 
across the globe discuss the prevalence of these conditions in their respective 
countries, whether their populations are screened, and, if so, the tools they 
use and the types of interventions they offer positive cases. The authors of the 
country case studies were also asked whether they considered depression and 
anxiety to be useful diagnoses to make.
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4.1 DEPRESSION AND ANXIETY IN ETHIOPIA

Dawit Wondimagegn

Common mental disorders affect over 10% of the population in Ethiopia, with 
estimates of 12–17%, depending on the study.1–8 The risk of developing an affec-
tive disorder (including mood and anxiety symptoms) is said to be higher among 
women, those with lower educational attainment and the unemployed, whereas 
age, marital status and ethnicity have not been found to be risk factors.2–5

In Ethiopia, ‘illness’ in general is understood to be physical; therefore, 
depression and anxiety do not present with ‘classic’ signs and symptoms.9 
This presents a significant challenge in making a diagnosis. Most patients 
with common mental disorders present to primary care with somatic symp-
toms. Medically unexplained physical symptoms involving multiple organ 
symptoms is the most common manifestation of mental illness across the 
tiers of care. Patients do not spontaneously identify their problems as being 
related to a mental illness.10

The diagnoses of depression and anxiety may not be helpful, as they are 
invariably associated with a fear of stigma and discrimination. This results in an 
immediate rejection of the diagnosis and eliminates the potential for treatment. 
In addition, most primary care workers are not adequately trained in the basics 
of clinical care and lack common skills of clinical communication and building 
a therapeutic alliance. This further complicates the diagnosis of mental illness 
in primary care settings. Instead, an approach that emphasises the relationship 
of physical symptoms with psychosocial stressors without going in to the details 
of diagnosis will encourage treatment engagement and the building of a trustful 
therapeutic alliance. This could later be used to make diagnosis and treatment 
recommendations for which the patient will then be amenable.

Depression and anxiety are not routinely diagnosed in primary care set-
tings in Ethiopia. There are several reasons for this. The first is that most 
primary care workers are under-trained, over-worked and unsupported. This 
has created the notion that doing mental health is an additional burden on 
time for which there is no additional incentive. The second reason is since 
patients visit primary care facilities for ‘physical illness’ only, the opportunity 
for a spontaneous presentation with symptoms suggestive of a mental illness 
is absent. Third, even though mental health is integrated into primary care in 
principle, in practice, the necessary conditions are not in place to facilitate the 
work. Fourth, after a diagnosis is made, there are not enough and sustainable 
treatment options available. Finally, the lack of clear understanding of what is 
meant by integration and decentralisation of mental health services has led to 
the placement of ‘mental health professionals’ at primary care centres which 
has created role confusion. Primary care workers assume mental health work 
is reserved only for the mental health professionals.
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There are no specific screening tools used to make a diagnosis of depression 
and anxiety as part of routine care. The use of screening tools is largely reserved for 
research purposes. There are not also other measures of distress used in primary 
care. Most screening and diagnosis are done through clinical interviews, and the 
primary care worker is expected to use clinical judgment to make a diagnosis.

Once a diagnosis of depression and/or anxiety is made, the first line of 
treatment is pharmacotherapy. The most commonly used antidepressant 
medications in Ethiopia are the class of tricyclic antidepressants (TCAs). Of 
these, amitriptyline is commonly used to treat depression. Most patients will 
be started on 25 mg, and very rarely will a primary care worker increase the 
dose higher enough to reach therapeutic effect. As a result, most patients 
on amitriptyline are under-treated, as the therapeutic dose for depression is 
75 mg and above. The other available antidepressant and anti-anxiety medi-
cations are the selective serotonin reuptake inhibitors (SSRIs) fluoxetine and 
sertraline. Even though these medications are effective, their availability is 
limited. Despite attempts to introduce non-pharmaceutical psychosocial 
interventions through various research and implementation projects, there 
are no formal non-pharmaceutical interventions in primary care in Ethiopia.

A formal stepped approach to care is not part of the primary care model. 
However, in primary care centres where there are mid-level mental health 
professionals such as psychiatric nurses, a natural referral between primary 
care workers and the mental health professional is inevitable. This practice is 
not formal, and in most circumstances, primary care workers refer patients 
whom they suspect to have a mental illness to mental health professionals.

The detection and management of depression and anxiety in primary care 
in Ethiopia is not given a priority in practice. While the integration of mental 
health into primary care is an integral part of health policy in Ethiopia, there 
is a long way to go to realise this policy commitment. The pace with which this 
is implemented is very slow, and in most circumstances, the necessary fund-
ing and resources do not follow the policy commitment. This has rendered the 
primary care space into a good research platform, without leading to changes 
in the way things are done.

Mental health training is mainstreamed in all primary care training pro-
grammes across all universities in Ethiopia. All nursing training programmes 
have a mandatory course in mental health with a practicum. They cover the 
diagnosis and treatment of common disorders that are believed to be com-
mon in primary care. Likewise, all training programmes for doctors have 
mandatory training in mental health, and in some schools, this includes an 
internship. However, the time allotted to give these courses is invariably small 
in duration and is not accompanied by skills development. As a result, most 
graduates do not have the necessary knowledge, skill and attitude to detect 
and treat mental illnesses with confidence.
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The detection and management of depression and anxiety in primary care 
in Ethiopia needs to be improved. There are several ways this could be done. 
To begin with, a contextual assessment of primary care workers regarding 
their general clinical skills that include clinical communication and thera-
peutic alliance needs to be conducted. To make a diagnosis of depression and 
anxiety, one needs to learn and be skilful in how to talk to patients. The use of 
screening tools in the absence of such basic clinical skills is futile. Once this 
assessment is done, a tailored training programme in the form of a continuing 
professional development could be sanctioned nationally.

Second, sustained advocacy to follow policy commitments to integrate 
mental health into primary care in practice, by providing the provisions nec-
essary for primary care workers to do the job, is of paramount importance. 
Availability of resources is a bottleneck for improvement. Third, the develop-
ment of a national framework that clearly stipulates the scope and relationships 
of the various actors and providers for mental health care needs to be formu-
lated and operationalised. This will eliminate the role confusions and redun-
dancies that hinder the provision of care. Finally, as Ethiopia has many social 
and traditional institutions that are engaged in the delivery of community- 
based, non-formal care, a platform for integration with these institutions will 
expand both the reach of and resources for mental health care.
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4.2 DEPRESSION AND ANXIETY IN GHANA
Henry J. Lawson

The prevalence of depression in Ghana ranges between 6.7% and 25.2%, with 
female gender an independent risk factor for developing depression.1 Various 
studies have reported different risk factors. These include lack of current 
employment, migration and smoking. The prenatal period in women also 
poses as a significant risk factor.2 The prevalence of anxiety is much higher at 
53.3%, with similar risk factors to the development of depression.2

Patients with depression typically present with loss of interest or lack of 
pleasure in things previously of interest, significant weight loss or weight gain, 
insomnia or excessive sleeping, fatigue or loss of energy, feelings of worthless-
ness or excessive guilt, poor concentration, indecisiveness, multiple bodily 
complaints and worrying excessively. Suicidal ideas or thoughts of death and 
hallucinations or delusions of morbid themes occur in severe cases.3 In chil-
dren, depression may manifest as truancy or refusal to go to school, poor 
school performance, bedwetting in a previously ‘dry’ child, odd behaviour, 
aggression or defiance, irritability and appetite changes.

For anxiety, the most common presentations are generalised anxiety dis-
order and panic disorder. Additionally, muscle tension, crawling and burning 
sensation around the body, restlessness or feeling on edge, sweating, being 
easily fatigued and palpitations may also be present.3

Depression and anxiety are routinely detected in primary care in Ghana. 
Most cases are diagnosed clinically based on symptoms and signs of the con-
ditions and also circumstantial evidence surrounding the period when the 
patient reported to the health care facility. Screening tools commonly used are 
the Patient Health Questionnaire 2 (PHQ-2), Patient Health Questionnaire 9 
(PHQ-9) and Generalized Anxiety Disorder scale (GAD-7). Baseline laboratory 
work includes full blood count, fasting blood sugar, blood electrolytes, urea and 
creatinine and thyroid function tests. In anxiety, screening for phaeochromo-
cytoma and cardiac arrhythmias are done to rule out physiological conditions.3

Treatment objectives are to reduce symptoms; to prevent disruption of nor-
mal life at home, work or school; and to prevent suicide. Non-pharmaceutical 
interventions include reassurance, relaxation methods, regular physical exer-
cise, counselling and cognitive behavioural therapy (CBT), which are used in 
an escalating fashion. If the primary care practitioner is not trained to deliver 
CBT, the patient is referred to a psychologist.

Usual pharmaceutical interventions are fluoxetine 20 mg daily, sertraline 
50 mg daily, citalopram 20 mg daily or amitriptyline 25–50 mg daily, all for at 
least four weeks from the onset. For anxiety, oral propranolol may be added. 
Non-pharmacological methods are usually applied before these pharmaco-
logical methods are introduced.

ALGrawany
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With the passing of the Mental Health Bill and the establishment of the 
Mental Health Authority, coupled with the introduction of National Health 
Insurance, mental health disorders in general are receiving quite a boost in 
attention in the health care delivery space in Ghana.4 Doctors, nurses and 
physician assistants are all given the relevant exposure to identify and appro-
priately refer cases of depression. With anxiety, arriving at the final diagnosis 
usually requires specialist care through psychiatrists, internists and family 
physicians.

Increased awareness among the population to reduce stigma and provide 
support for mental health conditions in general is crucial.5 Linkage with spiri-
tuality needs to be discussed and collaboration developed with leadership on 
both ends.6
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4.3  DEPRESSION AND ANXIETY IN NIGERIA
Tijani Idris Ahmad Oseni

Depression and anxiety are common in Nigeria. The prevalence of depression 
among primary care patients is 10–20% and 5–6% in the community.1 Among 
adolescents, the prevalence is between 12.6% and 20%,2 and in older adults it 
is 2.7–53.1%, while that of anxiety is 1.2–27.7%.3 The prevalence of comorbid 
depression and anxiety (depression coexisting with anxiety) in Nigeria ranges 
from 4.3% to 20.5%.3,4

Patients with depression and anxiety commonly present first to their 
primary care provider, either at the primary health centres where they are 
attended to by primary care nurses, community health officers and com-
munity health extension workers, or to the general outpatient clinics of sec-
ondary and tertiary health facilities, where they are attended to by general 
medical practitioners and family physicians, respectively.

Patients with depression usually present with symptoms of loss of inter-
est in previously enjoyed activities, sadness, feelings of hopelessness and 
impending doom, insomnia and suicidal ideation or/and attempt.5 Patients 
with anxiety commonly present to the primary care clinics with feelings of 
worry, fear and anxiety.5 The diagnosis is mainly clinical. Depression is usu-
ally diagnosed in primary care settings in Nigeria when a patient presents 
with depressed mood (sadness, irritability and emptiness) or loss of interest 
in activities for most of the day, for nearly all days, for two weeks. Anxiety, 
on the other hand, is diagnosed when a patient has excessive uncontrollable 
worries almost every day for six months.

Management of depression and anxiety in Nigeria is both pharmacological 
and non-pharmacological and includes use of psychoeducation and coun-
selling on reduction of stressors and activation of social support networks, 
including family cohesion and support groups, psychotherapy, antidepres-
sants and referral to the psychiatrist.1,6 Group CBT has also been used in 
primary care clinics in Nigeria in the management of depression and anxiety, 
and it has been shown to be effective.7 For depression and anxiety among the 
young, advocating more parental support as well as emotional counselling 
have helped in management.

For most primary care facilities with family physicians, management is 
step-wise, commencing with psychoeducation and counselling, then psycho-
therapy, including group CBT. Where these fail, medications are then used. 
Medications routinely used in most primary care facilities in Nigeria include 
SSRIs such as fluoxetine and sertraline and TCAs such as amitriptyline and 
imipramine. Patients who do not respond well to these, or in cases of severe 
depression, are referred to a psychiatrist for further evaluation and treatment.
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Detection and management of depression and anxiety in primary care in 
Nigeria have been given due priority. This is evident in their inclusion into 
the postgraduate family medicine curriculum of the National Postgraduate 
Medical College of Nigeria and the West African College of Physicians. 
Training and retraining of family physicians and other primary care provid-
ers in the form of continuing professional development activities, workshops, 
seminars and webinars in mental health disorders, including depression and 
anxiety, are conducted regularly. This is important, as most patients present 
to their family doctor first and are afraid of stigmatisation associated with 
visiting a psychiatrist in Nigeria.

The capacity of primary care providers to promptly and adequately detect 
and treat patients with depression and anxiety needs to be strengthened. This 
can be achieved by training general practitioners, primary care nurses, com-
munity health officers and community health extension workers on the com-
mon symptoms and signs of depression and anxiety, as well as use of patient 
education and counselling in the management and when to refer. When prop-
erly applied, this will further reduce the burden of depression and anxiety in 
Nigeria.
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4.4 DEPRESSION AND ANXIETY IN SOUTH AFRICA
Bob Mash and Vanessa Lomas-Marais

In South Africa, the lifetime adult prevalence of major depressive disorders is 
9.8% (standard error [SE] 0.7) and the 12-month prevalence is 4.9% (SE 0.4).1 
Of those who develop major depression, 34.3% are severe, 45.4% moderate 
and 20.3% mild. The differences between age groups were borderline signifi-
cant (p = 0.052) with the highest lifetime prevalence in the 35- to 49-year age 
group (11.9%) and the lowest in older adults (≥65 years) (6.5%).

The lifetime adult prevalence of any anxiety disorder is 15.8% (SE 0.8) with 
no significant differences between age groups.1,5 For specific anxiety disorders, 
the lifetime prevalence is 9.8% for agoraphobia without panic, 2.7% for gener-
alized anxiety disorder, 2.3% for post-traumatic stress disorder and 1.2% for 
panic disorder. The 12-month prevalence of any anxiety disorder is 8.1% (SE 0.5),  
and within this group 30.5% are severe, 34.4% moderate and 35.1% mild.

In terms of common mental disorders (including depression and anxiety 
disorders), more vulnerable demographic groups are those aged 35–49 years; 
those with a lower-than-average income; and those who were separated, wid-
owed or divorced.1 In terms of severity, vulnerable groups are women, as well 
as those separated, widowed or divorced.

Many ethnic groups in South Africa do not have words for depression or 
anxiety disorder or may describe their symptoms in such a way that they are 
not easily recognised. For example, in isiXhosa there is no word for depres-
sion, and phrases such as “intliziyo yam ibetha kancinci” (my heart is beating 
softly) may imply anxiety, but could be mistranslated as chest pain.2 Many 
people with mental health problems will consult a traditional healer rather 
than an allopathic medical practitioner.3

In primary care practice, such disorders frequently present with physi-
cal symptoms.3 In particular, different pain symptoms are common such as 
headache or general body pains. Comorbidity is also common, for example, 
with HIV, tuberculosis (TB) or diabetes. Nevertheless, if a practitioner looks 
for the typical symptoms of depression and anxiety, they can be identified.

A morbidity survey of primary care in the public sector found no mental 
health disorders in the top 25 diagnoses.4 Schizophrenia was the most com-
mon disorder diagnosed in primary care (0.3% of consultations), only 0.2% of 
consultations had a diagnosis of depression and 0.1% of anxiety.4 Depression 
and anxiety are therefore not routinely detected.

Primary care providers use the adult primary care (APC) guideline that 
integrates assessment of common symptoms with management of conditions.5 
Most consultations in public-sector primary care are with a nurse practitio-
ner.4 The APC links common symptoms such as fatigue, tiredness, sleeping 
difficulty, body pain, dizziness or breathing difficulty to the possibility of 
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a mental disorder, such as depression or anxiety. The assessment of these 
conditions is linked to guidance on diagnosis (Figure 4.1). The South African 
Family Practice Manual also offers screening tools for the recognition of men-
tal health problems and consideration of depression and anxiety.6 However, 
screening tools are not routinely used in primary care.

A high workload, combined with a scarcity of well-trained practitioners in 
primary care (0.05 family physicians per 10,000 population in public sector7), 
means that practitioners focus on “getting through the queue”. Anything that 
adds more time to the encounter is avoided, and this includes exploration of 
psychosocial and mental problems. Consultations are brief and biomedical 
with few person-centred communication skills.8 Language barriers are an 
additional problem to making a diagnosis.9 Most primary care providers have 
no or limited training in medical generalism and whole-person medicine.10

The South African Standard Treatment Guidelines and Essential Medicines 
List for Primary Care define how management is meant to happen and what 
medication is available.11 The APC offers the most practical step-by-step 
approach to diagnosis and management for primary care providers, with 
a focus on the management of depression in combination with generalized 
anxiety disorder (Figure 4.2).5 The primary care provider is recommended to 
“refer the patient for counselling and to a social worker and/or a helpline or 
support group”. In South Africa, depression and anxiety are frequently linked 
to problems of living, such as poverty, unemployment, food insecurity and 
violence – hence the recommendation for social worker input. Professional 
counselling is not easily available. Few primary care facilities have a psy-
chologist, and only the larger facilities have a social worker. More recently 
a new cadre of health care worker, called a registered counsellor, has been 
introduced, but the numbers are still small. If a counsellor is available, it is 
likely to be a lay counsellor with limited training and experience. Many of the 
larger facilities do have a nurse trained in mental health care who runs a psy-
chiatric clinic for the cohort of patients with psychosis or severe mental health 
disorders that are discharged from hospital. Their capacity to provide coun-
selling for common mental health disorders is limited. Effective counselling 
in primary care is therefore a barrier to care and a disincentive to diagnosis.

Three medications are available: Fluoxetine is the first-line treatment, and 
if not tolerated then citalopram is available. Amitriptyline is also available if 
sedation is desirable. A course of diazepam is available for short-term symp-
toms of anxiety. Additional medications such as venlafaxine and mirtazapine 
are available, if specialist prescribed.

Primary care providers are also encouraged to promote lifestyle changes 
for low mood, stress and anxiety. Advice may be given on sleep hygiene, relax-
ation, physical activity, limiting alcohol and substances and accessing social 
support.
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FIGURE 4.2  Adult primary care guideline in South Africa for diagnosis and management of depression and anxiety.5
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Following the COVID-19 pandemic, there has been an increase in mental 
health problems. There are also major problems with substance abuse that 
highlight the importance of tackling mental disorders. However, the qua-
druple burden of disease12 has meant that the detection and management of 
depression and anxiety are still lower down the list of priorities.

Doctors working in primary care are not required to have any postgradu-
ate training in family medicine and rely on their undergraduate training in 
psychiatry. Such training typically focuses on severe psychiatric problems in 
hospital and not primary care. Nurse practitioners have only 1 year of addi-
tional training with a limited focus on mental health, often quite algorithmic 
in approach. Family physicians have training in mental health care (special-
ists in family medicine with 4 years of postgraduate training), but are limited 
in number and availability. There is therefore a gap in the training of primary 
care providers to competently detect and manage the common mental health 
disorders.

The detection and management of depression and anxiety in primary care 
need substantial improvement. We do have evidence-based guidelines and 
availability of essential medications. Key interventions that might improve 
the situation are:

•	 Better training of primary care providers so that they accept that this is 
part of their work and feel capable to detect and manage patients.

•	 Better availability of social services and psychological counselling in 
primary care.

•	 A model of care that reduces the workload on each provider and enables 
them to be more holistic in the time available.

•	 A model of care that provides a better skills mix in the team to diagnosis 
and manage patients with more complicated conditions e.g., availability 
of the family physician.

•	 A model of care that gives more priority (e.g., in monitoring and quality 
improvement) to common mental health disorders.
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5.1 DEPRESSION AND ANXIETY IN AUSTRALIA
Alison Flehr, Caroline Johnson, Catherine Kaylor-Hughes and Jane Gunn

In the 2020–2021 Australian National Survey of Mental Health and Wellbeing 
(NSMHWB),1 it was estimated that 11.2% of Australians aged 16–85 (58% 
female) had experienced a depressive episode in their lifetime and 29% (62% 
female) had experienced an anxiety disorder.2 There was also consider-
able overlap across the depression and anxiety groups, with around 6% of 
Australians reporting both.3 The 2022 Australia’s Children report ranked 
depression and anxiety disorders as the fifth and third leading cause of dis-
ease burden among Australian children.4 Emerging research indicates that 
these rates are now likely to be higher since COVID-19.5

The prevalence of depression and anxiety in older Australians living 
in permanent residential aged care has been estimated at 46% and 15%, 
respectively,6 and around 20% and 11% in Australians with a substance use 
disorder also experiencing depressive and anxiety disorders.7 The mental 
health burden of disease for Aboriginal and Torres Strait Islander people 
has been estimated at 2.4 times the rate of non-indigenous Australians8; 
30% of LGBTQIA+ Australians report a 12-month affective disorder and 
45% a 12-month anxiety disorder9; and within an Australian transgender 
cohort, the prevalence of depression and anxiety was 56% and 40%, respec-
tively.10 Also, 58% of refugee and asylum seekers in Australia met the criteria 
for major depressive disorder and 60% for post-traumatic stress disorder 
(PTSD),11 with cultural differences in the way mental health is perceived 
creating further barriers.12

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-V13) and International Statistical Classification of Diseases (ICD)-
10/1114 are routinely used in Australian primary care to define presentations 
that would justify a diagnosis of anxiety or depression. General practitioners 
(GPs) are encouraged to use the ICD-10/11 when assessing peoples’ eligibil-
ity for funded mental health services.15 However, such classifications are not 
always helpful in the primary care setting, as people commonly present with 
mixed and/or sub-threshold symptoms and require a more transdiagnostic 
approach.16

NSMHWB data showed that 20.5% of Australians with a 12-month affec-
tive disorder (61% a depressive episode)2 and 42% of those with a 12-month 
anxiety disorder also reported having a physical or other long-term health 
condition.17 Additionally, 49% and 57%, respectively, reported experiencing 
suicidal thoughts and behaviours in the last 12 months.17 Data from a cohort 
of 789 patients presenting to Australian GPs with depressive symptoms found 
major depressive symptoms were most associated with somatic symptoms, 
psychiatric comorbidity, a history of childhood trauma and a long-term health 
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problem18; 49% had multimorbid physical conditions, and depression preva-
lence increased as the number of chronic physical conditions increased.19

NSMHWB data also tells us that the proportion of people reporting depres-
sive and anxiety disorders correlates with socioeconomic disadvantage.20 
Such Australians are more likely to be unemployed, not studying, receiving 
benefits, never married and experienced homelessness at some time in their 
life. Those with affective disorders were more likely to be living alone or in a 
non-family household, and those with anxiety disorders were more likely to 
be in a single-parent household.20 Unsurprisingly, these characteristics are 
consistent with those flagged as ‘at risk’ in the Royal Australian College of 
General Practitioner (RACGP) Red Book preventative care guidelines.21

Of the 17.5% of Australians who saw a health professional for their mental 
health in 2020–2021, 74% saw a GP.22 To aid in case-finding of adults requiring 
further assessment for depression, the RACGP Red Book recommends tar-
geting at-risk groups and using the two-item Patient Health Questionnaire.21 
Considering anxiety disorders, no case-finding/screening tools are routinely 
recommended; instead, GPs identify the different anxiety disorders through 
consultation with their patient.23

To help determine the level of care the patient may need and to track depres-
sion and/or anxiety symptoms over time, Australia’s Better Access initiative 
promotes the use of the Kessler 10 (K10) questionnaire and the Depression 
Anxiety Stress Scale 21 (DASS-21).24 Importantly, while the K10 and DASS-21 
can be valuable for determining symptom severity, they are not diagnostic. 
For the GP to make a diagnosis, they must ask questions to better understand 
how the patient is thinking and feeling and also consider the patient’s medical 
history and current life events and conduct a thorough physical evaluation to 
properly differentiate between any mental and physical health issues.16 GPs 
might also use the transdiagnostic Initial Assessment and Referral Decision 
Support Tool (IAR) to help assess mental health and level of care required.25

Currently in Australia (Figure 5.1a), in mild cases of depression and anxi-
ety, the GP and patient will work together to identify the most pragmatic 
health and lifestyle modifications and self-support programmes. Ongoing 
care management is then left to the patient with GP support. However, most 
Australians presenting to primary care will have significant enough symp-
toms to be eligible for a Medical Benefits Scheme–funded mental health 
plan,26 which is designed by the GP with the patient and features elements of 
goal setting, crisis planning, psychoeducation and care navigation support.27 
In cases of moderate to severe depression and/or anxiety, the mental health 
plan often includes specific pharmacological or psychological interventions. 
Between July 2020 and June 2021, Australian GPs completed over 1.5 million 
GP mental health treatment plans and provided over 2.4 million other mental 
health treatments.28
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GPs remain central to patients’ ongoing depression and anxiety care 
management, and Australian primary care policy strongly supports the 
World Health Organization/World Organization of Family Doctors (WHO/
WONCA) integrating mental health in primary care recommendations.29 
This includes the application of a patient-centred, stepped-care model 
(Figure 5.1b); however, due to contextual factors like workforce limitations, 
patient preference and communication between service and service provid-
ers,30 this model remains something of an aspiration. Also, local experts 
recommend moving away from overly biomedical models in favour of more 
holistic approaches that are informed by people with lived experience as well 
as clinicians incorporating elements of social prescribing into depression and 
anxiety care.31

FIGURE 5.1  (a) How depression and anxiety are currently managed in 
Australian primary care. (b) The ambition of the Australian primary care 
stepped-care model. (DASS-21: Depression Anxiety and Stress Scale 21, 
GP: General practitioner, K10: Kessler Psychological Distress Scale, 
PHN: Primary health network, PHQ-2: Patient Health Questionniare-2).
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Since the mid-1990s, Australian health care policy makers have rec-
ognised the key role that GPs play in the detection and management of 
depression and anxiety. This has led to important reforms to support GPs 
in delivering more structured mental health care via additional train-
ing, stakeholder engagement, enhanced referral pathways and access to 
consultation-liaison support.32 While these changes have facilitated help-
seeking by patients, they have not always allowed for equitable access to 
primary care mental health services, particularly for rural and remote 
populations.33 This may contribute to the high rates of antidepressant pre-
scribing in the Australian primary care setting34 and has led to concerted 
attempts to introduce stepped-care models (Figure 5.1b)35 with the IAR 
as a common language between services.36 In addition, Australian health 
care policy makers have recognised the value of primary care depression 
and anxiety research and funded high-quality studies18 through initiatives 
such as Beyond Blue Victorian Centre of Excellence research grants,37 for 
example.

By global standards, Australia has been an early adopter of mental 
e-health; for example, MoodGYM was one of the first internationally rec-
ognised online cognitive behavioural therapy platforms.38 Other e-mental 
health tools being trialled include clinical decision support tools which aim 
to assist GPs in detecting depression/anxiety and making treatment recom-
mendations,39 for example, StepCare,40 and patient-oriented care navigation 
support tools, such as Link-me.41 Regardless, in 2020–2021 the NSMHWB 
estimated over 25% of Australians who consulted with a mental health 
professional did not have their mental health needs met.42 In summary, 
Australian depression and anxiety primary care has advanced over the last 
20 years, but major challenges around system navigation and integration 
endure30 and shortfalls remain.
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5.2 DEPRESSION AND ANXIETY IN HONG KONG, SAR
Amy Pui Pui Ng, Weng Yee Chin and Julie Yun Chen

The prevalence of common mental disorders (depression and/or anxiety) 
is 13.3% in the Hong Kong (HK) general population.1 Mixed anxiety and 
depression disorder and general anxiety disorder account for 6.9% and 4.2%, 
respectively.1 A reported 10.7% of patients in HK primary care clinics screen 
positive for depression.2 Research in HK shows that common mental disor-
ders are associated with being female, being divorced or separated, misusing 
alcohol or substances, lacking regular exercise and having a family history of 
mental disorders.1 At-risk populations for depression include patients who are 
unemployed, have a past history of depression, are female, are aged 35 years or 
older, have no regular exercise, have a family history of mental health prob-
lems or are not ethnically Chinese.2

Twenty-six per cent of patients in HK with common mental disorders have 
consulted a health professional for their mental health problem in the past 
year.1 Similarly, 23% of patients who screened positive in primary care clinics 
for depression received a diagnosis of depression by the doctor.2 Other studies 
show that only between 3.5% and 9% of patients with a depressive episode, 
general anxiety disorder, mixed anxiety and depression disorder and other 
anxiety disorder had consulted primary care physicians (PCPs) for their men-
tal health problems in the past year.1 Despite low detection rates of mental 
disorders and presence of screening instruments such as PHQ-9 and GAD-7, 
which have been validated and demonstrated to be sensitive screening instru-
ments among Chinese patients in primary care settings,3 there is currently 
no recent local primary care guideline advocating their use for screening and 
detection. Only 6–8% of PCPs use screening instruments and 42–72% use the 
DSM or ICD criteria for diagnosis, with 26–48% claiming to have no specific 
criteria for diagnosis.4

Without locally produced guidelines, most PCPs in HK follow interna-
tional guidelines such as National Institute for Health and Care Excellence 
(NICE),5,6 and thus, treatments are based on the severity of the symptoms. 
For mild symptoms, patients are managed by their usual PCP conservatively 
by providing metal health education, psychological support and behavioural 
advice. Due to the high cost of private specialist psychiatric services, and 
despite long waiting times, most patients (70%) choose government psychi-
atric services if a psychiatric referral is necessary.7 One option is the Hospital 
Authority’s Integrated Mental Health Program (IMHP) launched in 2010, 
which is based on a family doctor–led collaborative care model8,9 and deliv-
ered in the public primary care setting. The IMHP uses the PHQ-9 and 
GAD-7 for screening, risk stratification and monitoring and uses a stepped-
care approach for patient management.10 Apart from being managed by their 
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usual PCP, patients with mild symptoms can enrol in group-based empower-
ment courses. For moderate symptoms, patients can be referred to the IMHP, 
where key workers (nurses, occupational therapists and social workers) con-
duct further assessments and provide non-drug interventions such as behav-
ioural activation and problem-solving treatment. Key workers will alert the 
PCP for cases at high risk for deterioration or non-response. For those with 
severe symptoms or requiring drug treatments, key workers and IMHP doc-
tors will manage the patient collaboratively. IMHP doctors have higher family 
medicine qualifications than most PCPs working in general outpatient clin-
ics. IMHP patients with suicidal risk or psychotic symptoms are referred to 
the emergency department or psychiatrist. IMHP doctors regularly meet with 
psychiatrists and key workers to discuss severe/difficult cases.10

A territory-wide observational study conducted in 2015 found in patients 
diagnosed with depressive symptoms by their PCP, 51% were prescribed med-
ications, of whom 84% were prescribed antidepressants, 41% were provided 
counselling and 39% were referred to other health care providers.2 Another 
study found that in those with general anxiety disorder, only 4.1% received 
selective serotonin reuptake inhibitors, and a majority of patients receiving 
tranquillizers and hypnotics were unaware of the risk of dependence or no 
treatment.11

The Hospital Authority, the body that runs all public hospitals and clin-
ics, published a Mental Health Service Plan 2010–2015 which stressed the 
importance of primary care in diagnosing and managing common mental 
disorders and led to the implementation of the IMHP in 2010. IMHP has 
five objectives: Early identification and intervention of those with common 
mental disorders, avoiding stigmatisation by managing these patients in the 
community, empowering primary care clinics to manage common mental 
disorders, reducing psychiatric referrals and improving the quality of pri-
mary health care in whole-person management.10 However, three-quarters 
of patients still do not seek mental health support by health professionals or 
receive a diagnosis of a mental health problem despite the need.1,2 From the 
patient’s perspective, barriers to seeking professional help in HK include wor-
ries about drug side effects (80%) and drug dependency (75%), affordability 
of medical fees (71%) and reluctance to be referred to a psychiatrist.7,12 Also, 
over one-third of patients agreed that psychological distress could get better 
without professional help.13 From the health provider’s perspective, PCPs in 
HK feel that the major barrier to managing mental health disorders is because 
it is too time-consuming (81%), there is a lack of supporting services (29%) 
including lack of timely access to public psychiatrists and lack of feedback 
from psychiatrists after referrals and lack of experience (20.2%).12,14 Doctors 
in HK are not required to have vocational training to practice in primary 
care. Becoming a specialist in family medicine requires completing six years 
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of training and examination. Research shows that doctors with higher quali-
fications in family medicine are more confident in managing mental health 
patients, use more standardised criteria for diagnosis and use more psycho-
therapy compared with those without.4,14

Therefore, increasing the training of PCPs on common mental health dis-
orders is crucial. The development of national guidelines may help to stan-
dardise care and encourage more consistent screening and management by 
PCPs. To address the “too time-consuming” barrier, having alternative forms 
of remuneration for treating these disorders will help doctors feel it is worth-
while to see such patients,14 or in the public sector, having a designated pro-
tected time to see such patients may help. From the perspective of primary 
prevention, mental health policy should target screening for at-risk groups 
such as females, divorced or separated individuals and those with a personal 
or family history of mental health problems. Training of other primary care 
personnel and promotion of all citizens having a family doctor may improve 
the detection rates and management of mental health problems.
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5.3 DEPRESSION AND ANXIETY IN MALAYSIA
Sherina Mohd Sidik, Noor Ani Ahmad and Nurashikin Ibrahim

In 2015 the Malaysian National Health and Morbidity Survey (NHMS) esti-
mated that 29.9% of adults in Malaysia were experiencing mental health 
problems such as depression and anxiety, obtained using the General Health 
Questionnaire (GHQ-12). This number represented a three-fold increase from 
the prevalence of 10.7% estimated by the NHMS in 1996.1 In 2019, NHMS 
yielded a 2.3% prevalence of depression among Malaysians 18 years old and 
above, using the Patient Health Questionnaire (PHQ-9).2 The specific at-risk 
populations were the elderly, single, widowed, low socioeconomic status and 
females.1,2

Depression and anxiety are routinely detected using selected validated 
questionnaires in Malaysian government primary care clinics. The screening 
tool used was the Depression, Anxiety and Stress Scale (DASS-21). Screening 
was implemented under the Healthy Mind Services in Primary Care with 
the aim to decentralise the mental health services as one of the key strategies 
in a primary health care shift from curative to preventive care. Additional 
mental health services at primary care also includes integrated mental health 
screening using the BSSK (Health Status Screening Form) for adolescents, 
adults and the elderly.3 Patients attending government primary care clinics 
are screened using the selected questionnaires while in the waiting area to 
see the doctor. The screening and scoring are done by the nurses and medi-
cal assistants. Patients with high scores are referred to see the doctors and/
or family medicine specialists, where the final diagnosis will be made by the 
attending doctor depending on the patient’s scores and their clinical judge-
ment. There is a structured guideline which details how each patient is to be 
managed depending on their scores.

Recently the Whooley 2-Questions on Depression, GAD 2-item, the 
Malay-validated PHQ-9 and the Malay-validated GAD-7 were implemented 
to replace the DASS-21 in primary care settings in Malaysia. This is a two-
phase screening process using the Whooley 2-Questions, followed by the 
PHQ-9 to detect depression, and the GAD-2 followed by the GAD-7 to detect 
anxiety, respectively, in primary care clinics.4

For depression, the first phase using the Whooley 2-Questions involves 
explaining the purpose of the screening to the patients first, and then, a time 
limit of 5–10 minutes is given to the patient to complete the questionnaire. 
The results are interpreted as either “no risk for depression,” where the patient 
will proceed to the health education talk, which is routinely conducted in pri-
mary care clinics for all patients, or “at risk for depression” for patients who 
answer “Yes” to one or both of the Whooley 2-Questions, and these patients 
will be required to complete the PHQ-9.4
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For the second phase of screening, the patients are also given the same time 
limit of 5–10 minutes to complete the PHQ-9. The total scores are calculated 
by the attending health personnel (either a nurse or medical assistant) and 
the patients informed of their total scores, what this means and how to pro-
ceed with subsequent management. For total scores 0–4 (normal), patients 
are given health education advice and healthy lifestyle practices. For total 
scores of 5–9 (mild depression), patients are referred to the medical officer for 
further assessment. For total scores ≥10 (moderate/severe/very severe depres-
sion) and/or “YES” for Question No. 9 of the PHQ-9 which asks about suicide 
risk, the patients are referred to the medical officer and subsequently to a 
family medicine specialist if required.4

There are also two phases of screening in the detection of anxiety. The 
first phase uses the GAD-2. Similarly, the purpose of the screening is first 
explained to the patients, and a time limit of 5–10 minutes is given to the 
patient to complete the questionnaire. The results are interpreted as either 
“no risk for anxiety” (total score <3) where the patient proceeds to the health 
education talk or “at risk for anxiety” (total score ≥3) where these patients are 
required to complete the GAD-7.4

Patients are also given the same time limit of 5–10 minutes to complete 
the GAD-7. For total scores 0–4 (normal), they receive the health education 
advice about healthy lifestyle practices. For total scores 5–9 (mild depres-
sion), patients are referred to the medical officer for further assessment. For 
total scores ≥10 (moderate/severe/very severe anxiety), they are referred to 
the medical officer and subsequently a family medicine specialist if required.4

For both depression (PHQ-9 scores ≥ 10) and anxiety (GAD-7 scores ≥10), 
diagnosed cases are registered as new cases, and an appointment date for 
follow-up treatment with the medical officer or family medicine specialist is 
given. Patients can also be referred to counsellors at the clinics. Treatment 
may also include medication with antidepressants such as selective serotonin 
reuptake inhibitors (SSRIs). For cases where the diagnosis is unclear, they 
will be referred to the visiting psychiatrist in some clinics. At clinics without 
visiting psychiatrists, these patients will be referred to psychiatrists in nearby 
government hospitals.4

The detection and management of depression and anxiety in primary care 
are given priority in Malaysia, where all government primary care clinics 
implement the screening process for depression and anxiety. Our primary 
care personnel (nurses, medical assistants, doctors) are trained to detect 
these disorders; special training is conducted for all primary care personnel 
selected to be in charge of the mental health screening in their clinics. In 2020, 
screening using Whooley-2 Questions and GAD-7 was implemented as a 
pilot project in six states throughout Malaysia, which were Selangor, Wilayah 
Persekutuan, Kuala Lumpur, Putrajaya, Negeri Sembilan and Perlis. The 
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Mental Health Screening and Intervention Programme in Primary Care was 
then further expanded to involve more primary care clinics throughout the 
country, and currently there are 1,161 clinics implementing this programme. 
In 2022, an additional 200 psychology counselling officers were placed at the 
district and health clinics in primary care to provide intervention and coun-
selling services to those with mental health conditions including anxiety and 
depression.

To further strengthen this programme, there are plans to provide this 
screening to patients attending antenatal and postnatal visits at primary care 
clinics as well. This service can also be improved by implementing integrated 
care for all patients and involve multidisciplinary care that includes family 
members.
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6.1 ANXIETY AND DEPRESSION IN EGYPT
Nagwa Nashat Hegazy

Earlier surveys of psychiatric morbidity among the Egyptian population 
revealed that the prevalence of depression and anxiety was 15.3% and 36%, 
respectively.1,2 A country-wide survey by Egypt’s Ministry of Health indicated 
in c. 2018 that approximately 25% of Egyptians suffer from mental health 
issues, with about 44% of these suffering from anxiety and depression disor-
ders.3 These rates varied according to age and residence. Urban populations 
had less depression (11.4%) compared with rural populations (19.7%), and the 
reported prevalence of depression and anxiety in the elderly was 23.7–74.5% 
and 14.2–72%, respectively.4 The reported discrepancy in the prevalence of 
anxiety and depression is due to varied data collection settings and inconsis-
tency of the diagnostic tools. It was noted that residential homes and com-
munity clubs had a lower prevalence compared with inpatient and household 
community surveys.4

At-risk populations for mental disorders are usually associated with 
sociodemographic factors such as being female, unemployed, increasing age, 
divorced, non-educated or lower educational status, living alone and insuf-
ficient income and the presence of comorbidities (e.g., heart, kidney or liver 
disease; hypertension; diabetes mellitus; lower back pain; and pulmonary 
conditions).4–6

The profile of psychiatric presentation in Egypt reveals that individuals with 
anxiety may present initially with tension-related physical symptoms such as 
headache, a pounding heart or insomnia,7 followed by worrying, irritability, 
free-floating, tiredness, restlessness and anergia.6 Depression among Egyptian 
patients manifests mainly with one or more physical symptoms, such as pain 
or tiredness all the time,7 or the patient can present with agitation, decreased 
libido, anorexia, hypochondriasis and insomnia. In Egyptian patients, affect 
may be masked by multiple somatic symptoms which occupy the foreground, 
with the affective component of their illness receding into the background.6,8 
Although these are common symptoms, anxiety and depression are often 
under-recognised and under-treated. These symptoms act as warning signs 
for family physicians to start mental health assessment and a psychiatric inter-
view, which necessitates a trained, orientated and qualified family physician.

The new guidelines for mental health in primary care for physicians are 
based on guidelines from the World Health Organization (WHO).9 Diagnosis 
is accomplished in four major steps: (1) Conducting a brief mental health 
assessment, (2) using the appropriate interactive summary card and flow 
chart, (3) using the Arabic Questionnaire and (4) using the symptom index 
and general flow charts. Conducting a brief mental health assessment is 
done to gather enough information. This is aimed to identify the presenting 
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complaint and other associated features to verify the appropriate interactive 
summary card and flow chart to use. Depression and anxiety both have inter-
active summary cards and a flow chart containing the main symptoms as well 
as the overlapping ones (see Figures 6.1 and 6.2).7

The Arabic Questionnaire is then used to confirm the provisional diagno-
sis. It can be completed by patients during the consultation or after their first 
visit, either alone or with the help of an assistant. The Symptom Index and 
the general flow charts help to identify the severity of the disorder and assist 
general practitioners in their everyday decision-making.7

FIGURE 6.1  Anxiety interactive summary card and flow chart.
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Several psychotherapeutic strategies have been suggested to overcome 
anxiety and depression, and pharmacotherapeutic augmentation treat-
ment is the recommended second choice in cases where there is insufficient 
response to the initial management.8 Anxiety and depression treatment 
begins with patient and family counselling and support. The patient is 
encouraged to engage in physical activities and is taught structured prob-
lem-solving techniques. If significant anxiety symptoms persist despite 
the suggested measures, Valeriana root capsule or antidepressant drugs 
such as imipramine can be used. Adding beta-blockers may help to con-
trol physical symptoms such as tremor. In cases of depression, the choice 
of medication is tailored to the patient’s condition provided there is an 
absence of red flags and the drug is included in the essential psychotropic 
medication list.7

FIGURE 6.2  Depression interactive summary card and flow chart.
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In anxiety, non-urgent referral is advised if the patient’s symptoms are 
severe or affecting social or occupational functioning. Referral to secondary 
mental health services in depression is advised in an emergency, if there is a 
significant risk of suicide or danger to others, psychotic symptoms or severe 
agitation. Non-emergency referral is indicated in case of medical treatment 
failure.7

Mental health services in primary care in Egypt have only been estab-
lished recently. As these services were mainly provided by hospitals, insuf-
ficient attention was given to integration of mental health into primary care. 
National mental health programmes were instigated in 1991–1996 and in 
1997–2003 to include mental health in primary health care.8 However, this 
strategy failed to gain acceptance because it did not address the lack of public 
awareness of mental health issues, the stigma associated with mental illness 
or, most importantly, the need to shift psychiatric care from asylums to the 
community. In 2006, a public awareness project was started to address this, 
and it has been taken as a priority since then.10

Changing clinical practices and public attitudes is a lengthy process, and 
Egypt is witnessing the very beginning of this change. Implementation so far 
has been limited. The infrastructure and services are grossly insufficient for 
the large and growing needs. Cultural beliefs affect interpretation of men-
tal symptoms. Integration of mental health into primary care started in five 
governorates, and training was conducted with follow-up, supervision and a 
referral system to secondary care in order to support primary care physicians. 
To date the programme has trained 642 physicians, 959 nurses and 468 social 
workers and health educators in 300 primary health care units.9
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6.2 DEPRESSION AND ANXIETY IN TUNISIA
Malek Chaabouni and Asma Chaabouni

Prevalence rates of depression and anxiety are mainly documented in scien-
tific studies, as there is a lack of an available data registry on psychological 
problems in Tunisia.1 Estimated prevalence rates of depression and anxiety 
in general settings varies between 38% and 70%.2,3 Depression and anxiety 
rates in specific vulnerable populations, such as victims of domestic violence 
or residents in medicine, are typically higher and range between 50% and 
70%.4,5 Although these studies provide evidence that anxiety and depression 
are highly prevalent in Tunisia, these results cannot be generalised. In fact, 
study populations are often small and not representative.2–4 Additionally, 
these studies typically rely on self-report measures, known for over-estimat-
ing morbidity rates.2–4,6

As in several African countries, it is not uncommon that patients with 
mental health difficulties in Tunisia present with somatic symptoms.7 This 
might be linked to several factors, such as a high level of stigma around 
mental illness and a lack of self-awareness.8 Health care professionals find 
making the diagnosis of depression and anxiety when the patient presents 
with only somatic symptoms challenging. In the case of the absence of a 
somatic disease, these somatic symptoms are typically related to high lev-
els of stress and social circumstances and rarely related to mental health 
problems.

Even though Tunisian family physicians (FPs) and GPs manage 
30–40% of mental health problems, GPs and FPs often report being 
uncomfortable in managing patients with mental health difficulties.9,10 
Therefore, routine detection of depression and anxiety in primary care 
has yet to be improved. It is still not common to use screening tools to 
detect depression and anxiety in primary care. This might be due to 
several barriers. Firstly, even though several screening tools for depres-
sion and anxiety have been validated in Arabic, few have explicitly been 
developed in Tunisian dialect and taking into consideration cultural 
specificities.11 Additionally, patients often seek help from their GPs and 
FPs at an advanced stage of their mental health problems. Because of the 
severity and the high number of symptoms at these stages of the disease, 
the diagnosis of depression or anxiety is often obvious based on medical 
interviews. Furthermore, GPs and FPs typically need more time in con-
sultations for mental health problems. Therefore, screening tools might 
be considered time-consuming.

Around one-third of patients, who suffer from mental health problems 
report visiting traditional healers before seeing a mental health expert.11 
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Management of depression and anxiety in Tunisia differs between the public 
and the private sectors. In the public sector, a balanced care model is put 
into place, where GPs and FPs play the role of gatekeepers. GPs and FPs can 
then choose either to manage the patient in primary care or to refer them to 
one of the few psychiatric institutions and departments. Treatment options 
are mainly medication. Talking therapies such as cognitive behavioural ther-
apy (CBT) could be offered in some cases, mainly in secondary care. In the 
private sector, patients have direct access to psychiatrists and mental health 
professionals with no need to contact their GP or FP. Treatment options for 
psychological problems are more diverse, including talking therapies and 
medication.

A great deal of attention has been recently paid to improving mental health 
services in primary care in Tunisia, including detection and management. 
As such, recent programmes have been introduced for both GPs and resi-
dents in family medicine. For GPs, a training programme launched by the 
WHO, entitled the Mental Health Gap Action Programme (mhGAP), was 
implemented in 2017 with the aim of training GPs to diagnose and treat men-
tal health problems.12 The outcomes after the training were promising and 
showed that GPs had improved their knowledge on how to deal with mental 
health difficulties.12

For residents in family medicine, a training programme in a psychiatric 
department has been introduced, and it is currently mandatory to validate 
this before being qualified to practice as an FP. The aim of this training 
programme is to gain autonomy in diagnosing and treating mental health 
problems, yet the quality of training may vary among departments and 
universities.

Primary care personnel do not usually have extra training to screen for 
these disorders. GPs and FPs could apply for diplomas hosted by their corre-
spondent faculty of medicine to gain extra competencies. Examples are diplo-
mas in addiction psychology and diplomas in CBT. However, these diplomas 
are open to all medical doctors and therefore not specific to the knowledge 
of a GP or FP.

The mental health sector faces several challenges, including stigma around 
mental health problems,9,12–14 restrictions around prescribing psychotropic 
drugs in primary care,14,15 the lack of funding to improve mental health care 
in primary care,9,14 the limited number of mental health professionals, who 
mainly practice in the north and the centre of the country,13,16 and the lack of 
training in managing mental health disorders by GPs and FPs.16–19 One of the 
ways to improve the management of depression and anxiety in primary care 
is to create mandatory contextualised training programmes as an opportu-
nity to enhance GPs’ and FPs’ confidence in engaging and managing mental 
health illnesses.15
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7.1 DEPRESSION AND ANXIETY IN GREECE
Christos Lionis

Although a modern electronic record system has been developed in the Greek 
national health system, there is still a lack of data regarding the prevalence of 
the most frequent chronic diseases, including depression and anxiety. A rep-
resentative sample of 4,894 individuals living in private households in Greece 
between 2009 and 2010 were assessed for common mental disorders in the 
past week using the revised Clinical Interview Schedule in a national survey.1 
Eleven percent of the male population and 14% of the female population were 
found to have clinically significant psychiatric morbidity. In another national 
representative sample of the adult population of Greece, 27% of the partici-
pants examined using a standardised protocol2 reported symptoms relevant 
to anxiety and 16.7% to depression.3 An anonymous online survey–based 
approach to estimate the prevalence of symptoms of psychological distress 
in the Greek population during the first COVID-19 lockdown had findings 
suggestive of high rates of depression, anxiety and post-traumatic stress dis-
order (PTSD) during that first lockdown.4 Depression and anxiety symptoms 
in adolescents and young adults were also found frequently, associated with 
previous mental health history and co-existing attention/learning difficulties 
and substance use, rather than socioeconomic factors.5

These diagnoses are helpful. Frequently, Greek people interpret their symp-
toms as part of a physical disorder and there is a delay to seek care from pri-
mary care (PC) practitioners or specialists. Frequently patients will present to 
the doctor’s office with somatic complaints and emotional feelings that they 
do not name as depression or anxiety, but as sadness or disappointment. This 
underlines the need to educate PC practitioners to work more on the medical 
interviewing, with a focus on feelings not traditionally included in the clas-
sification systems.

Although the current situation is rapidly changing in PC in Greece, with 
PC practitioners more involved in the diagnosis of mental health disorders, 
depression and anxiety, these disorders are still not routinely detected in pri-
mary care. A study of depression in a sample of elderly patients visiting a PC 
setting in rural Crete reported high rates of undetected depression of 61%.6 
This study found a prevalence of depression of 10.8% based on history or 
treatment of depression. However when an extensive neuropsychiatric/neu-
ropsychological evaluation was used to define depression, the prevalence was 
28.7% of the studied sample. Depression is also a frequent disorder in older 
people living in homes for elderly.

Practice guidelines for the management of depression and anxiety in 
PC based on an interdisciplinary consensus were approved six years ago 
in Greece. There is a stepped-care approach, and diagnostic algorithms are 
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available at the Ministry of Health’s website.7 However, it is still unknown to 
what extent this guidance is implemented in daily practice. Integrated PC is 
still lacking in Greece, and policy recommendations were formulated in 2019 
to guide primary health care reform in Greece, while attempting to inform 
efforts in other countries with similar conditions.8

A national action plan for Mental Health 2021–2030 has recently been 
approved, which includes actions for restructuring the Greek mental health 
services. The vertical axis No. 2 of this national plan stated “focusing on fur-
ther development and integration of the community-based network of mental 
health services, while integrating mental health services into primary health 
care, using modern digital technologies”.9

The residency programme in general practice in Greece includes spe-
cific training in psychiatry and mental health. Although there are efforts to 
increase training and the capacity of PC practitioners to detect depression 
and anxiety, there is substantial room for improvement. Training modules to 
respond to the current needs of PC practitioners in regard to depression and 
anxiety are needed. A retraining of all PC practitioners who serve the public 
sector is currently being planned by the Ministry of Health, and this will 
consist of online eLearning modules. The Medical Faculty at the University of 
Crete has developed a Primary Training Hub and begun developing a series 
of training courses, which it anticipated would be expanded upon. Activities 
that have been undertaken by the World Organization of Family Doctors 
(WONCA) Working Party on Mental Health are anticipated to enhance the 
existing capacity in PC in Greece.
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7.2 DEPRESSION AND ANXIETY IN LUXEMBOURG
Raquel Gómez Bravo

Luxembourg has a high overall proportion of prevalence of depressive symp-
toms of 11% in the population, which can be explained by the accessibility of 
the system, whereas the average in the European Union is lower. Before the 
pandemic, the prevalence of anxiety was 4.9%.1 The COVID-19 pandemic 
and the confinement measures intensified both pathologies, with women and 
younger groups at a higher risk of anxiety and depression.2,3

The signs and symptoms described in the Diagnostic and Statistical Manual 
of Mental Disorders, Fifth Edition (DSM-5) and International Classification 
of Diseases (ICD-11) are the common presentations of anxiety and depres-
sion in the country.4 A high percentage of patients complain of burnout in 
Luxembourg. Anxiety and depression as underlined health problems may not 
be diagnosed unless specifically asked about, and often patients tend to hide 
their symptoms. Depression is often accompanied by anxiety, and addictions 
or abuse are frequently linked to these pathologies as well. Unfortunately, 
under-detection is also common in elderly patients. It is crucial to address any 
symptoms as early as possible and make a differential diagnosis in order to 
offer the appropriate support due to the high impact on the individual, their 
families and their working or social environment.5

Depression and anxiety are not routinely screened for in primary care in 
Luxembourg. Case-finding is the norm, using validated questionnaires when 
there is a suspicion, but there is a lack of national protocols and standardised 
procedures. For depression, the most common used are the WHO-5 and the 
Patient Health Questionnaire for depression (PHQ-9). For anxiety, the Center 
for Epidemiologic Studies Depression Scale (CES-D Scale), Generalised 
Anxiety Disorder 7-item (GAD-7 scale), Loneliness Scale – Short Version 
(UCLA Scale) and Perceived Stress Scale 4-item version (PSS-4) may be used.

There is no coordinated strategy in place to routinely manage these 
pathologies in Luxembourg, although it is considered a priority. There is also 
self-testing available through the Ministry of Health website and awareness-
raising campaigns in several languages, with useful information on how 
to proceed to seek help, listing the resources available in the country.5 The 
Ministry of Health promotes health education campaigns, encouraging the 
public to self-test and to understand the nature of their symptoms (as self-
management is an important part of tackling mental health issues). If the 
results are positive or people have any mental health concerns, the website 
offers all types of information about how to arrange an appointment with a 
general practitioner, referral to another specialist or a private consultation 
with a psychologist or psychotherapist. Moreover, the details of the different 
services, various support groups, helplines that offer psychological support 
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and other resources, languages available and time schedules are detailed, as 
well as the offer to leave a message and be contacted in a maximum of three 
working days. Specific services for children and young people are also avail-
able, and special attention is given to emergencies and suicide prevention, 
guiding the population on how to get help for themselves or loved ones. There 
are 24-hour acute psychiatric services available in every hospital in the four 
regions of Luxembourg.

In June 2021, the Ministry of Health and Ligue d’Hygiène Mentale launched 
mental health first aid classes, with the aim of training 3% of the population 
by 2030. The classes teach, in different languages, how family, friends or co-
workers can provide initial support for mental health problems.6

General practitioners and other healthcare professionals are regularly offered 
training courses and continuous medical education is also available on a vol-
unteer basis, to detect and manage these health care problems and refer to the 
appropriate professionals to provide proper care and follow-up. However, there 
is a lack of formal coordination between the different health care services and 
care provided, with an added barrier to coordination being the absence of 
shared electronic health records between primary and secondary care.

There are three main types of treatment: Medical, psychological, and social, 
which are often combined. Medical treatment can be prescribed by doctors in 
primary care or psychiatry, and there is a tendency to provide pharmacologi-
cal treatment directly, in that it is reimbursed by the National Health Fund 
(Caisse nationale de santé, CNS) at 80% of the cost. However, other treatment 
options are usually only applied in specialized centres, as most of the main 
hospitals have psychiatric units or clinics for outpatient and inpatient treat-
ment, potentially combined with rehabilitation. Secondary care services may 
be offered on an individual basis or in small groups of patients whether they 
are hospitalized or receiving outpatient care.

Psychotherapy or psychological and psychosocial counselling can be used 
on its own or in combination with medication for worse cases, individually 
or in groups. It is supported by the CNS at hospitals and other institutions, 
although some services provided in private practice are not covered. However, 
from February 2023 on, psychotherapy will be partially reimbursed by the 
CNS (70% for adults and 100% for insureds who have not reached the age of 
18 on the date the medical prescription is issued), which should reduce the 
waiting lists and increase the accessibility of care. Teleconsultation is available 
via e-Consult on e-Sante if patients cannot attend an appointment in person. 
The University of Luxembourg offers a mental well-being counselling service 
for students and employees in both physical and virtual formats.

Social and other interventions have a very important role. These include 
social activities, relaxation strategies, dietary changes if necessary, moder-
ate regular exercise and medical leave when needed, promoting hope and 
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empowerment that add to the therapeutic effect of the medical and psycho-
logical treatment. Social and other interventions have a very important role. 
These include social activities, relaxation strategies, dietary changes if necessary, 
moderate regular exercise and medical leave when needed, promoting hope and 
empowerment that add to the therapeutic effect of both the medical and psycho-
logical treatment. However, community-based care for patients with depression 
and anxiety could be improved. Central guidelines and national protocols that 
promote better coordination among health care professionals would improve the 
care of the patients, as would follow-up after hospital discharge, as there is no 
national surveillance available yet, nor a centralized prescriptions network and 
shared electronic health care records with unique patient identifiers.

Mental health is a priority of the government. As mentioned, the government 
has recently approved the reimbursement of psychotherapy by the CNS and the 
national mental health plan in July 2023. The plan outlines 26 objectives across 
six key areas: governance, information systems and research, human resources, 
health promotion, mental health care access, and vulnerable populations. It 
represents a significant step forward in mental health care, building on the 
previous psychiatry reform and the 2015-2019 national suicide prevention plan.

The national mental health plan aims to create a stigma-free mental health 
care system that’s on par with physical health care, seamlessly integrated into 
the broader health system. The ministry envisions a system that fosters coop-
eration among all stakeholders, offering transparent coordination and acces-
sibility to individuals of all ages and illness severity levels.

The plan’s next steps involve its launch, the establishment of a national 
mental health committee, the implementation of its governance, and the for-
mation of various working groups.
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7.3 DEPRESSION AND ANXIETY IN TÜRKIYE
Sabah Tuzun, Pemra Cobek Unalan and Saliha Serap Cifcili

According to the Turkey Mental Health Profile Study, 1998, 17.2% of the 
Turkish population suffered from a mental illness in the past 12 months, and 
the prevalence of major depressive disorder (MDD) was reported to be 4%.1,2 
The prevalence of MDD among the population over 15 years of age was 9%, 
as per the 2019 data from the Health Statistics of Türkiye.3 In Turkey’s Health 
Study, a 22.7% increase in the frequency of depression and a 22.9% increase in 
the frequency of anxiety disorder were reported in 2019 compared to 2002.3,4 
In a primary care study, 46.6% of the participants had at least one of the men-
tal disorders evaluated with the PRIME-MD questionnaire.5 In this study, 
the most common mental health disorders were found to be mood disorders 
(30.2%) and anxiety disorders (25.2%).6 In another community-based study, 
the prevalence of at least one mood disorder in adult individuals was 37%, and 
the prevalence of an anxiety disorder was 29%.7 The risk factors for mental 
disorders were being a housewife, being less educated, having low income or 
being unemployed.5,7,8

Family Health Centres (FHCs) and Healthy Life Centres (HLCs) are 
regarded as primary mental health care providers in Türkiye under the 
National Mental Health Action Plan. Accordingly, it is expected that family 
physicians would diagnose and intervene in common mental illnesses such as 
minor depression and anxiety and that HLCs would provide counselling and 
support services.9 However, patients are free to present to all specialties in sec-
ondary and tertiary public health care facilities and in private practice (there 
is no gate-keeping role for family medicine). In fact, family physicians or 
nurses do not routinely screen their populations for depression and anxiety as 
part of usual medical care. However, numerous screening scales are available 
for depression and anxiety. One of the most frequently used scales for depres-
sion is the Beck Depression Scale.10 The Ministry of Health does not recom-
mend screening for depression or anxiety in primary care, although they do 
recommend screening older adults using the Yesavage Geriatric Depression 
Scale and the Hamilton Anxiety Scale.11

According to these Ministry of Health guidelines, patients who screen pos-
itive should be referred to a psychiatrist,11 although primary care physicians 
might choose to provide treatment to their patients as well. Psychologists 
employed in HLCs also provide counselling for patients.

Additionally, the ‘community-based mental health’ model is used as part 
of the Health Transformation Programme.12,13 This model aims to prevent 
patients with mental illnesses from becoming isolated from society and los-
ing their functionality through hospitalisation, as well as meeting their needs 
and improving their capacity to live in society, with the ultimate goal of fully 
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integrating these patients into the community as much as possible.12,13 In this 
model Community Mental Health Centres (CMHCs) are the facilities where 
people with serious mental illnesses are treated and followed up on; patients 
and their families are informed; mental education, group or individual ther-
apy is delivered; and if necessary, home care is provided through a mobile 
team. These centres collaborate with psychiatry clinics.12,13 Teams working at 
CMHCs have a minimum of two nurses, one part-time psychologist and one 
social worker on staff; efforts are still being made to establish these teams.9,12,13 
Additionally, it was intended for family physicians to be in contact with the 
units providing psychiatry services for guidance and supervision.9

Türkiye’s nationwide primary health care system and universal health 
insurance coverage are advantages in the delivery of mental health ser-
vices. A national personal electronic health record system, e-nabız (e-pulse), 
enables primary care physicians to see all their patients’ health records, if 
patients give informed consent, to enable improved coordination of care.14 
Türkiye also has a current National Mental Health Action Plan9 which 
specifies several actions to be made to provide education to primary care 
health professionals. CMHCs, which are community-based treatment fol-
low-up and rehabilitation services, add important value for mental health 
services. The Mental Health Act was prepared with the consensus of nine 
non-governmental organisations together with the Turkish Psychiatric 
Association and proposed in 2006.15

However, there are still several challenges regarding mental health services 
in primary care. Mental health is not among the prioritised services sup-
ported by incentives in primary care such as well-child visits and antenatal 
follow-ups. Although there is a well-established electronic health record sys-
tem, there is no specific electronic patient recording system for primary men-
tal health problems. Secondary mental health care services are not integrated 
with primary care.16 There is no referral system; rather, family physicians 
advise their patients to make an appointment and consult with a specialist 
by themselves if needed.

In addition to the lack of vertical integration, the community-based 
mental health services, namely FHCs, HLCs, and CMHCs, are not inte-
grated as well. CMHCs and HLCs work separately from FHCs, which 
causes fragmentation and weakens mental health services in primary 
care. Furthermore, the provision of HLCs is not yet completed. There are 
workforce issues, with a limited number of health professionals providing 
psychological counselling or social services in community-based men-
tal health services. In addition, antidepressants prescribed by a primary 
care physician are reimbursed for only one month by the National Health 
Insurance System. After one month, the treatment is reimbursed only if a 
report is provided by a psychiatrist.
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Considering these challenges, several future acts could improve primary 
care mental health services. Although the latest version of the Mental Health 
Act was submitted to the Turkish Grand National Assembly as a law pro-
posal in 2018, it has yet to be enacted.17 Finalising this law will be a valuable 
contribution to primary mental health services in Türkiye. The resources of 
HLCS and CMHS should be augmented by integrating their operation with 
FHCs. In addition, a well-constructed referral system should be described and 
supported with electronic records to establish vertical integration of mental 
health services. Primary mental health care services could be supported with 
incentives, and barriers to treatment, such as limitations on reimbursements, 
could be cancelled.
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7.4 DEPRESSION AND ANXIETY 
IN THE UNITED KINGDOM
Amanda Howe

The prevalence of depression and anxiety in the United Kingdom (UK) is cur-
rently cited in the most recent governmental survey as one in six (17%) report-
ing a common mental health problem, about half of which were specified as 
depression or anxiety.1 Another study showed that the average lifetime preva-
lence of depression was 14.6% for adults, with an average 12-month prevalence 
estimate of 5.5%.2 Many studies show that mental health problems are more 
common in women in all age groups and that those who are economically or 
socially disadvantaged are also more at risk of mental health problems and 
their adverse consequences. The COVID-19 pandemic was shown to increase 
mental health symptoms, but the overall prevalence of actual mental health 
disorders has not yet been shown to be greatly increased.

How depression and anxiety manifest in the UK somewhat depends on the 
context of the person involved, as does the language used to describe these 
conditions. Standardised clinical screening tools such as the commonly used 
Patient Health Questionnaire (PHQ-9)3 and Generalized Anxiety Disorder 
assessment (GAD-7)4 use very different words and tones from, for example, 
a mental health charity website which is trying to give a voice to lay people.5 
Similarly, the prevalence of psychological symptoms is much higher than 
condition-specific diagnoses – for example, material from the Royal College 
of General Practitioners (RCGP) estimates significant psychological issues are 
relevant in up to 40% of general practitioner (GP) consultations, but not all of 
these will reach diagnostic criteria.

However, both making an accurate assessment of psychological aspects 
and making specific diagnoses such as depression and anxiety disorders are 
routine parts of primary care in the UK.6 The first step in the process is either 
patients themselves cite a psychological issue as their cause for consultation 
or their friends and family encourage them to present this if they perceive 
a problem. Staff in primary care are trained to routinely enquire about how 
people are feeling and also to detect psychological problems. Once these cues 
are raised, questions similar to those in the two common screening tools cited 
earlier will be used to make a firmer diagnosis, though this is more commonly 
done verbally than through the completion of a manual questionnaire.

The management of significant psychological problems may be ‘expectant 
waiting and self-help advice’ in the first instance, as the therapeutic impact 
of disclosure and empathic response can in itself start to increase insight and 
enable improvement. Patients would normally be offered a follow-up appoint-
ment with a suitable member of staff, and those with persistent problems will 
usually be offered one of three interventions – talking therapies, medications 
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or referral to specialist mental health services if appropriate. The first of these 
is the most common next step in the UK, and indeed patients can refer them-
selves online to the National Health Service (NHS) services without a GP 
referral if they already understand what they might need.7 Medication is a 
common next step if symptoms are severe or prolonged, and psychiatric refer-
rals made for those who have very severe symptoms or deterioration.

During the last 40 years in the UK, increasing attention has been paid 
to both ‘health literacy’8 (the personal characteristics and social resources 
needed for individuals and communities to access, understand, appraise and 
use information and services to make positive decisions about health) and 
emotional literacy (the ability to recognise, understand, handle and express 
emotions). In principle, this should help our population recognise psycho-
logical problems and seek help promptly if needed. However, societal factors 
can influence this – mental health remains relatively stigmatised in many 
cultures; our diverse population with its many backgrounds may have dif-
ferent perceptions of what constitutes mental health and how to discuss it; 
and concern about the reactions of others to any admission of psychological 
problems can also be a barrier. Sadly, socioeconomic divisions are currently 
widening in our country, and this is also impacting on mental health from 
childhood onwards.

In primary care, mental health is core business, and all staff now have 
some training to alert them to these problems. National bodies such as the 
RCGP also provide clear leadership as to the importance of mental health in 
core primary care, with an approach that goes wider than just depression and 
anxiety into multiple other diagnoses and the need for integrated and effec-
tive services.9 However, the aim to engage sensitively with all and to diagnose 
psychological issues may be jeopardised by workload and limitations on time 
and energy.

In addition, government reports show that while funding and workforce 
for mental health services have increased, as have the number of people being 
treated, there will still be ‘sizeable treatment gaps’ by 2023–2024 if further 
action is not taken.10 Some key facts show that 4.5 million people were in 
contact with NHS-funded mental health services during 2021–2022, and 
£12 billion was spent on mental health services in 2021–2022, equivalent to 
around 9% of the NHS budget.11 There is also increased need – there was a 
44% increase in referrals to NHS mental health services between 2016–2017 
and 2021–2022, from 4.4 million in 2016–2017 to 6.4 million in 2021–2022. 
Need also outstrips service capacity, with 1.2 million estimated people on the 
waiting list for community-based NHS mental health services at the end of 
June 2022 and with some areas not yet recognised – for example, the propor-
tion of referrals to talking therapy services is currently excluded from the 
calculation of waiting time standards.

ALGrawany
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So to summarise – the UK NHS, and primary care within it, offer care for 
depression and anxiety that should be easy to access, of high quality and free 
at the point of use, with a reduction in cultural barriers that is also helpful. 
But excellent diagnosis and management can be impacted by wider societal 
challenges, increasing prevalence and the current stress in the NHS following 
years of reorganisations and increasing workload. We hope for better times.

REFERENCES
1. Baker C, Kirk-Wade E. Mental Health Statistics: prevalence, services and funding In

England. Commons Library Research Briefing. March 2023. Available from: https://
commonslibrary.parliament.uk/research-briefings/sn06988/ (accessed May 12, 2023).

2. National Institute for Health and Care Excellence. Depression Guideline. 2023.
Available from: https://cks.nice.org.uk/topics/depression/background-information/
prevalence/ (accessed May 12, 2023).

3. Patient Health Questionnaire PHQ-9. Available from: PHQ-9 Depression Test
Questionnaire | Patient (accessed May 12, 2023).

4. Generalised Anxiety Disorder Assessment GAD-7. Available from: GAD7 Anxiety Test
Questionnaire | Patient (accessed May 12, 2023).

5. MIND U.K. National Charity. Common signs and Symptoms of Depression.
Available from: https://www.mind.org.uk/information-support/types-of-mental-
health-problems/depression/symptoms/#CommonSignsAndSymptomsOfDepression
(accessed May 12, 2023).

6. NHS Homepage on Mental Health. Available from: https://www.nhs.uk/mental-health/
(accessed May 12, 2023).

7. NHS Guidance on Talking Therapies. Available from: https://www.hee.nhs.uk/our-
work/mental-health/improving-access-psychological-therapies (accessed May 12,
2023).

8. NHS. Definition of Health Literacy. Available from: https://www.england.nhs.uk/
personalisedcare/health-literacy (accessed May 12, 2023).

9. Royal College of General Practitioners, U.K. Mental Health Clinical Toolkit. Available 
at: Mental health toolkit: Introduction (rcgp.org.uk) (accessed May 12, 2023).

10. Mehase E. Government must get a grip on mental health crisis. BMJ. 2023;380:324. doi: 
10.1136/bmj.p324

11. National Audit Office, Progress in Improving Mental Health Services in England. 2023.
Available from: https://www.nao.org.uk/wp-content/uploads/2023/02/Progress-in-
improving-mental-health-services-CS.pdf (accessed May 12, 2023).

https://researchbriefings.files.parliament.uk
https://researchbriefings.files.parliament.uk
https://cks.nice.org.uk
https://cks.nice.org.uk
https://www.mind.org.uk
https://www.mind.org.uk
https://www.nhs.uk
https://www.nhs.uk
https://www.nhs.uk
https://www.england.nhs.uk
https://www.england.nhs.uk
https://doi.org/10.1136/bmj.p324
https://www.nao.org.uk
https://www.nao.org.uk


101DOI: 10.1201/9781003391531-8

CHAPTER 8

Depression and anxiety 
in primary care in 
Ibero-americana

https://doi.org/10.1201/9781003391531-8


102  ANXIETY AND DEPRESSION IN PRIMARY CARE

8.1 DEPRESSION AND ANXIETY IN ARGENTINA
Lidia Caballero, Matías Tonnelier and Silvia Reina

In recent studies carried out in the Argentinean population, the lifetime prev-
alence of any mental disorder in the general population over 18 years of age 
was 29% and the projected life risk up to the age of 75 was 37%.1 The disorders 
with the highest life prevalence were major depressive disorder (8.7%), alcohol 
abuse disorder (8.1%) and specific phobia (6.8%). Anxiety disorders were the 
most prevalent group (16.4%), followed by mood disorders (12.3%), substance 
disorders (10.4%) and impulse control disorders (2.5%). The prevalence in 
the last 12 months of any mental disorder was 14.8%, a quarter of which 
were classified as severe. A reported 11.6% received treatment in the previ-
ous 12 months, and only 30.2% of those who suffered from a severe disorder 
received treatment for it.2,3

Depression is underdiagnosed in Argentina – it is not recognised or well-
treated because of psychic masking hiding behind anxiety; somatic masking 
with the appearance of pain or its increase; or comorbidity with other condi-
tions, whether psychiatric, neurological or clinical.4 Anxiety may manifest as 
generalised anxiety disorder, panic disorder or specific phobias and including 
social phobia.2

Tools to diagnose depression and anxiety are not routinely used in daily 
practice, and detection requires primary health professionals to be attentive 
to symptoms of them. A multistage probabilistic survey of the Composite 
International Diagnostic Interview (CIDI) designed by the World Health 
Organization has been used in research settings. The CIDI is a fully struc-
tured diagnostic interview used in the World Mental Health Survey Initiative, 
which includes Spanish-speaking countries in Latin America.5 The disorders 
were evaluated using the diagnostic criteria of the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (DSM-IV).2

Argentina adheres to the international frameworks of Integral Management 
for Disaster Risk Reduction (GIRRD), enacting Law No. 27,287, which cre-
ated the National System for Integral Risk Management and Civil Protection 
(SINAGIR). The Inter-Agency Standing Committee (IASC) proposes a pyra-
mid of interventions for mental health and psychosocial support teams that 
illustrates different levels of support. For the purposes of the COVID-19 
emergency context, the pyramid has been adapted from the 2007 pyramid.6

Management of depression includes pharmacological treatments that may 
or may not be accompanied by non-pharmacological treatments. Behavioural 
and cognitive behavioural therapy are the predominant non-pharmacological 
treatments, either alone or in combination with pharmacological manage-
ment.7 There are currently two behavioural activation formats or models for 
therapy: the Behavioural Activation model (BA) and the Brief Activation 
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Treatment for Depression model (BATD).8 The differences between the two 
are relatively minor: They are based on different learning principles; BATD 
is more structured than BA; BA incorporates elements of functional analysis 
and tools for dealing with rumination, whereas BATD focuses exclusively on 
behavioural activation.9

For the treatment of anxiety, selective serotonin uptake inhibitors are 
mainly used, as well as high-potency benzodiazepines, such as clonazepam, 
used mainly in the initial period of treatment to attenuate autonomic acti-
vation symptoms and overcome anticipatory anxiety in the face of feared 
situations.10

The majority of patients with depression are not prescribed any medica-
tion, and only 31% receive antidepressants.4 Within pharmacological treat-
ments, the useful daily doses for social anxiety disorder generally range from 
20–40 mg of fluoxetine or paroxetine, 50–100 mg of sertraline, 100–200 mg 
of fluvoxamine or 10–20 mg of escitalopram.10

The IASC guidelines propose a series of levels of interventions (stepped 
care) for the different health agents for ‘Mental Health and Psychosocial 
Support in Humanitarian Emergencies and Disasters’. These include:

1.	 Basic services and security:
•	 Risk communication
•	 Promotion of protection measures, security, information and response 

to basic needs and psychosocial aspects

2.	 Community and family support:
•	 Basic mental health care by primary care personnel
•	 Adapted psychological first aid: By health care professionals in person 

or remotely

3.	 Non-specialised (person-to-person) focused support:
•	 Adapted psychological first aid: By community agents
•	 Mutual support and other community psychosocial strategies
•	 Information with recommendations for vulnerable groups

4.	 Specialised services:
•	 Guidance, accompaniment, mental health counselling and psychoso-

cial support in person or by teleconsultation
•	 On-site emergency care (when necessary)
•	 Continuity of care and follow-up of pre-existing treatments, includ-

ing the pharmacological plan through the incorporation of digital 
prescriptions6
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The guidelines for the implementation of the Mental Health Law N26.657, 
with a plan that covers the period 2021–2025, arises in the context of a sce-
nario marked by the health emergency caused by the COVID-19 pandemic. 
Thus, Argentina has now included in its public health agenda a series of steps 
to strengthen the diagnosis, follow-up and treatment of the mental health of 
its population.11 The National Mental Health Plan 2021/2025, in particular its 
Problem No. 5, proposes continuous in-service training of human resources 
in health/mental health for the different sectors involved.11

The current crisis situation due to COVID 19 is an invaluable opportunity 
for the urgent implementation of care strategies, which should contemplate at 
least the following three basic dimensions: Training, promotion and organ-
isational strategies.5
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8.2 DEPRESSION AND ANXIETY IN BRAZIL
Adelson Guaraci Jantsch

Like many countries that transitioned their morbimortality patterns, Brazil 
has today a high prevalence of all chronic conditions among its adult popula-
tion. However, the epidemiological transition in Brazil was not as complete 
as seen in high-income countries, since the country still struggles with high 
rates of death due to communicable diseases, car crashes and violent acts.1,2 
At the same time, with improvements in living standards and the increasing 
life expectancy (from 49.5 years in 1950 to 76.5 years in 2022), all chronic 
conditions followed the same patterns as countries that underwent a complete 
epidemiological transition.3 Mental health conditions, including depression 
and anxiety, became more common in Brazilian society. Alcohol abuse and 
tobacco dependency remain highly prevalent, despite the lower prevalence 
in younger generations, probably due to public campaigns aiming to reduce 
access to alcohol and tobacco among teenagers.4

Global health estimates put Brazil as the world leader in the prevalence 
of anxiety disorders and second place in depression, just behind the United 
States.5 One explanation is the increase in number of years lived with dis-
ability, especially in young adults.6 National surveys have shown that the 
prevalence of adults with depression – both self-reported or evaluated with 
the Patient Health Questionnaire-9 (PHQ-9) – has increased from 7.5% in 
2013 to 10% in 2019, with an even higher prevalence among those who are 
sedentary, tobacco smokers, heavy drinkers and young unemployed adults.7 
Seeking health care for depression also increased during this period from 46% 
to 53% among those self-reporting as having depression, with private clinics 
being the main source of health care.8

The words depression and anxiety are not restricted to the medical vocabu-
lary in Brazil. They are already part of the vernacular Portuguese, along with 
other terms commonly used by patients to describe symptoms of anxiety and 
depression, such as “estar com nervos” (being nervous), “tristeza” (sadness), “estar 
com os nervos à flor da pele” (be on edge), “me sinto muito agitado/agitada”  
(I am feeling very agitated or hectic) and “estou com muita ansiedade” (I am 
having a lot of anxiety). Of course, patients will use their own words to describe 
their own illness experience, with many using expressions such as “Doctor, I am 
depressed” or “I am feeling very anxious”. Many will tell a different story, such 
as “Doctor, I want to be happy again”, said a young nanny starting to realise 
that her beloved employers were making her work overtime taking care of their 
children without paying for it. Or “I miss the smell of the rain in my little farm 
in Ceará”, said an old woman after three months of living in a favela in Rio de 
Janeiro against her will, but trying to please her daughter who gratefully wanted 
to give her mother the rest she deserved after a whole life dedicated to the family.
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In order to improve detection and management skills of health profession-
als in primary care, the Brazilian Ministry of Health has led several initia-
tives to increase the scope of practice of doctors and nurses, including the 
publication of guidelines, guiding manuals and online courses on mental 
health problems.9 This capacity-building approach has focused on creating a 
more holistic approach to illness, avoiding overprescription of psychotropics, 
unnecessary referrals to secondary care and hospital admissions. Standard 
screening tools are used to diagnose depression and anxiety and are avail-
able by most of the digital platforms doctors often use on a daily basis. These 
screening and diagnostic tools are taught in medical schools and in continu-
ous medical education courses. Despite these efforts, trends in the sales of 
antidepressants in Brazil have increased from 2014 to 2020.10 This information 
raises concerns regarding the possibility that many patients using antidepres-
sants and anxiolytics are not taking them to treat depression or anxiety, but 
may be over-diagnosed and/or over-treated for something else.

The Brazilian Psychiatric Reform was initiated in the 1980s and formally 
established in 2001 with the publication of the Psychiatric Reform Law.11 It 
was a comprehensive reform that changed not only the way patients with 
schizophrenia and psychosis were treated so far (mostly in long stays in psy-
chiatric hospitals, before the reform, away from their families and communi-
ties). With the community becoming the main setting for treating all mental 
health conditions, primary care became responsible for being the first contact 
and the main resource in the community to take care of patients with all sorts 
of mental health issues.12

The Brazilian Family Health Strategy – the first national initiative for pri-
mary health care – was launched in 1994.13 It established a model of care, a 
governance structure and financial incentives for municipalities to implement 
Family Health Teams – a team of health workers (one physician, one nurse, 
one nurse technician and four to six community health agents) taking care 
of 4,000 people living in a catchment area. Today, this strategy is responsible 
for providing primary care to 66% of the population.14,15 Coordination of care 
starts in primary care for all health issues, not only mental health. One patient 
with depression and/or anxiety can be diagnosed and managed a in a primary 
care clinic by his or her Family Health Team, but quite often many patients 
are referred to psychiatrists to be managed, mostly those with schizophrenia, 
psychotic symptoms or severe cases.

The reform was also followed by two national initiatives that helped opera-
tionalise the reform and make it reach its goals. The first was the expansion 
of the Psychosocial Support Center (Centros de Apoio Psicosocial – CAPS) to 
provide improved access to mental health care in the community, allowing 
routine visits and follow-up of patients by health care teams and combining 
the expertise of psychologists, psychiatrists, nurses, occupational therapists, 
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music therapists and other professionals. The second was the creation of the 
Nucleus of Support for the Family Health Strategy (Núcleo de Apoio à Saúde 
da Família – NASF)16 that allowed municipalities to create health care teams 
with other health professionals than those already available in Family Health 
Teams – general doctors and nurses. This initiative brought to primary care 
the expertise of nutritionists, physiotherapists, occupational therapists and 
psychologists. The work of health professionals from NASF is meant primar-
ily to support Family Health Teams manage their patients through shared 
consultations, shared decision-making and case discussions.17 They also have 
their own patients and one agenda jointly created with the Family Health 
Teams. Ultimately, this initiative has improved access to health care for 
patients with depression and anxiety. By 2023, there were 2,836 CAPS in all 
states of the country, totalling an annual funding of more than 1.27 billion 
Brazilian reais (250 million US dollars).

For the last 20 years, residency training in family medicine has been incen-
tivised and expended by the Brazilian government.18 Three waves of national 
policies aiming to promote the provision, fixation and training of doctors to 
work in primary care in rural and remote areas have helped to improve access 
to health care and, at the same time, improve primary care capacity to deal 
with depression, anxiety and other mental health issues.19–21

After two years of residency training in family medicine, Brazilian family 
physicians are more capable of detecting schizophrenia, psychosis, alcohol 
dependency, drug addictions, depression and anxiety, compared to doctors 
without residency training.22 They also request fewer referrals to psychia-
trists for these patients, managing them closely to the place where they live.23 
However, only a small portion of all 45,000 Family Health Teams in the 
country has a trained family physician. The majority of these teams have a 
generalist (a doctor with six years of medical school), who frequently spends 
the first years of his or her career working in primary care, before moving 
to another medical specialty.24 Hopefully, with all efforts combined and in 
the next 10 years, this scenario will change and the majority of the Brazilian 
population will have one trained family physician – or at least one doctor 
with some training in family medicine – as their medical provider. This will 
represent an improvement in the quality of care provided to the communities 
and to all patients with mental health conditions.
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8.3 DEPRESSION AND ANXIETY IN ECUADOR
Miriann Mora Verdugo, Diana López and Yolanda Dávila

The distribution of people in Ecuador is organised into 24 provinces, distrib-
uted into four large regions: Galapagos Islands, Highlands, Amazonia and 
Coast. According to self-identification, there is a large cultural diversity. The 
most representative nationality is Kichwa.1

In 2017, the World Health Organization (WHO) reported that Ecuador 
ranked eleventh in the world with cases of depression with a prevalence of 
4.6% and tenth for anxiety with a prevalence of 5.6%.2 Between 1990 and 2019, 
the prevalence of depression was 2.8% in men and 4.1% in women and anxiety 
was 4.1% in men and 6.8% in women.3 In a study of a university population 
with a mean age of 18.3 years, 53.7% were women and 95.1% were mestizos 
(people of mixed European and indigenous ancestry). The prevalence of major 
depression was 6.2% and generalised anxiety was 2.2%.4

Dávila and collaborators, in a study of the Nabón canton, in the Ecuadorian 
Andes, which has a 30% indigenous population, found that the prevalence 
of depression in the total population was 4.5%. Of these, 67% were female, 
30% were indigenous and 8% belonged to dysfunctional families. Also, 33% 
of people with major depression were aged 20–45 years. The prevalence of 
generalised anxiety was 8% among women, of whom 51% were between 20 
and 42 years old, and 39% corresponded to the indigenous ethnic group. In 
another study of an older population with a median age of 70 years, the over-
all prevalence of depression was 35.4%. Of these, mild depression was 23.7%, 
moderate 8.7%, severe 3% and moderate/severe was 11.7%.5

Depression and anxiety constitute a public health problem. Three uni-
versities in the city of Cuenca found that 61% of their students, average age 
of 21 years, had this disorder.6 Furthermore, many people with depression 
and anxiety present in medical consultations with physical symptoms such 
as pain, inability to sleep, eating behaviour problems and crying easily. In 
Ecuador, the Ministry of Public Health implemented the Comprehensive 
Care Model in Family and Community Health, strengthening primary health 
care, especially at the first level of care, which is responsible for detecting and 
treating 85% of the more frequent pathologies. The pillar for the application 
of the model is the family doctor. Mental health is also prioritised, integrating 
psychologists into health teams that cover a population of more than 10,000 
people, but leaving a void for this service in communities with smaller popu-
lations. In these places, a problem arises when a mental disorder is detected, as 
they must be referred due to a lack of medication or psychologists, but patients 
must wait one or two months to be seen. Only if the mental illness is serious 
or the patient’s life is at risk may they be referred with a priority or emergency 
shift to a specialised centre. Another problem is the belief that people have 
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that if you go to the psychologist, it is because you are crazy, so they do not 
attend the consultation.

The Ministry of Public Health of Ecuador issued a Clinical Practice Guide, 
“Diagnosis and Treatment of Depressive Episode and Recurrent Depressive 
Disorder in Adults”, in 2017 that must be applied at all levels of health.7 It indi-
cates that those with unexplained physical symptoms, chronic pain, fatigue, 
insomnia, anxiety and substance use are at greater risk of depression and 
gives general recommendations for the suspicion and screening of depression 
in adults.

For the diagnosis of depression, the criteria of the International 
Classification of Diseases (ICD-10) are used. Once the problem is identified, 
the severity criteria of a depressive episode are applied, and together with 
the diagnosis or suspicion of depression, physical and mental comorbidities 
must be ruled out, which may be associated with substances and medications. 
A detailed anamnesis, physical and psychological examination, and labora-
tory tests are required in patients with a suspicion or diagnosis of depression. 
These tests include basal glycemia, thyroxine (T4), thyroid-stimulating hor-
mone (TSH) and others based on medical criteria. “Scales can be used to pro-
vide complementary information in the evaluation, but they cannot replace 
the clinical interview”. They recommend the validated Spanish version of the 
Hamilton Rating Scale for Depression (HRSD or HAM-D), as well as the vali-
dated Spanish version of the Montgomery-Asberg Depression Rating Scale 
(MADRS) and the Beck Depression Inventory (BDI-13 and 21-item versions). 
There is no guide for the diagnosis or management of anxiety. This diagnosis 
is made based on signs and symptoms.

As the first level of care, the gateway to the system and the first point of 
contact with the population, family and community health units are the 
location where the greatest number of screenings and detections of people 
with mental health problems are performed, particularly by family doctors. 
During the consultation, risk factors are determined for people with chronic 
diseases; a history of depressive episodes; a family history of depression; and 
problems such as unemployment, spousal separation, stressful life events, vio-
lence, alcohol consumption, fibromyalgia, chronic fatigue, etc.

Ideally once the diagnosis is established, interdisciplinary treatment begins, 
which consists of a proportion of interventions based on the patient’s state and 
evolution, such as referring the patient to psychological services for initia-
tion of cognitive behavioural therapy, interpersonal therapy, systemic fam-
ily therapy or group therapy, depending on the case, applying protocols and 
scheduling consultations with the family doctor as indicated. If the patient 
does not improve with non-pharmacological treatments (such as exercise and 
healthy eating and psychotherapy) and pharmacological treatments (such as 
fluoxetine, sertraline or, in other cases, amitriptyline when the previous ones 
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are not available), the patient is referred for evaluation by psychiatric services. 
Monitoring by psychological services and family medicine will continue 
while the patient is awaiting an appointment for second-level care.

However, many health professionals are unaware of the clinical guidelines 
published by the Ministry of Public Health and are not trained in the manage-
ment of this type of mental disorder, which is a call to attention for universi-
ties that may not be giving importance to this situation in their classrooms. 
Another problem is that the public institution does not routinely train its 
doctors; in some places, they carry out online courses on the subject. Nursing 
staff are not in charge of identifying these disorders, so they are not trained 
to screen for these pathologies. The clinical guide is not used, either due to 
ignorance or lack of time because they only have 15 minutes for the consulta-
tion, which makes it difficult to detect people with depression and anxiety.

Health provision and education need to be coordinated. To ensure that 
depression and anxiety are adequately detected and managed, universities 
must prepare their future professionals to identify and treat these diseases 
in a timely manner. Both medical and nursing staff should be trained in the 
detection of these mental disorders.
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9.1 DEPRESSION AND ANXIETY IN CANADA
Alan Ng Cheng Hin

Mood and anxiety disorders are the most common mental health disorders 
seen in primary care in Canada. About three-quarters of Canadians who 
used health services for a mental illness annually consulted for mood and 
anxiety disorders. The highest prevalence was observed among those aged 
30–54 years, followed by those 55 years and older.1 In 2016, the largest rela-
tive increases in prevalence were found among children and youth (aged 
5–14 years); in absolute terms, however, these increases were less than 1%.1

Anxiety is extremely common, with 2.6% of Canadians aged 15 years and 
older reporting symptoms within a 12-month period. Of these, 50% reported 
co-existing symptoms compatible with a major depressive episode. This is 
consistent with epidemiological studies using comparable methodology in 
the United States, Europe and Australia.2

Environmental and coping capacity factors are as important as genetics 
and neurochemistry in explaining the causes of depression and anxiety.3 
Adverse childhood events (ACEs) contribute significantly to a higher risk 
of depression later in life.4 At-risk populations in Canada include a positive 
family history, female gender, lower socioeconomic status, indigenous (First 
Nations) status and accompanying chronic disease burden.3

Although the prevalence of depression and anxiety in Canada is signifi-
cant, they remain challenging to diagnose and manage in primary care. 
Although the vast majority of mood disorders and anxiety present in pri-
mary care, the current understanding and clinical approach to them are often 
dominated by a model derived from psychiatry, where the focus is on psy-
chological symptoms such as sadness or worry.3 It is important to develop 
a model which is suitable for the primary care setting in order to approach 
depression and anxiety. Firstly, mental and medical disorders often coexist 
(comorbidity). Secondly depression and anxiety can present with chronic and 
disabling physical symptoms, with the physical symptoms often predominat-
ing and obscuring the psychological symptoms unless specifically sought out. 
Thirdly, depression and anxiety can present with chronic medically unex-
plained symptoms (MUS).5

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5)6 guides 
physicians in classifying depression and anxiety as distinct disease entities, 
the symptoms of which cut across most of clinical medicine. However, like 
other emotional experiences, the symptoms of anxiety and depression cannot 
be separated from the person experiencing them or their biological functions, 
and this requires a patient-centred approach from the treating clinician.3,7

Within Canada’s public Medicare system, the primary care physician is 
the gatekeeper for initial contact with the health care system, and as such 
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usually remains the de facto mental health provider.8,9 Detection rates of men-
tal disorders in primary care remain low for various reasons –limited time for 
appointments, a concentration on somatic presentations as the valid ‘ticket 
of admission’ and the stigma of mental illness, which provides challenges for 
patients to discuss their problems.8

Notwithstanding comorbidity with other chronic medical conditions and 
the association with medically unexplained symptoms, depression and anxi-
ety also frequently coexist. Generalised anxiety disorder may precede a major 
depression, which adds to the diagnostic challenge.3

To diagnose anxiety or depression, attention to DSM-5 criteria provides 
guidance in order to identify specific conditions (major depressive disorder, 
generalised anxiety disorder, etc.) using targeted screening questions and 
screening tools such as the Patient Health Questionnaire (PHQ-9), Hamilton 
Depression Rating Scale (HAM-D), Beck Depression Inventory (BDI-II) and 
the General Anxiety Disorder Questionnaire (GAD-7).8

Although there is known to be under-recognition of depression and anxi-
ety, the Canadian Task Force on Preventive Health Care (CTFPHC 2013) does 
not currently recommend screening for adults at average risk for depression 
or those who may be at increased risk.10

In Canada, treatment of depression and anxiety can be divided into two 
broad categories: Psychopharmacology (medication) and non-pharmaceutical  
interventions, which includes psychotherapy, psychoeducation and self-
management. Using medication follows a step-wise approach, with first-line 
options followed by second-line options and then augmentation agents for 
resistant cases. For anxiety, antidepressants are the first-line medications for 
treatment, with anxiolytics being used for a brief duration, usually when anti-
depressants are being initiated and titrated upwards. For both depression and 
anxiety, augmentation agents include atypical antipsychotics, mood stabilis-
ers and anticonvulsants.8

For mild to moderate depression, evidence-based psychotherapy is as 
effective as antidepressants. For patients with chronic, severe or treatment-
resistant depression, or with a comorbid disorder such as anxiety or person-
ality disorder, combined psychotherapy and medication works better than 
either treatment alone. Psychotherapy for depression includes cognitive 
behavioural therapy (CBT) and behavioural activation. For anxiety, CBT 
is the first-line psychotherapy with the best evidence base.8,11 Treatment is 
individualised based upon acuity and severity of the condition, individual 
patient context and patient choice. With regard to the use of CBT, patient 
choice, motivation and insight are important considerations before using 
this option.11

Federal and provincial governments have been making clear efforts to 
increase access to mental health services.12 However, the recent COVID-19 
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pandemic highlighted and augmented the morbidity and burden of depres-
sion and anxiety upon the general population and the health care system.13,14 
With the growing demand for mental health services in general and the 
associated high costs to Canada’s health care system, there remains an 
urgent need for improved access and cost-efficient delivery in order to meet 
this need.

Other significant access challenges remain: Long wait times, shortage of 
accessible mental health professionals, lack of mental health service inte-
gration, culture and language barriers, concerns about stigma, inequities 
due to geography or demographics (e.g., youth, rural communities, and 
Indigenous populations) and cost of services not covered by private insur-
ance plans.12

To improve detection and management of depression and anxiety in the 
primary care setting, a holistic and multipronged approach is required. This 
includes public awareness campaigns to reduce the stigma of mental health 
disorders. Integration and funding of community-based resources are neces-
sary to decrease reliance on high-cost services like hospital-based emergency 
departments or psychiatrists, which contribute to access issues.15 As the point 
of first contact, primary care providers need ongoing training on how to man-
age consultations with patients who present with symptoms which may not 
immediately point to a diagnosis of anxiety and depression. This requires 
attention to the biopsychosocial nature of anxiety and depression and build-
ing competency in patient-centred approaches to the consultation.7 Primary 
care providers should develop a ‘toolkit’ of evidence-based approaches which 
includes office-based brief CBT techniques, behavioural activation and 
motivational interviewing, amongst others.5,7,9,11
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9.2 DEPRESSION AND ANXIETY IN THE 
UNITED STATES OF AMERICA
Lesca Hadley and Thomas Shima

Depression and anxiety are common conditions in the United States with 
potentially serious complications. These conditions are found in a wide range 
of patient populations with a predilection for certain groups. An estimated 
18 million adults are affected by depression each year,1 and 5–9 million adults 
are affected by generalised anxiety.2 In 2017, 13% of US teens aged 12–17 (over 
3 million) said they had experienced at least one major depressive episode or 
anxiety in the past year.3

A number of specific patient populations are at increased risk for both 
anxiety and depression. Adolescents and young adults (ages 12–24) have the 
highest percentages of both anxiety and depression.3 Women are at higher 
risk for depression than men. In 2019, 21.8% of women experienced depres-
sion symptoms compared to 15.0% for men.4 Women are also twice as likely 
to have anxiety than men.1 Another at-risk population for anxiety and depres-
sion are patients with significant comorbidities such as diabetes, coronary 
artery disease, stroke, cancer and HIV.5–9

Depression and anxiety may manifest with similar symptoms. Adults with 
depression have episodes of sadness, loss of interest or pleasure in former 
activities, sleep disturbances, angry outbursts and feelings of worthlessness. 
In children and teens, symptoms of depression are similar, but with some dif-
ferences such as excessive sleeping, refusal to attend school, poor grades and 
clinginess. Anxiety involves a heightened fear of things and loss of control. 
Adults and teens with anxiety are often on edge and overwhelmed with panic 
or a feeling of impending doom. They can also experience tremors, tachycar-
dia, increased sweating and hyperventilation.

The primary care physician in the United States is often the clinician who 
makes the diagnosis of depression or anxiety. The Diagnostic and Statistical 
Manual of Mental Disorders, published by the American Psychiatric 
Association, provides specific diagnostic criteria for depression and anxiety. 
Several self-assessment screening tools are available to help the primary care 
physician make the diagnosis. For depression, these include the Patient Health 
Questionnaire-2 (PHQ-2) and the Patient Health Questionnaire-9 (PHQ-9). 
The PHQ-2 is a brief two-question test that enables the clinician to quickly 
assess whether further testing is needed. If the PHQ-2 test is positive, then 
the clinician should proceed to the PHQ-9 questionnaire for a more defini-
tive diagnosis of depression. In the elderly, the Geriatric Depression Scale is 
recommended as a standardised screening tool.

Two self-assessment tools commonly used for anxiety are the Generalized 
Anxiety Disorder-7 (GAD-7) and the Screening for Child Anxiety Related 
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Disorders (SCARED). The SCARED tool is focused specifically on the child 
or teen patient. For children ages 8–11, it is recommended that the clinician 
explain all questions or have the child answer the questionnaire sitting with 
an adult in case they have any questions. Additionally, SCARED has a sepa-
rate questionnaire that is completed by the parent. All these screening tools 
provide good evidence for making the diagnosis of depression or anxiety.

Most patients visit their primary care physician first for the treatment of 
anxiety and depression, although some patients may initially present to a 
psychiatrist.10 Patients may also access help or information on their own for 
depression or anxiety through various phone hotlines and online websites.

Treatment with selective serotonin reuptake inhibitors and selective sero-
tonin or norepinephrine reuptake inhibitors is first-line therapy for anxiety 
and depression. Benzodiazepines are not recommended for first-line therapy. 
Medications are recommended for 6–12 months following resolution of the 
depression and anxiety to prevent relapse. Psychotherapy, especially cogni-
tive behavioural therapy, is recommended for anxiety and depression and is 
commonly used in combination with medications for treatment. If patients’ 
symptoms do not respond to first-line treatments, primary care physicians 
will routinely refer the patients to psychiatrists. Often patients with depres-
sion and anxiety have comorbid substance abuse disorders which need profes-
sional treatment too.11

Stepped care approaches for mental health exist within some organisa-
tions and healthcare insurance plans. However, standardisation of a stepped 
approach across the country does not exist.1 In recent years the emphasis on 
the detection and management of depression and anxiety in primary care has 
increased. National attention has been placed on mental health, with funding 
for treatment and education coming from the government as well as other 
sources.12

Physicians in primary care are trained to detect depression and anxiety 
in the outpatient setting. Nurses and medical assistants may collect infor-
mation on depression and anxiety using screens under the direction of a 
physician. The detection and management of depression and anxiety still 
need to be improved. Studies show high rates of undetected depression 
and anxiety. The Centers for Disease Control and Prevention in the United 
States report that 1.2 million adults in the United States attempted suicide 
in 2020, with non-Hispanic American Indian and Alaskan natives dispro-
portionally affected. Males accounted for approximately 80% of suicides, 
and the highest rate of suicide was in the elderly, in particular, people over 
the age of 85.13

Improving the detection and management of depression and anxiety 
will take a multifaceted approach. Education must occur on many levels. 
Depression often starts in the young, so educators who work with children 
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need to be taught the signs and symptoms of depression and anxiety. 
Universities and workplaces need strategies to identify, support and treat their 
students and employees. The elderly need connection and support to adjust to 
life’s changes, and their caregivers need to know the signs of a person at risk. 
Much of the country lacks adequate mental health services, so an emphasis 
must be placed on training the primary care workforce to combat depression 
and anxiety.12 The workforce must then be attracted to work in places where 
they are most needed. Telehealth services are another way of extending the 
workforce into areas without access to mental health services.
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10.1 DEPRESSION AND ANXIETY IN NEPAL
Pramendra Prasad Gupta

In Nepal, the prevalence of depressive symptoms has been reported to range 
from 27% to 76%.1–3 The limited studies on anxiety have estimated the propor-
tion of symptoms to range from 10% to 57%.3–6 In adolescents, studies have 
found that male gender, staying away from home, grade and stream of study, 
academic performance, examination-related issues and cyber bullying are all 
linked with depression. Likewise, gender, grade of students and type of school 
(i.e., public or private), family type, not living with parents, educational level 
of parents and high educational stress have been found to be determinants 
of anxiety.7,8

Depression may manifest as feelings of sadness, tearfulness, emptiness or 
hopelessness, along with angry outbursts, irritability or frustration, even over 
small matters. Other symptoms include loss of interest or pleasure in most 
or all normal activities and sleep disturbances, including insomnia or sleep-
ing too much. Anxiety manifests as feeling tense, nervous or unable to relax, 
having a sense of dread or fear while going in a crowd, loss of appetite and 
sleep, palpitation, sweating or feeling like the world is speeding up or slow-
ing down. In Nepal, the Patient Health Questionnaire 9-item (PHQ-9) tool 
may be used to diagnose depression, and Diagnostic and Statistical Manual 
of Mental Disorders, Fourth Edition (DSM-IV) criteria may be used for both 
depression and anxiety.

While mental health services are supposed to be included among the basic 
health services expected to be delivered in primary health care (PHC) in 
Nepal, there is little evidence that these services are delivered in PHC settings 
in practice. The Management Division, a section of the Department of Health 
Services, mental hospitals and some non-governmental organisations (NGOs) 
have taken the initiative to train PHC workers in a few districts.9 However, 
the lack of refresher training and non-availability of essential psychotropic 
medicines has meant that, despite the training provided, there continues to 
be a lack of availability of mental health services on a regular basis. Two 
psychotropic medications, phenobarbitone and amitriptyline, are available 
in PHC centres and, more erratically, at the Health Post level, but no psycho-
tropic medicines are available at the Sub-Health Post level. No counselling or 
psychotherapeutic services are available through the PHC system. Due to the 
lack of clear referral mechanisms from primary to tertiary care, people with 
mental illness are not being identified or treated effectively, even in the health 
facilities where there are trained health workers. No standardised training 
manuals, screening tools or guidelines are available, particularly for the train-
ing of PHC workers in the detection, diagnosis and treatment of common and 
severe mental disorders.9
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Despite this bleak mental health situation, Nepal has made significant 
improvements in recent years, in comparison to a situation analysis using 
the World Health Organization Assessment Instrument for Mental Health 
Systems (WHO-AIMS) in 2006.10 For example, the total number of psychia-
trists has increased considerably. The number of mental health beds was less 
than 1 (0.8) per 100,000 population10 and has now increased to 1.5 per 100,000 
population. The involvement of user groups in mental health care, preven-
tion and advocacy has become more established, and two national-level 
organisations led by service users have been instituted. Community-based 
mental health programmes have been initiated in a few districts by both the 
government and NGOs.11,12 In recent years, some initiatives have been taken 
to include mental health in national health priorities. For example, mental 
health has been included in the second health-sector support programme 
(NHSSP-II), ‘one stop’ crisis centres have been established and psychosocial 
and mental health has been included in national minimum standards and 
standard operating procedures for the care and protection of survivors of 
trafficking.13 Additionally, mental health and psychosocial components in the 
protection and care for children affected by HIV/AIDS14 and the provision of 
psychotropic medicines in the revised drug lists are key policy-level initiatives 
in mental health and psychosocial care.9

Recently, a consortium of research institutions and ministries of health in 
five countries in Asia and Africa (India, Nepal, South Africa, Ethiopia and 
Uganda), with partners in the United Kingdom and the WHO, has established 
the PRogramme for Improving Mental health carE (PRIME) to study the 
implementation and scaling up of treatment programmes for priority mental 
disorders in primary and maternal health care contexts.9

In future, to strengthen mental health services, it will be better to coordi-
nate mental health activities and issues with the government at the central 
and district level, if a separate mental health unit were to be established in 
the Ministry of Health and Population. The situation would also be improved 
by training of health care providers at the PHC level and development of a 
mid-level mental health and psychosocial cadre within the PHC system. An 
efficient referral mechanism should be established to provide specialist men-
tal health services to people with severe mental disorders where no mental 
health services are currently available. NGOs can play an important role in 
developing and delivering models for more innovative services, supporting 
government initiatives and building capacity.
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10.2 DEPRESSION AND ANXIETY IN PAKISTAN
Saniya Sabzwari

Different prevalence studies conducted in Pakistan cite high rates of depres-
sion and anxiety that range from 30% to 60%.1–3 Reasons for this higher-than-
average prevalence are multiple. Pakistan has a high burden of infectious and 
non-communicable diseases. Chronic infectious diseases like tuberculosis 
have been associated with an increased risk of depression and anxiety.4 A 
recent meta-analysis explored the link between non-communicable disease 
burden and anxiety and depression, and diabetic patients’ reported anxi-
ety ranged from 12% to more than 50%.5 Women and young people are at 
greater risk for anxiety and depression. For women, additional risk factors 
include family structure and perinatal health.1,6,7 A systematic review identi-
fied a more than 40% prevalence of depression and anxiety among university 
students, a large proportion with their first episode before the age of 20.8 
Adolescents are also at greater risk largely due to socioeconomic factors.9 A 
more recent survey that looked at anxiety and depression due to the pandemic 
lockdown cited higher rates, mostly in younger adults. Older individuals are 
also at high risk in a recent community-based study, where more than 50% 
of older adults had a positive PHQ-2.10

In Pakistan depression and anxiety most commonly manifest as somatic 
symptoms which are often multiple and of a chronic nature not responding to 
usual care. The most common symptoms are fatigue, body aches, headaches, 
dizziness and palpitations. On occasion patients directly report low mood and 
symptoms of constant worry or situational stress.

Various tools are available for screening and diagnosing depression and 
anxiety in Pakistan. The PHQ-2 has become the universal screening tool for 
depression, used to screen patients presenting with multiple unexplained 
somatic complaints, low mood or decline in functionality. When the PHQ-2 
is positive, then the PHQ-9 is used to determine the severity of depression. 
There is a validated Urdu (local language) version of PHQ-9 which makes it a 
useful tool.11 A locally developed and validated tool the Aga Khan University 
Anxiety and Depression Scale (AKUADS) for diagnosis of depression and 
anxiety in various out-patient and community settings is also available.12 The 
screening tool most used for anxiety is the Generalized Anxiety Disorder 
7-item scale (GAD-7), which has also been translated and validated in 
Pakistan.13 While these tools are freely available and use has been validated 
via local research, diagnosis in clinical practice is largely based on clinical 
symptoms after ruling out physical causes. Use of validated tools is varied, 
and criteria for screening are non-uniform.

No national guidelines exist for the management of depression and anxiety; 
hence, the management approaches are diverse, and no algorithmic approach 
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is used. Primary care largely exists outside the realm of academic institutions –  
independent practitioners in private practice serving urban and rural areas – 
and therefore approaches differ. Moreover, patients’ perceptions and stigma 
related to mental health often play a major role in the management.14 Patients 
very often seek care from faith healers and hesitate to take medications that 
specifically target their depression or anxiety.15 Physician perceptions and 
understanding of common mental health issues also influence care.16 In one 
study benzodiazepines were cited as the mainstay of treatment by general 
practitioners,17 and knowledge about common pharmacological agents was 
cited as low in another.18

Non-pharmacological interventions like psychotherapy play a limited role, 
largely due to a small number of providers; a pay-out-of-pocket health care 
system; and reluctance of patients to use counselling services due to perceived 
ineffectiveness, stigma and other cultural beliefs.19 Guideline development for 
depression and anxiety for primary care providers is currently underway. Its 
completion and dissemination should improve the management approach to 
these disorders.

Detection and management of depression and anxiety is not given a prior-
ity in our country for multiple reasons. There are approximately 500 psychia-
trists serving a population of more than 200 million. General practitioners 
and non-psychiatric specialists do not receive basic mental health education 
during their training, and there exists a strong stigma towards mental illness 
along with poor advocacy. Only a small number of physicians, nurses and 
community health workers through various academic and private institutions 
have received any training in this area.20

Diagnosis and management of depression and anxiety need to be an 
integral part of primary care. Introduction to these common mental health 
conditions should start at an undergraduate level in medical schools across 
Pakistan to sensitize future physicians. Development of a national guideline 
for screening and treatment will streamline and standardise care of patients. 
Improving mental health literacy and increasing awareness at multiple levels 
of providers may improve care provision for these conditions.
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11.1 SCREENING OF MIGRANTS IN CANADA
David Ponka

Canada aims to welcome 465,000 new immigrants in 2023, 485,000 in 2024 
and 500,000 in 2025.1 This continues a tradition of openness in a vast, sparsely 
populated country to sustain growth and pluralism. A significant propor-
tion of these migrants (projected to increase to over 70,000 per annum) are 
refugees fleeing persecution or violence under the protection of the Geneva 
Convention. The clinician must thus develop an understanding of each 
migrant’s journey and how it affects the approach to care, including mental 
health screening.

Efforts to coordinate immigrant and refugee screening of mental 
health conditions are tied to several common Canadian health care chal-
lenges. These include a devolved health system to the provincial level, 
a highly heterogeneous primary care sector, lack of system integration 
including information systems, and inadequate mental health services 
for all Canadians. Despite this, Canadian society continues to value 
immigration, and federal protections and supports are in place to pro-
vide funding for health services for migrants as they await provincial-
level supports.

This Interim Federal Health Programme (IFHP) contains provisions 
for mental health supports that, in some cases, exceed those of provincial 
systems, including psychological counselling. When the IFHP has been 
from time to time challenged in the political arena, Canadian physicians 
and health care supports have rallied around it, and this has led to con-
tent expertise and a Canadian Collaboration for Immigrant and Refugee 
Health (CCIRH).

THE BURDEN OF MENTAL HEALTH

The burden of mental health illness amongst immigrants to Canada fol-
lows that of all illness: Immigrants arrive to Canada healthier than the 
Canadian average, but this advantage diminishes and, in some cases, 
reverses over time. A recent study linking provincial records to national 
census data2 found that while mood disorders were the leading cause 
of hospitalisations amongst all Canadians and female Canadian immi-
grants, psychotic disorders were more important amongst immigrant 
males. Anxiety disorders were a much less important cause of hospi-
talisation for all Canadians, perhaps ref lecting disease that is less severe 
but nonetheless an important burden in the community. Specifically, 
post-traumatic stress disorders (PTSDs) have been highlighted in recent 
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refugee waves from war-torn countries, including from Afghanistan, 
the Yazidi movement related to the Daesh insurgency in Iraq (including 
PTSD related to a high burden of gender-based violence), Syria and, more 
recently Ukraine.

In a review in the Canadian Medical Association Journal in 2011,3 the 
CCIRH used the Delphi method to ask health care providers to rank the 
top 20 health conditions of greatest concern to immigrants and refu-
gees coming to Canada. Again, depression and PTSD featured highly in 
the final ranking. Clinical experience also suggests that the incidence of 
complex post-traumatic stress disorder (cPTSD) is rising.4 cPTSD can be 
a result of repeated, severe exposure to trauma affecting personal safety 
and can lead to a presentation akin to developmental delay in children, 
with emotional autoregulation being particularly affected. Management 
requires a team-based approach with integrated community services. 
It is also interesting to note that severe cPTSD can sometimes mimic 
psychosis.

THE CASE FOR SCREENING FOR DEPRESSION AND PTSD

Based on such considerations, it is possible to formulate a risk assess-
ment5 to help determine when to screen for mental health concerns in 
immigrant populations, namely depression and PTSD/severe anxiety. 
Forced migration, especially in the face of trauma threatening personal 
or family safety, as well as family separation, carries the highest risk. It 
is important to weigh the benefits of screening against the possible risks, 
including re-traumatisation, especially when trust and safety have not 
yet been established in the clinical setting. It is also important to have 
integrated and appropriate services available for individuals who screen 
positive.

The Canadian Immigration Medical Examination (IME) is administered 
pre-arrival, typically overseas, and is meant to ensure public safety. The IME 
simply asks: ‘Have you ever had anxiety, depression or nervous problems 
requiring treatment?’ Answers to this question are not available to the even-
tual treating team due to privacy reasons and limitations of data continuity 
between pre-arrival and post-arrival, as well as between federal and provin-
cial jurisdictions.

It is very important to remember the difference between screening and 
case-finding. Even when universal screening is not advised, responding to 
obvious distress and symptomatology always is. Table 11.1 summarises the 
expert recommendations of the CCIRH on screening for depression and 
PTSD in migrants coming to Canada.3
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TABLE 11.1  Recommendations from the Canadian Collaboration for 
Immigrant and Refugee Health (CCIRH) for depression3

If an integrated treatment programme is available, screen adults for depression 
using a systematic clinical inquiry or validated patient health questionnaire (PHQ-9 
or equivalent).

Link suspected cases of depression with an integrated treatment programme and 
case management or mental health care.

Recommendations from CCIRH: post-traumatic stress disorder

Do not conduct routine screening for exposure to traumatic events, because 
pushing for disclosure of traumatic events in well-functioning individuals may 
result in more harm than good.

Be alert for signs and symptoms of post-traumatic stress disorder, especially in 
the context of unexplained somatic symptoms, sleep disorders or mental health 
disorders such as depression or panic disorder, and perform clinical assessment 
as needed to address functional impairment.

CHOICE OF INSTRUMENT

A Canadian team recently6 completed a scoping review of screening instru-
ments in the international literature. The team examined evidence for 85 
screening instruments and found no consensus regarding the best mental 
health screening tool to be applied in the context of resettlement.

In the face of this uncertainty, the clinician should be compelled to use 
evidence-based screening tools for the general population in a culturally 
sensitive and trauma-informed manner.7 In a busy setting, this can be done 
using sequential screening,8 using validated tools such as the Patient Health 
Questionnaire 2-item scale (PHQ-2) (Table 11.2)9 and followed by the PHQ-9 
if necessary to detect depression. The number needed to screen using the 
PHQ-9 to prevent one person with persistent depression is only 18 amongst 
migrants coming to Canada.3

Although routine screening for PTSD in most settings is not advised, it 
is useful to review the relevant symptomatology for both PTSD and cPTSD 
(Table 11.3).

The scoping review is useful to point to screening instruments for particu-
lar clinical circumstances, including for survivors of torture.10 It also points to 
instruments that are more appropriate to be administered by lay people and 
self-administered, including using digital technologies when literacy levels 
allow.11 It is important not to miss the chance for screening because a par-
ticular screening instrument could not be identified or located due to time, 
technological or proprietary reasons.
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CULTURAL AND TRAUMA-INFORMED CARE

Canada’s multicultural context is a good platform for developing an 
expertise in culturally appropriate and trauma-informed care. These 
values need to underpin programme development and delivery in busy 
clinical settings.

TABLE 11.2  PHQ-2 instrument with validity measures in a general 
population9

Over the last 2 weeks, how often have you been bothered by the following 
problems?

Not at all (0 points); several days (1 point); more than half the days (2 points); 
nearly every day (3 points)

1.	 Little interest or pleasure in doing things
2.	 Feeling down, depressed or hopeless

Interpretation:

If the score is 3 or greater, major depressive disorder is more likely (see validity 
information below)

Patients who screen positive should be further evaluated with the PHQ-9, other 
diagnostic instruments or direct interview to determine whether they meet 
criteria for a depressive disorder.

PHQ-2 score Sensitivity Specificity

1 97.6 59.2

2 92.7 73.7

3 82.9 90.0

4 73.2 93.3

5 53.7 96.8
6 26.8 99.4

TABLE 11.3  Domains of enquiry in PTSD and complex PTSD

Four Areas of Disturbance in PTSD 1. Intrusive memories

2. Avoidance

3. �Negative changes in thinking or mood, 
depression

4. Hypervigilance

Additional Disturbances in cPTSD 1. Emotional regulation

2. Self-identity
3. Relational capacities
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While families can be seen together when appropriate, translators should 
never be family members for confidentiality reasons save in the direst emer-
gencies. Working effectively and in a patient-centred manner through transla-
tors takes training and experience. For example, one should always be seated 
facing the patient to observe body language and pause frequently to be able 
to understand verbal nuance through the translator.

Canada’s multicultural context has helped develop expertise in culture-
bound syndromes which reflect pluralism and diversity.12 We have found that 
these are especially important coming from regions where mental illness faces 
important stigma. Knowledge of these specific patterns will help avoid over-
investigation and lead to more timely mental health screening in view of ear-
lier and more effective treatment. Trauma-informed approaches emphasise 
to first establish safety and trust with the provider and clinical milieu. This is 
a prerequisite to screening for mental health illness to avoid perpetuating or 
even amplifying the effect of past distress.

THE NEED TO LINK TO TREATMENT

Routine universal screening can cause harm if access to treatments that the 
patient can trust is lacking. Such trust is best established in integrated and 
stepped programmes, especially those that respond to the specific needs of 
patients from different backgrounds.13 An integrated approach is one where 
referrals to allied health professionals and specialists occur in an environ-
ment already familiar to the patient, whereas a stepped approach is one that 
is appropriate for the symptomatology of the patient and can be escalated if 
necessary. Universal screening, especially of PTSD, should only occur when 
and where treatment can be offered.

Migrants from certain cultures may be more comfortable with group ther-
apy than may be typical for other Canadian populations.

Several more recent, non-pharmacological clinical modalities have been 
studied amongst trauma victims, including refugees. Eye-movement desen-
sitisation and reprocessing (EMDR) is a fascinating advance that uses highly 
specialised and structured interventions that involve bilateral stimulation 
(usually eye movements) while the patient is briefly focused on a trauma 
memory. It has been shown, including through neuro-imaging, to reduce the 
vividness of recall and emotion associated with trauma.

The process of narrative exposure therapy (NET) is perhaps more accessi-
ble. It can be used in primary care with physical props such as a string, stones 
and flowers or other culturally appropriate symbols. Actively playing out and 
reciting both negative and positive experiences in the context of the patient’s 
whole life (represented by a long string purposefully extended beyond current 
events) also modulates harmful neural patterns that otherwise can remain 
latent (Figure 11.1).14



Depression and anxiety in migrant, refugee and war-zone populations  135

FIGURE 11.1  Narrative exposure therapy: an example of a lifeline.14
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SCREENING IN CONTEXT

More recently, the COVID-19 pandemic both increased the need for and 
challenged the access to mental health services.15,16 This crisis presents an 
opportunity to integrate specialised psychiatric services into primary care 
using a shared mental health approach.17 Such approaches are best achieved 
through long-term relationships in a patient medical home model, engender-
ing the trust18 necessary to permit effective, and safe, mental health screening. 
Integrated community-based approaches are also crucial to link clinical and 
social services.

In the end, migration is a human transition amongst other life events 
that primary care providers have the merits to look after well. Just like dur-
ing birth, hospitalisation or death, transitions require good communication 
skills, involvement of the family and awareness of the greater patient context.
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11.2 MENTAL HEALTH SCREENING OF SYRIAN, 
IRAQI, AFGHAN AND OTHER REFUGEES AWAITING 
MIGRATION FROM TÜRKIYE TO THE UNITED STATES
Mehmet Ungan and Aysegul Cömert

INTRODUCTION

Drawing on data from the Internal Displacement Monitoring Centre, the 
United Nations High Commissioner for Refugees (UNHCR) estimates 
that global forced displacement reached 103 million in mid-2022, of whom 
53.2 million were internally displaced people, 4.9 million were asylum-seekers 
and 5.3 million were other people in need of international protection. The 
UNHCR estimates that refugee numbers reached 32.5 million in mid-2022.1,2

Millions of Syrians (50% of refugees are Syrian), and now Ukrainians, have 
been displaced, with further displacement elsewhere in 2022. This means that 
1 in every 78 people on earth has been forced to flee – a dramatic milestone 
that few would have expected a decade ago.

Refugees are defined narrowly by the Refugee Convention as individuals who 
have been forcibly displaced outside their native countries. Hundreds of mil-
lions of forced displaced people could be at excess risk of psychiatric morbidity. 
The relevant epidemiological evidence is, however, generally sparse, scattered 
and apparently conflicting. Türkiye hosts the largest number of refugees, with 
3.7 million people officially registered. No one really knows the real numbers, 
as many are not registered or now have Turkish citizenship. The population of 
Türkiye is 85 million, roughly 10% of whom are migrants. Some of them are 
aiming to migrate to the United States of America. Immigrant medicals are 
performed in Ankara, and refugee medicals are performed in Istanbul.

MENTAL HEALTH ISSUES IN REFUGEES AND MIGRANTS

A screening programme for migrants to the United States is run through 
the Centers for Disease Control and Prevention’s (CDC’s) Division of Global 
Migration and Quarantine, Quality Assessment Program (QAP) of the United 
States. Panel physicians (PPs) are medically trained on technical instructions 
(TIs), are licensed and experienced general practitioners/family doctors (GPs/
FDs) practising overseas and are authorised by the local US embassy or con-
sulate under approval of the CDC. More than 760 GPs/FDs worldwide are 
PPs, performing overseas pre-departure medical examinations in accordance 
with requirements of the TIs. Two main groups are screened in primary care 
panel practices: Immigrants and refugees. Screening consists of physical and 
mental examination and laboratory tests including urinary drug screening 
when necessary. Mental evaluation is routine during the consultation, and 
short mental screening tests in applicants’ languages are also used, such 
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as the PHQ-9 depression scale, Generalized Anxiety Disorder (GAD) and 
State/Trait Anxiety Inventory anxiety tests and PTSD-4 for post-traumatic 
stress disorder. Any suspected harmful behaviour or substance use is referred 
to panel psychiatrists who have specific CDC TI training. A diagnosis of  
harmful behaviour or substance use is an inadmissible condition named as 
Class A. Other mental conditions usually require a follow-up before and/or 
after arrival to the United States, which is noted in the final report.

Refugees may present differently in primary care, because they have been 
forcibly displaced, not moving from choice. Unlike refugees, immigrants are 
motivated to leave their native countries for a variety of reasons, including 
a desire like marriage, a fiancée, economic prosperity, family reunification, 
escaping conflict or natural disaster or simply the wish to change one’s sur-
roundings. Migrants seen in PP practices usually tend to hide their mental 
conditions, do not seek help and generally are more mentally healthy, as they 
have chosen to live in another country. Diagnostic tools or Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-V) guidelines are 
rarely applied to immigrants, as they do not seek any help, and the guidelines 
usually used are those that are developed for routine clinical practice. It is for 
the primary care provider who cares for immigrants to identify those who 
need help but are not asking for it.

Whatever the reason, GPs/FDs should pay special attention to the mental 
condition of migrants, but especially of refugees, as they usually need help 
from outside their home countries and suffer (or fear) persecution on account 
of race, religion, nationality or political opinion; because they are a member 
of a persecuted social category of persons; or because they are fleeing a war.

As primary care providers, we experience that refugees seek help and try to 
shorten the waiting period here in Türkiye where they are temporary visitors, 
or tend to hide culturally unacceptable things that happened in their history. 
A GP/FD must be careful about the reliability of history. A large percentage 
of refugees may develop symptoms of PTSD or depression. These long-term 
mental problems can severely impede the functionality of the person in every-
day situations; it makes matters even worse for displaced persons who are 
confronted with a new environment and challenging situations. Among other 
symptoms, PTSD involves anxiety, over-alertness, sleeplessness, chronic 
fatigue syndrome, motor difficulties, failing short-term memory, amnesia, 
nightmares and sleep paralysis. Depression is also characteristic for PTSD 
patients and may occur without accompanying PTSD.

CLASS A AND CLASS B MENTAL CONDITIONS

Final diagnosis of the mental condition in detail is not our aim in pri-
mary care, but rather identifying the presence of any harmful behaviour 
or potentially harmful conditions and preventing harm. A patient with a 
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disease associated with any harmful behaviour (Class A) cannot migrate. 
Those requiring only follow-up and treatment but who can travel are 
instructed to have a follow-up – these are Class B mental conditions. We 
have checked our data in hand from May 2014 to March 2022 and tried to 
share any differences between the mental disorder prevalence of refugees 
and immigrants of the same nationality (i.e., Iran) living in Türkiye in the 
same time period.

We have extracted the Class B and Class A mental classifications from 
our software both for refugees and also for the immigrants. The data were 
searched for both refugees and immigrants between May 2014 and November 
2022 (past eight years), and 24,224 immigrants and 25,582 refugees (total of 
49806) were included.

As shown in Table 11.4, Iranian, Iraqi, Afghan and Syrian are the major 
nationalities screened as immigrants and refugees. The Iranian population 
is high in immigrants, whereas the Iraqi population was highest among 
refugees.

As others are not well comparable due to small sample sizes, we have 
checked the prevalence of mental condition only between the refugees and 
immigrants, and there was a statistically significant difference between the 
prevalence of mental condition of the two migrant groups of the Iranian and 
Afghan nationalities (p < 0.05). Afghan refugees have a significantly higher 
mental condition prevalence (19.1%) compared with the other nationalities 
(p > 0.05). The prevalence in Afghan refugees (22.1%) is considerably higher 
than in Afghan immigrants (4.1%). One in five of the Afghans in the sample 
had at least one mental condition.

When we look at the diagnostic distribution according to DSM-V, the 
immigrants are more likely to have mental conditions such as anxiety or 
minor depressive disorders, whereas the refugees may have PTSD or major 
depression, congenital or acquired neurological defects and other serious 
conditions.

A review by the World Health Organization (WHO) estimates the point 
prevalence of mental disorders as around 8–28% (22%).³ However, there is 
considerable heterogeneity among studies in the literature, with variability 
in results due potentially to methodological factors such as differences in 
assessment tools and sampling, studies using clinical interviews (instead of 
self-report instruments), random sampling and larger sample sizes report-
ing lower rates of mental disorders. Other differences in refugee populations 
in terms of trauma exposure, migration difficulties and living conditions in 
host countries may explain heterogeneity in prevalence rates across studies. 
Studies have identified high rates of mental disorders in refugees, but most 
used self-report measures of psychiatric symptoms, unlike the screening 
program for the migration to the United States.
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TABLE 11.4  Mental class status for refugees and immigrants from Iran, Iraq, Afghanistan and Syria

Country Refugees Immigrants Total migrants

Mental 
class A&B  

(n)

Total 
(n)

Mental 
class A&B  

(%)

Mental 
class A&B  

(n)

Total 
(n)

Mental 
class A&B  

(%)

Mental 
class A&B  

(n)

Total 
(n)

Mental 
class A&B  

(%)

Iraq 645 10,037 5.1 110 2,811 2.1 755 12,848 4.1

Iran 392 3,790 9.1 1,617 21,161 6.1 2,009 24,951 7.1

Syria 544 6,241 7.1 21 752 1.1 561 6,993 7.1

Afghanistan 961 4,156 22.1 50 858 4.1 1,011 5,014 19.1
Overall 2,542 24,224 9.1 1,798 25,582 6.1 4,336 49,806 7.1
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According to the International Rescue Committee (IRC), Iraqi refugees 
arrive in the United States with more emotional and mental health issues 
than many other refugee groups, and the IRC has documented a high preva-
lence of depression, anxiety and PTSD among recently arrived Iraqis. A 2009 
study estimated the lifetime prevalence of any mental disorder at 18.8% for 
Iraqi adults. Anxiety disorders were the most common (13.8%) class of disor-
ders in the cohort studied, and major depressive disorder was the most com-
mon (7.2%) single disorder. The numbers are considerable when considering 
that many migrants get health services from the GPs/FDs. The difference 
in screening periods may be an influencing factor. There are known factors 
such as an acculturation difficulty after arrival to the destination, which may 
trigger any underlying PTSD and depressive disorder. We screen prior to 
US migration, and the IRC numbers show those after migration has been 
completed, settling in the United States.

Although comparisons cannot be accurately made, one may see that the 
numbers are high in both the United States and Türkiye. Those living in 
the United States might be affected by many other factors, such as wrong 
expectations and reality, coping with status change, adjustment problems and 
acculturation difficulty.

SCREENING MIGRANTS AND REFUGEES IN TÜRKIYE

Our screening population is around 50,000, larger than many other studies 
on migrant mental health. We do not have the qualitative data here, nor can 
we include the distribution of diagnoses, but as violence has declined between 
2005 and 2011, those Iraqi refugees living in Türkiye for a while probably have 
mental conditions other than PTSD. As that was a relatively quiet period, 
mental conditions may be similar to those immigrants. When the country 
was stable, the prevalence among immigrants was lower than that found in 
refugees.

Immigrant and refugee groups of the same nationality differ in prevalence 
for all nationalities. Syrian refugees who are escaping from a still partially 
active war may have more PTSD. We expect to see more numbers from Syria 
and other neighbours in coming years. Among 7,000 Syrians, 7.1% of mental 
cases are lower than expected, although considerably high. Also the number 
of Syrians who immigrate to the United States may increase as time passes. 
More than 200,000 Syrian migrants are Turkish citizens now. Some were born 
here, and some applied for passports and settled here, making a gross change 
in the demography of certain cities and regions. They brought their own cul-
ture; hence, the migrants expect the GPs/FDs to understand their culture and 
social structure while providing medical care.

The information provided here is intended to help resettlement agencies, 
GPs/FDs, other clinicians and health care providers understand the mental 
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health issue of greatest concern pertaining to resettling refugee populations. 
This is based on our daily clinical experience and our expertise, and might be 
helpful to other colleagues with refugees in their daily practice.

MANIFESTATION OF MENTAL HEALTH ISSUES

We often see depression and anxiety together when screening refugees. 
Basically, refugees are already under intense stress; they are usually worried 
about many aspects of their lives, and usually they have marked anxiety, 
which a GP/FD may easily notice. What is interesting here is the refugees are 
all aware of this, and they relate/link and normalise this condition within 
their current status. However, they may not be aware that they are depressed. 
This is something really important for a GP/FD to know.

Refugees usually do not come with a current/acute psychiatric complaint. 
They often do not express their psychiatric complaints themselves, but these 
emerge when specific questions are asked. Routine psychiatric examination 
and initial questions used for depression, such as symptoms of sleep disorder 
and decreased interest may be asked, but a GP/FD shall keep in mind that 
these ‘diagnostic questions lose their meaning’ for this group, unlike other 
patients who seek help from a GP/FD. Kidnapping, abuse, violence and rape 
may have been normalised to the extent that they can be asked about in a 
routine question list, and especially domestic violence.

Every refugee entering the medical examination room is evaluated not 
only in terms of physical findings but also in terms of perception, orientation 
and mood. In addition, related core questions are asked regarding depres-
sion, anxiety and PTSD, according to the DSM-V. We ask these as family 
physicians/general practitioners in the migrant health screening practice. 
Validated tools and scales for primary care screening are applied with the 
help of an interpreter to communicate in the person’s native language and 
not miss anything, especially the presence of impaired functionality, harmful 
behaviour history or harmful behaviour risk or the presence of any suicidal 
thoughts at any time. All are asked with clear sentences. Depending on our 
personal experience as experts in refugee screening, events such as rape, tor-
ture and suicide that are asked about in a clear and ordinary way makes the 
person being examined more comfortable and facilitates giving clear and real 
answers to the questions.

We screen, detect and manage each case after diagnosis, until the depar-
ture with a pre-flight evaluation, and also help with arrangements after arriv-
ing with filling in and submitting special medical condition forms to let the 
resettlement agencies in the United States know about the condition, how to 
follow up and what is needed after arrival. In cases where a harmful behaviour 
risk is high or cannot be classified according to the DSM-V and CDC TIs, 
refugees are re-evaluated by a psychiatrist in our clinic face-to-face (or rarely 
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online in conditions like the recent pandemic). In addition, as they are usu-
ally living in satellite cities where they are settled by the Turkish government, 
as they are not officially living in Istanbul or in Ankara where we screen, we 
prepare and provide them with a detailed referral letter.

Türkiye’s universal health system provides coverage of all health expenses 
for refugees – they can be treated in their cities the same as Turkish citizens. 
That is why they are referred to a psychiatric specialist in their own settle-
ment city for treatment/follow-up if needed, in addition to regular follow-
ups in our clinic by our own panel psychiatrist. We can call them back for a 
follow-up appointment the following month if necessary. They are paid by a 
resettlement agency for their travels, accommodation and daily expenses for 
this medical follow-up trip. Not only while they are living here in Türkiye as 
guests, we also indicate the necessity of follow-up for the resettlement process 
in the United States after arrival.

There are also cases where we refer patients with substance use for treat-
ment to the Alcohol and Substance Treatment Center, an authorised govern-
mental institution specialising in substance use disorders and management 
of diagnosed patients. This service is also free of charge for refugees.

HEALTH LITERACY

Although they have a similar rate of psychiatric disease burden to the society 
they live in, refugees do not have the same chance to access health services 
if no one guides them in the city/country where they are settled temporarily. 
They mostly do not have knowledge about where and how to access health 
services or how to reach psychiatry clinical services. On the other hand, espe-
cially in terms of psychiatric needs, they do not even think about seeking help 
regarding their housing, heating, food and work needs. They have accepted 
their current status of mind as a natural consequence of being a refugee. They 
show no effort or any search to get out of that situation. That is why screening, 
detecting and managing cases is of utmost importance to help such vulner-
able people and also considering its importance for public health.

IMPROVEMENTS ARE NEEDED

Work is needed on specific tools for screening. Scales should be revised and 
validated for the refugee group. For example, asking questions such as ‘Do 
you have sleep problems lately?’ or ‘Do you ever not enjoy things that used to 
make you happy?’ to a woman who lost her husband in war, has one missing 
child, is unemployed, is homeless and has been living in a foreign country for 
five or six years where she does not speak the language is meaningless! Please 
feel empathy and then re-think the guidelines.

Suspicion/diagnosis of any psychiatric disease, aiming for a correct referral 
and finally classification of the applicant for migration are said to be the main 
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role of a PP. But this is no different from primary health care (PHC) in terms 
of holistic health approach and community mental health. All PHC physi-
cians, not just PPs, should apply these same principles. FDs/GPs should con-
sider every patient who enters the examination room from a biopsychosocial 
well-being perspective, and especially migrant/refugee groups who have lan-
guage barriers, cultural barriers, suppressed sexual identities in some cases 
and live far from their family/country and social support.

Every headache, angina and tachycardia should be questioned in terms of 
‘depression/anxiety/somatic’ problems. Undiagnosed or untreated depression/
anxiety can become treatment-resistant, leading to functional impairment, 
and may even result in suicide. These issues can become part of collective 
memory and be passed onto future generations. Suicidal thoughts, which are 
often suppressed for ‘religious’ reasons in the current generation, may emerge 
in the next generation.

Overall, migrant mental disorder prevalence for the eight-year period from 
2014 to 2022 is 7.1%. There is a significant difference between the refugee and 
immigrant ‘mental health disorders’ overall prevalence (9.1% vs 6.1%). What 
does that mean? As primary care physicians, GPs/FDs, you need to be care-
ful with these vulnerable people in primary care, as they will be searching 
for help.
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11.3 MENTAL HEALTH DISORDERS, ANXIETY AND  
DEPRESSION IN UKRAINIANS ASSOCIATED 
WITH WAR AND MIGRATION
Victoria Tkachenko

Mental health disorders are highly prevalent in all countries throughout 
the world. Every eighth person in the world lives with a mental disorder. 
The prevalence of different mental disorders (10–15%) varies with country, 
sex and age, but anxiety and depressive disorders are the most common.1

In Ukraine in 2015 the prevalence of depressive disorders was 6.3%, and 
anxiety disorders 3.2%, which was the highest in the WHO European region.2 
This was the result of additional triggers and risk factors such as military 
conflict in the eastern part of Ukraine with the displacement of people and 
an unstable political and economic situation.

A few years later, the WHO STEPs survey in 2019 showed that every eighth 
adult (12.4%) in Ukraine had reported symptoms consistent with a clinical 
diagnosis of depression. However, only every fourth person with probable 
depression (3% of the total population) had been told by a doctor or health care 
professional about it. Only 0.4% of the population had undergone treatment, 
either with antidepressant medication or psychological therapy – equivalent 
to a treatment coverage rate of only 3.2% of probable cases of depression.3

In 2020 the new global environmental trigger was added – the crisis 
caused by the COVID-19 pandemic. The measures imposed by governments 
such as isolation, quarantine, restrictions and social and economic instabil-
ity led to a massive increase of 25% in terms of the prevalence of anxiety and 
depression globally, according to the WHO World Mental Health report.1

The full-scale war of Russia against Ukraine since 24 February 2022 became a 
new powerful psycho-traumatic event that affected people in Ukraine and all over 
the world. In addition, the process of informatisation, when everything happens 
almost live, with people watching online, including seeing bombings and deaths, 
has been an additional worsening factor. The impact of the war on mental health 
is likely to remain its most devastating and lasting legacy, mostly for Ukrainians.

The Ministry of Health of Ukraine reported that about 15 million citi-
zens need professional psychological help and 3–4 million need psychotropic 
medications. The Gradus research showed that about 71% of Ukrainians have 
recently felt stress or strong nervousness, 50% feel anxiety and tension and 
20–30% of people may develop PTSD.4 At the same time, 49% of Ukrainian 
respondents believe that psychological help is only for mentally ill people, 
and more than 80% have never consulted a psychologist in their life. Only 2% 
of respondents have consulted a health practitioner – psychologist, psycho-
therapist, family doctor or therapist – about this. Additionally, the Ministry 
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of Health of Ukraine predicts an increase in the number of drug, alcohol 
and other addictions in 5–7 years, with a huge increase in noncommunicable 
diseases at 10–15 years younger age than before the war.4

Mental disorders are a normal response to an abnormal situation; however, 
if they are not addressed in time, they can cause irreversible effects on public 
health. The anxiety, panic, mild or severe depression, insomnia and other 
stress-related disorders during the war are caused by such stressful situations 
as bombing, air raid warnings at day and night, hiding in basements from 
shelling, being in shelters or cellars (underground, cold, dark, closed places) 
for a long time, problems with delivery of food and medicines, trying to feed 
families after losing a job, problems with electricity and connection, facing 
power outages, leaving homes in search of safety and experiencing repeated 
displacements, destruction of homes, being separated from loved ones or 
being a refugee abroad without knowing the language.

While the greatest needs are recorded in the areas most affected by the 
war, people in relatively safe parts of Ukraine are also experiencing stress, 
and the lives of those who have gone abroad are clouded by the guilt of having 
left their home country during these critical times. The recent general popu-
lation survey of the International Organization for Migration showed that 
every fourth Ukrainian (23%) needs mental health and psychosocial support 
among internally displaced people, as well as refugees.5,6

War, armed conflict and other man-made or natural disasters cause pro-
found distress and can ignite or inflame existing mental health conditions. 
The WHO emphasises that among people who have experienced war or other 
conflict, most people will recover without help; however, one in five (22%) will 
have a mental health condition such as depression, anxiety or PTSD in the 
next 10 years, and one in ten will have a severe condition such as psychosis, 
bipolar disorder or schizophrenia.7

In order to provide high-quality and effective psychological assistance to 
affected Ukrainians, it is necessary to understand how exactly Ukrainians 
react to the war and the stress factors associated with it.

PORTRAIT OF UKRANIAN CLIENTS

The Institute of Social and Political Psychology of Ukraine conducted an 
online survey of the population in and outside of Ukraine. Forty percent of 
respondents experienced threats to their own lives and/or were direct wit-
nesses of such threats in connection with being in a combat zone and/or 
under shelling. More than 41% of citizens have relatives or loved ones who 
were, or who are in the war zone, including 16% who have lost someone close 
to them; 6% of respondents were under occupation, were directly threatened 
with violence or witnessed such threats. Every twentieth interviewee (5%) 
experienced repeated and hence cumulative traumatisation – experiencing 
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or witnessing numerous traumatic events such as shelling, threats to the lives 
of loved ones, occupation or captivity. Only 9% of citizens had experienced 
no traumatic event during the period of full-scale war. More than 90% of 
respondents had manifestations of at least one of the symptoms of PTSD, and 
57% are at risk of developing PTSD.8

Those who applied for crisis counselling, as noted by the National 
Psychological Association of Ukraine, were mostly young women (90%) and 
far fewer men (10%); 84% sought crisis counselling after a specific traumatic 
event – the need to leave home (59%), death or threat to the life of a loved one 
(36%), threat to one’s own life or lack of contact with loved ones (34%).

Emotional symptoms were much more pronounced than physical and 
cognitive symptoms. The most frequent emotional symptoms were constant 
tension and inability to relax (52%), anxiety (38%), fear (37%), guilt, survi-
vor’s syndrome (36%), emotional instability (34%), depressive states (26%), 
helplessness and despair (29%), apathy (14%), emotional freezing, poorly con-
trolled aggression and panic attacks. Among the physical symptoms, the most 
frequent were sleep problems (45%), physical exhaustion and severe fatigue 
(34%), breathing problems, feeling of suffocation (30%), chest pain, palpita-
tions (20%) and tremors (16%). Cognitive symptoms were overthinking (40%), 
problems with concentration (30%), inhibition of thinking and speech (24%), 
deterioration of memory and loss of events (9%).9

Those who remained in Ukraine experience more stress in terms of physi-
cal exhaustion, powerlessness, apathy and inability to decide whether to leave 
or stay. Among those who have gone abroad, issues include feelings of guilt, 
survivor’s syndrome, concern for loved ones who remained in Ukraine, adap-
tation problems and the difficulty of deciding whether to stay or return home. 
Guilt for not fighting and loss of support are typical for men.9

Among the defence mechanisms, the displacement of the traumatic experi-
ence and suppression of emotions, devaluation, denial and projection were the 
most common. Among the coping strategies, seeking social support (61%), self-
control strategies (37%) and acceptance of responsibility (38%) were frequent.9

However, a rapid situational analysis revealed that the feeling of connect-
edness with people, a sense of national identity and pride, selflessness and 
supporting others, religion and humour and laughter have contributed to the 
collective resilience of Ukrainians.6,11

The level of emotional solidarity with host communities as an indicator 
of the impact on psychological well-being as a result of internal migration is 
higher than average. At the same time, citizens are inclined to a passive or 
declarative type of solidarity – the presence of a positive attitude towards the 
host communities with a relatively low readiness to effectively integrate into 
them.8

About 70% respondents did not feel the need to seek psychological help, 
only 3% of respondents received such help and another 23% would like to.8
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PRIMARY CARE MENTAL HEALTH SERVICES IN UKRAINE

Despite the high prevalence of mental disorders, the treatment gap remains 
large and is mainly attributed to legacy of the Semashko-style structure of the 
Ukrainian health care system. Mental health reform since 2017 is an integral 
component of the overall health care system transformation in Ukraine. The 
International Classification of Primary Care (ICPC-2) is implemented for pri-
mary care doctors who are allowed to register common mental health conditions 
(P01-P99), including such diagnoses as anxiety disorder (P74) and depressive 
disorder (P76). As for psychotherapeutists, they use International Classification 
of Diseases (ICD-10) classification and the spectrum of diagnoses F3 and F4.

State plans to improve mental health care until 2030 include the integration 
of mental health care in primary health care, provision of services through mul-
tidisciplinary teams and developing a system of psychological and social assis-
tance at the community level.10,11 Ukrainian family doctors started to be trained 
according to the WHO Mental Health Gap Action Programme (mhGAP),12 
which aims at scaling up services for mental, neurological and substance use 
and to improve access. In addition to health workers, social workers, police 
officers, volunteers and teachers will also be trained to provide basic services 
and support to patients with mental health conditions and disorders.10,11

Government-led efforts aimed at the long-term impact on mental health, 
including the National Programme on Mental Health and Psychosocial 
Support, were launched under the leadership of the first lady of Ukraine, Olena 
Zelenska, in 2022.6

International and national organisations are working on implementa-
tion of the operational roadmap titled ‘Ukrainian Prioritized Multisectoral 
Mental Health and Psychosocial Support Actions During and After the War: 
Operational Roadmap’13 that sets out priority actions in different sectors – 
including health, social work and education. It also supports the development 
of the mental health system in line with the best global practices.

SUMMARY

This chapter covers mental health disorders associated with Russian-Ukrainian 
war and migration, its features, concomitant symptoms and portraits of internal 
displaced Ukrainians and refugees and the results of studies in mental health as 
well as the description of the Ukrainian mental health care system, strategy and 
psychosocial supportive actions during and after the war.
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12.1 ‘WATCHFUL WAITING’ – A POWERFUL APPROACH
Anna Stavdal and Susan Senstad

Primary care doctors have both a generalist’s education, including in 
psychiatry, and a unique possibility to learn about the life challenges 
their patients face. Consequently, they should be patients’ first point of 
contact when psychological dysfunctions manifest.

Lars Lien, Board Chairman 
Norwegian Psychiatric Association1

Many of us assume, perhaps without realising it, that our aim as medical doc-
tors is to diagnose and cure disease. Then, when no diagnosis fits and no cure 
exists, we conclude that we have failed. Our primary obligation, regardless of 
our specialty, is actually far broader: To identify and mitigate health issues to 
the maximum extent that our most current ‘best practice’ permits. From that 
perspective, it becomes essential first to distinguish disease from non-disease 
and then to choose our approach accordingly. Every family doctor does that 
every single day.

Making such distinctions becomes increasingly difficult, however, as psy-
chological jargon seeps into our everyday speech. Those admitting that they 
‘feel down’ are quickly characterised as ‘depressed’, as if they met the criteria 
of that mental illness term. Meantime, people who pathologically lack access 
to appropriate emotional responses to losses and crises are likely to be labelled 
as being ‘just fine’.

The more that daily life is medicalised, the less capable people become of 
recognising actual pathology when they see it and leaving open spaces for 
normality. Primary care providers with ‘watchful waiting’ in their repertoire 
are well-positioned to put the brakes on this trend by sorting symptoms of a 
mental illness from normal reactions to situational crises.

WHAT IS ‘WATCHFUL WAITING’?

‘Watchful waiting’ can be a Family Doctor’s ‘best practice’ with patients expe-
riencing mental health concerns, including those at most points along the 
continuum of what we refer to as ‘depression’. It’s easier to describe its use, 
however, with a straightforward, somatic example as follows:

Let’s say that a patient consults a family doctor because of an earache. We 
doctors know that otalgia might be an early sign of a cranial tumour. Because 
it is far more likely to indicate otitis, however, we explain to the patient that it 
makes sense to give the situation time to resolve itself, with or without some 
treatment. We explain that we hope to avoid putting them through unneces-
sary testing, but, if their pain persists, we will make sure that the right diag-
nostic examinations are carried out. Meantime, we’ll wait watchfully, together.
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SOME CLINICIAN/PATIENT BENEFITS OF ‘WATCHFUL WAITING’

Our ‘watchful waiting’ strengthens our capacity to resist the pressure – and 
the temptation – to rush to diagnose, to medicate, to refer. Instead, we can 
allow a mutual recognition of a suitable diagnosis to emerge, as well as clarity 
about which, if any, medications might prove useful. Then, if we do decide to 
refer the patient to another level of care, the hand-over process can model for 
patients how to navigate the health care system on their own behalf, carefully 
and well. By contrast, any uncritical pursuit of ‘early detection’ seems both 
disrespectful and risky.

Our ‘watchful waiting’ treatment plan timeframe is determined by the 
patient’s own development and experience of symptoms. A treatment that 
has been designed in cooperation with, and tailored to, one specific person 
at that unique moment in life tends to provoke far fewer compliance issues. 
Once people are cast by the medical model into the role of ‘patient’, their 
sense of identity may be defined and delimited by their diagnosis; it’s as if 
that entire person were now nothing more than ‘mentally ill’. The relational 
process of ‘watchful waiting’, however, may soothe the stinging shame that so 
often accompanies diagnoses, encouraging patients both to view and experi-
ence themselves as whole human beings.

Sending the implicit message, ‘I will follow you, as your witness and com-
panion’, we help prepare our patients to recognise and adapt to the inevitable 
crises of life. As we ask them to join us in watching for what might trigger 
their symptoms, worsen, or relieve them, they learn to attend more acutely 
to the nuances of their lived body. As we watch and wait together, we allow 
the logic embedded in patients’ strategies for tackling existential struggles to 
be revealed; we can then take the time we need to consider alternatives that 
might serve them better.

Allowing time to pass in a context of supportive awareness allows patients 
to define time as a resource. Their capacity for patience increases as it becomes 
associated more with self-respect and relational respect than, for example, 
traumatic neglect. The patient/doctor relationship, that core agent of healing, 
is likely to deepen. Thus, the ‘watchful waiting’ process as a whole may func-
tion as a subtle form of ‘corrective experience over time’, strengthening the 
very foundations of patients’ mental health.

CHALLENGES

Of course, ‘watchful waiting’ might cost us money. We may be diagnosing 
less while working in a system that pays more for work done with severe 
diagnoses. We may prescribe fewer psychopharmaceuticals in a place where 
big pharma offers tempting ‘incentives’.

We may not even get as many opportunities for using ‘watchful wait-
ing’ with mental health distress as with more overtly somatic issues. For 
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one thing, primary care patients may resist asking us for help, given the 
intractable stigma tied to mental illness. And we may be keeping them away. 
The symptoms of mental health issues don’t lend themselves easily to objec-
tive assessment; we may worry that the in-depth communication needed to 
reveal the nature and severity of the problem might consume too much of 
our already overbooked time. By inadvertently communicating such resis-
tance, we may trigger patients’ fears of being unable to ‘prove’ there is some-
thing wrong. They may respond to our ‘watchful waiting’ idea as if we were 
rejecting them, refusing to treat them. They may protest that we’re ‘not doing 
anything’ for them.

They may indeed be right – if we have confused ‘watchful waiting’ with 
‘doing nothing for a while’. Using ‘watchful waiting’ responsibly requires 
mental health proficiencies that not many schools teach. We need to become 
adept at reading between life’s lines, with informed compassion, experiential 
insight, and problem-solving knowledge. We must be prepared to set appro-
priate boundaries while still maintaining an authentic emotional presence. 
Trying to fake it may do damage, leaving patients with their issues unad-
dressed and their negative expectations confirmed.

In short, we primary care physicians – in fact, all mental health workers 
including psychiatrists – would surely benefit from reviving the psychoana-
lytic practice of undergoing ‘a control analysis’. Socrates revealed the secret 
to practicing high-quality ‘watchful waiting’: ‘Know thyself ’.
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12.2 PSYCHOTHERAPEUTIC INTERVENTIONS FOR 
DEPRESSION AND ANXIETY IN PRIMARY CARE
Vinicius Jobim Fischer, Raquel Gómez Bravo and Alice Einloft Brunnet

INTRODUCTION

As previously outlined in this book, depression and anxiety disorders are two 
of the most common mental disorders worldwide with a projected lifetime 
risk of up to 36% for any anxiety disorder and up to 31% for any mood disor-
der.1 Epidemiological studies estimated a 12-month prevalence for depression 
of up to 7% for men and 11% for women and between 7% and 9% for men and 
15% to 18% for women for anxiety disorders.2–4 Such conditions implicate a 
wide range of impairments, impacting the society and the economy due to the 
deterioration of the performance at school, productivity at work and social 
and family relationships which, in summary, hampers one’s capacity to take 
part in the community.5

According to the 11th revision of the International Classification of 
Diseases (ICD-11), depression and anxiety are grouped under the mental, 
behavioural and neurodevelopmental disorders.6 Depressive disorders are 
mood disorders characterised by depressive mood (e.g., sadness, irritability, 
emptiness) or loss of pleasure accompanied by other cognitive, behavioural or 
neurovegetative symptoms which significantly affect one’s functionality with 
significant distress or impairment in personal, family, social, educational and 
occupational spheres. Other common symptoms are decreased energy levels, 
disruptions in sleep or eating, difficulties in concentration and decision mak-
ing, and withdrawal from social activities. The consequences of depression 
can be recurrent or long-lasting and can dramatically affect a person’s abil-
ity to function and live a rewarding life. Moreover, depression is the leading 
cause of disability around the world and contributes greatly to the general 
global burden of disease.5,7

If someone has previously experienced a manic, mixed or hypomanic epi-
sode, a depressive disorder diagnosis should not be given, and a bipolar dis-
order should be considered. Furthermore, the clinical manifestation should 
not be accounted for by another medical condition, nor due to the effects 
of a substance or medication (e.g., alcohol, benzodiazepine) on the central 
nervous system, including withdrawal effects (e.g., from cocaine).

Anxiety and fear-related disorders are defined by excessive fear and anxiety 
and related behavioural disturbances, with manifestations which are severe 
enough to result in significant distress or significant impairment in personal, 
family, social, educational, occupational or other important areas of function-
ing. Both fear and anxiety are closely related phenomena; the first indicates 
a reaction to a perceived imminent threat in the present, whereas the second 
is more future-oriented, referring to a perceived anticipated threat (ICD-11).
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In this context, pivotal differentiating features of anxiety and fear-related 
disorders are disorder-specific foci of apprehension; in other words, there is 
a stimulus or situation that triggers the fear or anxiety. Clinical presenta-
tion commonly includes specific associated cognitions which can assist in 
the diagnosis differentiation among the disorders by clarifying the focus of 
apprehension. This focus may be very specific (such as in specific phobias) 
or relate to a broader sort of situation (as in generalised anxiety disorder)  
(ICD-11). There are seven anxiety and fear-related disorder diagnoses: 
Generalised anxiety disorder, panic disorder, agoraphobia, specific phobia, 
social anxiety disorder, separation anxiety disorder, selective mutism and 
other specified anxiety or fear-related disorders. The causes of depression 
and anxiety disorders encompass a complex interaction between biological, 
social and psychological factors. To name a few, childhood adversity, loss and 
unemployment may contribute to or generate the development of depression.

There are psychological and pharmacological treatments for depres-
sion and anxiety. However especially in low- and middle-income countries 
(LMICs), treatment and support services for mental disorders are often 
underdeveloped or absent. It is estimated that in LMICs more than 75% of 
people suffering from mental disorders do not receive treatment.5 In response 
to the dramatic impact of depression and anxiety on the global burden of dis-
ease and disability, the World Health Organization (WHO) has developed a 
series of proposals. One of them is the Mental Health Gap Action Programme 
(mhGAP), a mental health intervention guide for the identification and treat-
ment and follow-up of mental, neurological and substance use disorders in 
non-specialised health settings. This programme, initially developed in 2008 
and in constant evolution, provides guidance for clinical decision-making. It 
offers some guidance regarding transversal abilities needed to address mental 
health concerns, such as effective communication skills. Six tips are men-
tioned (Figure 12.1): (1) Create an environment that facilitates open commu-
nication; (2) involve the person; (3) start by listening; (4) be friendly, respectful 
and non-judgmental at all times; (5) use good verbal communication skills; 
and (6) respond with sensitivity when people disclose difficult experiences 
such as sexual assault, violence or self-harm.

Another initiative is the programme management plus (PM+) interven-
tion, a brief psychological intervention for adults which targets the offer of 
individual psychological help for adults impaired by distress in communi-
ties exposed to adversity. The PM+ intervention made changes to highly 
specialised training in cognitive behavioural therapy (CBT) in order to be 
simpler and scalable, requesting fewer trained human resources (also called 
‘low-intensity psychological interventions’). In other words, community 
health workers with or without previous training in mental health care are 
able to provide it effectively as long as they are trained and supervised.8 The 
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intervention combines problem management (problem-solving therapy or 
problem-solving counselling) and behavioural strategies.

DEPRESSION AND ANXIETY IN PRIMARY CARE

The high prevalence of these mental health disorders stresses the importance 
of addressing them at the primary care level, offering mental health services 
and different treatment options to the population. Delivery of treatment in 
primary care settings may be more effective in overcoming disparities in 
access and use, as this may overcome barriers to care and have less accompa-
nying stigma than accessing a specialty mental health care setting.9

Comprehensive mental health care in the primary-level settings should fos-
ter communication with the patient and caregivers, stress reduction, social sup-
port strengthening and daily activities promotion. In other words, the primary 
health care provider’s aim is to facilitate cognitive, behavioural or emotional 
adjustments, increasing the patients’ symptoms remission odds, or, in the worst 
scenarios, enabling them to deal better with their symptom manifestations.

FIGURE 12.1  Transversal abilities to address mental health concerns.
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Depression and anxiety share the same underlying core structure, symp-
toms and maintaining factors.10,11 Furthermore, they tend to respond simi-
larly to psychological and pharmacological interventions.12 In primary care, 
interventions such as the ones discussed in this chapter are particularly 
valuable because they are transdiagnostic in nature, being useful even if the 
clinician has difficulty establishing a differential diagnosis.13 Indeed, rather 
than giving patients a diagnostic label, it may be better for the clinician to 
talk about helping to address their distress.

TYPES OF PSYCHOSOCIAL INTERVENTIONS IN PRIMARY CARE

A health intervention can be defined as “any action destined to interfere with 
and stop or modify a process, as in treatment undertaken to halt, manage, or 
alter the course of the pathological process of a disease or disorder”.14 When 
there is a lack of highly specialised trained professionals, attention must be 
given to the selection of the intervention, the setting availability and the will-
ingness and ability of the patient to proceed with the treatment.15 There are a 
number of different techniques that can be taught and specific interventions 
applied in primary care aimed at reducing psychological distress.

Psychoeducation

Psychoeducation is an intervention aimed at giving individuals information 
about their condition, treatment options with respective duration, benefits of 
adherence and potential side effects.16 This education intends to change their 
cognitions, beliefs, affect and behaviours and can be delivered in formal groups 
(psychoeducational groups) or as a routine part of initiating a treatment and 
follow-up plan.17 For example, this might demystify a disorder to a patient and 
provide information about causes, symptoms and treatment options.

Relaxation training

Muscle- or breathing-relaxation techniques can aid in the treatment of 
emotional tension. For example, the rationale of relaxation exercises can be 
explained and patients taught how to practice relaxation and how to incor-
porate this into their routine.18 Progressive muscle relaxation, also known 
as Jacobson relaxation, is a muscle relaxation technique which aims to relax 
the entire body by becoming aware of tensions in various muscle groups and 
then relaxing one muscle group at a time. In order to achieve the relaxation, 
the individual intentionally tenses specific muscles or muscle groups and 
then releases tension to achieve relaxation throughout the body.19 Breathing 
relaxation is a technique which teaches patients slow diaphragmatic breath-
ing through different methods, including therapist modelling and corrective 
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feedback, particularly useful in the treatment of anxiety disorders and in the 
hyperventilation in panic disorder.

Mindfulness

An operational definition of mindfulness is “the awareness that emerges 
through paying attention on purpose, in the present moment, and nonjudg-
mentally to the unfolding of experience moment by moment”.20 Mindfulness 
refers to exercises of conscious effort to be attentive to the present moment in 
a non-judgmental way. The technique consists of an invitation to oneself to 
pay attention to one’s senses in the ‘here and now’. Such a strategy helps the 
patient to be in the present moment, avoiding the fearful worrying and/or 
anticipation of possible negative outcomes of future situations.

There are also a number of specific psychotherapies available to treat 
depression and anxiety in primary care. There is strong evidence that they 
are more effective than pharmacotherapy, although the effects are modest. 
Psychotherapy alone, or in combination with pharmacotherapy, has been 
shown to be more effective than pharmacotherapy alone both in getting 
depressed patients well and in keeping them well over time.21

Behavioural activation

Behavioural activation is aimed at increasing an individual’s engagement 
in valued life activities through guided goal setting to bring about improve-
ments in thoughts, mood and quality of life.22 For example, this might 
involve inviting the person to engage in physical activity or in an activity 
that they have enjoyed in the past. It is based on the theory that when people 
become depressed, they tend to withdraw and become isolated, and engaging 
in these activities can improve their mood. Individuals may be asked to keep 
an activity schedule as part of the intervention.

Problem-solving therapy

Problem-solving therapy (PST) is a brief and focused psychological strat-
egy which helps people learn skills for managing daily life problems, rather 
than focusing on directly modifying their thoughts and feelings. It provides 
patients with tools to identify and solve problems that arise from both big and 
small stressors in their lives. One problem-solving technique uses a stepwise 
approach: First identifying the real-life problem that needs to be solved and 
formulating it in a way that allows potential solutions to be generated; next 
to brainstorm possible solution options; thirdly discussing strategies to make 
decisions and overcome barriers; and lastly implementing a chosen solution 
and then checking whether it was effective in addressing the problem.
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Interpersonal therapy

Interpersonal therapy (IPT) focuses on relieving symptoms of distress by 
improving interpersonal functioning. It looks at current problems and rela-
tionships, not backward at childhood or developmental issues. Therapists 
offer options to change problematic interpersonal behaviour patterns. It can 
be offered individually or in group settings. In the latter, participants have the 
opportunity to gain valuable insights while learning to relate to each other 
and then to apply those insights in their everyday lives outside of the group 
setting. It emphasises the curative influence of exploring the interactions of 
group members, including the analysis of group events, experiences and rela-
tionships. The therapist/facilitator can support the strengthening of the social 
support network. Patients with similar disorders can attend the same group 
to exchange the manner with which they deal with their condition and build 
up strategies to address the challenges they face.

Cognitive behavioural therapy

CBT is a form of psychotherapy that integrates theories of cognition and learn-
ing with treatment techniques. CBT assumes that cognitive, emotional and 
behavioural variables (what you think, feel and do) are functionally interre-
lated. Treatment is aimed at identifying and modifying maladaptive thought 
processes and problematic behaviours through cognitive restructuring and 
behavioural techniques to achieve a change in mood.23 Cognitive restructur-
ing is based on the identification of negative thought patterns or cognitive  
distortions – the health care professional helps the patient to identify them. 
Once patients are aware of them, they can learn how to reframe those thoughts 
in a less biased and more positive manner. For example, the depressed thought 
‘I blame myself for not being active/happy’ can be reframed to ‘blaming myself 
is unfair and makes dealing with my depression harder’.

Thought records or journalling involves inviting patients to keep track of their 
thoughts between sessions. In a follow-up session, alternative thoughts can be 
elicited and discussed. Alternatively, the health care provider can also suggest 
that the patient list new thoughts or new behaviours put into practice between 
sessions. For example, cognitive distortions such as ‘I feel this way because I’m 
lazy’ or ‘I should blame myself for not being happy’ can be identified. Patients can 
be helped to be self-aware when such thoughts appear and to respond to them.

COMPARABLE EFFECTIVENESS OF DIFFERENT 
PSYCHOTHERAPEUTIC INTERVENTIONS

Different psychological treatments have comparable effectiveness, and there 
are no clinically significant differences between them.24 This includes behav-
ioural activation, PST, IPT and brief forms of CBT, all interventions which 
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can be used in primary care settings. The common core elements which con-
tribute to their effectiveness have not yet been established.25 These interven-
tions can also have significant effects on secondary outcomes such as quality 
of life, social functioning, self-esteem and dysfunctional thinking.26

Delivery format

Psychotherapy can be delivered in many different formats: Face-to-face indi-
vidually or in groups, over the telephone or as guided self-help delivered over 
the internet. There is little difference in effectiveness between these formats.27 
Internet (e-health) psychotherapies have a huge potential to reach large groups 
of patients in primary care and hence be cost-effective. A meta-analysis on the 
effectiveness and cost-effectiveness of e-health interventions for depression 
and anxiety in primary care found them to be moderately effective for depres-
sion when compared to waitlist and to have a small effect when compared to 
care as usual. However, this study highlighted the scarcity of evidence for the 
effectiveness of e-health interventions for anxiety in primary care.28 While 
early research findings are promising, further work, including high-quality 
clinical trials, is needed for evidence that online interventions improve access 
to mental health treatment.29,30

CULTURAL AND CONTEXTUAL PERSPECTIVES IN THE 
PROVISION AND EVALUATION OF PSYCHOSOCIAL 
INTERVENTIONS IN PRIMARY CARE

Healthcare professionals in different countries are confronted with culturally 
diverse populations and frequently need to adapt their interventions to the 
context in which the patient lives. Addressing cultural and contextual issues 
during the entire health care process, from evaluation to intervention, is there-
fore essential to provide adequate care in mental health. In order to accomplish 
this goal, one essential asset for health care providers is cultural competence.

Cultural competence is an ongoing process, which can be continuously 
improved over time and can be defined as “the ability to work and communi-
cate effectively and appropriately with people from culturally different back-
grounds”.31 It is considered a multidimensional construct, which encompasses 
the healthcare professionals’ cultural skills, cultural awareness and cultural 
knowledge.31,32 Cultural skill is the ability to communicate and to interact 
with culturally different people; cultural awareness involves the awareness of 
the professional own’s cultural features and values, and cultural knowledge is 
the continued acquisition of information about other cultures.31,32 The num-
ber of studies testing the effects of cultural competence training on health 
care professionals’ skills is increasing. Nonetheless, very few studies have 
verified the impact of the training both on health outcomes and on patient 
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satisfaction/trust. More studies are still needed to develop evidence-based 
approaches in this field.33

Cultural competence is a clinical posture that has to be maintained 
throughout a patient’s care provision. For this reason, culturally sensitive 
tools have been developed to assess cultural competence during all stages of 
care. Efforts have been made to improve the cultural sensibility of the recent 
versions of the international diagnoses manuals, the ICD-11 and Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision 
(DSM-5-TR), which may help prevent inaccurate assessment in cross-cultural 
situation. This is a semi-structured assessment in four domains: (1) Cultural 
definition of a problem; (2) cultural perceptions of cause, context and support; 
(3) cultural factors affecting self-coping and past help seeking; and (4) cultural 
factors affecting current help seeking.34 This interview may help assess some 
specific culture-related symptoms as well as how symptoms are interpreted 
by the patient and his or her community.

Studies have indeed shown variations among cultures regarding anxiety 
and depression symptom expression. For many cultural groups, the clinical 
presentation of anxiety may have a predominance of somatic complaints over 
cognitive symptoms. In addition, in some cultural contexts, symptoms of fear 
and anxiety may be reported primarily with reference to external forces or 
factors (for example, witchcraft, malign magic, sorcery or envy) and not as an 
internal experience or psychological state.6 A similar pattern has been shown 
for depression: Cultures in which mental and physical health are viewed as 
interlinked tend to report more somatic than cognitive symptoms.35

Given that symptom expression and interpretation, including help-seeking 
behaviour, and other factors vary between cultures, it is essential to adapt an 
intervention protocol for patients’ cultures and contexts. In a 2013 review, van 
Loon et al. evaluated culturally adapted guidelines for depression and anxiety 
in the United States.36 Adaptations often included ethnic and language adapta-
tion; incorporation of cultural values, beliefs and culturally specific symptoms; 
collaboration with culture brokers/mediators; adaptation of treatment time; 
and discussion about the therapeutic relationship. The culturally adapted pro-
tocols proved to be effective for US minority patients from different cultural 
backgrounds. A further meta-analysis described a moderate to large effect for 
culturally adapted interventions,37 similar to those described by van Loon et 
al.36 In most studies the protocols are adapted from ‘western’ to ‘non-western’ 
cultures, without taking into account the plurality of the latter.37

RECOMMENDATIONS FOR THE FUTURE

Depression and anxiety are two of the biggest mental health concerns. In 
addition to the lack of specialised trained professionals available, mental ill 
health and disorders still carry a series of barriers such as stigmas and taboos. 
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In addition to the societal prejudices towards such disorders, there is still a 
misconception that mental health care can only be provided by specialists.

From a clinical perspective, with this book, and particularly with this chap-
ter, we hope to encourage primary care providers of different backgrounds 
and degrees of specialisation to provide care for depression and anxiety. 
From a research perspective, future research should examine whether vary-
ing levels of qualification among primary care CBT and other psychotherapy 
practitioners impacts on the effectiveness of CBT in this setting.29 In order 
to provide effective and adequate treatment for depression and anxiety, it is 
essential that proper training is offered to the health care professionals who 
are in close contact with the patients. In consonance with the recommenda-
tions made by the WHO, training should be conducted by a mental health 
professional competent and experienced with psychological strategies used 
for such conditions. Essentially, trainings should encompass (1) information 
about depression and anxiety, (2) the rationale behind the application of each 
of the strategies, (3) strategies skills training, (4) role-playing of techniques 
(trainer demonstrations and trainee participation) and (5) helper self-care.38

Equally important is the offer of qualified supervision. Adequate super-
vision involves the space for the discussion about patients’ progress, the 
exchange of difficulties experienced when applying the strategies with 
patients and the opportunity to practice skills and role-play how to manage 
difficult situations. Supervision can be delivered in different formats, includ-
ing one-to-one, group or peer support group supervision.38 Importantly, such 
activity can be done online with positive effects as well as face-to-face.39 A 
minimum frequency and a limited number of participants per supervision 
session should be established (PM+ suggests two to three hours per week for 
group supervisions).38

CONCLUSIONS

This chapter aimed to present several low-intensity interventions for depres-
sion and anxiety that can be applied at the primary care level. Although 
two different diagnoses, the techniques presented here are transdiagnostic, 
meaning that they can be addressed to both conditions, as they tackle com-
monalities in the way patients often interpret and experience depression and 
anxiety. Our intention was to bring easily applicable strategies that can be 
applied in different cultural contexts. The cognitive and behavioural tech-
niques described here are feasible to be implemented at the primary care level 
of attention. Such techniques can be learned and implemented by profes-
sionals without previous specialised training or formation. Specific training 
and supervision are enough in order to provide effectively the techniques 
mentioned. Although sometimes difficult to obtain, further education and 
supervision should always be sought.
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Despite being effective, such techniques will not always be sufficient to 
induce remission of the symptoms or distress. Numbers needed to treat are 
often about four or five, meaning that only a minority of patients will benefit. 
It is pivotal to keep in mind that primary care is one level of care provision, but 
special attention must constantly be paid to patient progress and discussed with 
supervisors. In the cases in which improvement is deemed insufficient by the 
health provision team, several options should be considered, including continu-
ation of the strategies used and follow-up with the patients or the referral of the 
patient to a (mental) health professional for assessment and further care.
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12.3 USE OF PHARMACEUTICAL INTERVENTIONS 
FOR PRIMARY CARE MANAGEMENT 
OF DEPRESSION AND ANXIETY
Allen F. Shaughnessy and Lisa Cosgrove

DEPRESSION
History of treatment

From ‘melancholia’ to ‘hypochondriasis’ to ‘the blues’ of the past to the 
‘endogenous depression’ of today, healers over time have searched for ways to 
treat the spectrum of hopelessness, sorrow, dejection, despondency, empti-
ness, despair and discouragement that, when they persist, lead to a loss of 
functioning of the individual. From Hippocrates to current guideline writ-
ers, authorities have offered options for treatment. Humoral therapy, which 
governed medical thinking for 2,000 years until the middle of the 19th cen-
tury, resulted in purgatives prescribed to rid the depressed patient of excess 
black bile (melaina chole). Later, the potent (and quite toxic) stimulant quali-
ties of strychnine in the Nux vomica seed led to its use for depressed mood. 
Electricity, in the form of electroconvulsive therapy, became popular upon its 
discovery and is still used today.

In a sense, ‘rocket science’1 is responsible for the explosion of drug therapy 
for depression. At the end of World War II, troops discovered large stockpiles 
of hydrazine, a rocket fuel used to power German V2 rockets that bombarded 
England. Caustic and poisonous (and also highly explosive), it was also an 
inexpensive and simple substrate for pharmaceutical chemists to develop 
potential drugs. Simple manipulations led to the development of the anti-
tubercular drugs isoniazid and iproniazid, which were found to produce 
euphoria and even hypomania. The finding that isoniazid inhibits diamine 
oxidase in Mycobacterium led to development of the monoamine hypoth-
esis and the use of monoamine oxidase inhibitors (MAOIs) in depression 
treatment.

Tricyclic antidepressants were developed through manipulation of the 
basic chemical structure of antihistamines. Imipramine was initially devel-
oped as an antipsychotic; both the antipsychotic chlorpromazine and imip-
ramine were developed from the antihistamine promethazine.2

Similarly, fluoxetine, the first selective serotonin uptake inhibitor (SSRI), 
was explored as a new treatment approach to hypertension and, later, obe-
sity. It was ineffective for either use, but improved mood in subjects led to its 
exploration for the treatment of depression.3 The initial success in affecting 
the symptoms of some patients led to the current ‘serotonin deficiency’ theory 
of depression.
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The primacy of drug treatment for depression was fostered by the release 
of the Diagnostic and Statistical Manual of Mental Disorders, Third Edition 
in 1980. This edition of diagnostic criteria introduced the current era of bio-
logic psychiatry, whereby social and psychological explanations of depres-
sive symptoms were subordinated to explanations of ‘chemical imbalance’ 
in the brain.

Today, antidepressants are characterised by their putative action on one 
or two neurotransmitters, mainly norepinephrine, serotonin and dopa-
mine. However, these mechanisms are unlikely to be correct explanations. 
Fluoxetine affects dopamine and norepinephrine uptake to a greater degree 
than serotonin as well as binding to serotonin, muscarinic, alpha-1 adrenergic 
and histamine receptors.4 Aripiprazole, marketed as a treatment addition to 
another antidepressant, similarly is non-selective in its effect on neurotrans-
mitters. Recent research has found little difference in serotonin activity 
between depressed and nondepressed people and no effect of SSRIs on sero-
tonin in the brain.5

Evidence of benefit

It is a mistake, though, to think that antidepressants do not work in patients 
with mild to moderate depression. Approximately 50% of patients will 
respond to the first medication tried. However, almost the same percentage 
of patients receiving placebo will have a decrease in symptoms of depres-
sion over the same period. No matter what type of antidepressant is studied, 
response rates between active and placebo treatments will be similar.

In a meta-analysis in 2008 of data submitted to the Food and Drug 
Administration, including research results not published, the weighted mean 
improvement was 9.60 points on the Hamilton Rating Scale of Depression 
(HRSD) in the drug groups and 7.80 in the placebo groups, yielding a mean 
drug–placebo difference of 1.80 on HRSD improvement scores.6 A second 
meta-analysis found ‘minimal or non-existent’ differences between active and 
placebo treatments in patients with mild to moderate symptoms.7

A network meta-analysis was also published evaluating the effectiveness 
of 21 antidepressants, finding a ‘modest’ benefit to treatment in comparison 
with placebo. Based on analysis of all trial data, it appears that about 15% of 
patients receiving any antidepressant will have a response clinically greater 
than if they were to receive placebo.8

In addition, the effectiveness of antidepressants to maintain remission of 
depression symptoms is likely overestimated. While epidemiologic data sug-
gest long-term treatment (9–12 months) reduces the risk of a return of symp-
toms, there are no long-term studies evaluating the comparative effectiveness 
of antidepressants with placebo.
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This difficulty in showing a difference between active treatment and pla-
cebo could be due to several causes, including an expectation effect, condi-
tioning, the natural history of depression or regression to the mean. Placebo 
treatment, even open-label placebo, in which the patient is told they are being 
given a placebo, has been shown to be effective to treat pain. In an open-label 
study to examine the effect of conditioning, 51 patients who had undergone 
spinal surgery were randomised to receive placebo three times daily in addi-
tion to an opioid analgesic taken every four hours as needed. Patients receiv-
ing placebo were told that it was inactive but that it should be taken regardless 
of whether they needed the opioid analgesic. Over the course of the follow-up, 
patients taking placebo took 30% less opioid analgesic.9

It may also be that a substantial proportion of patients wait to seek care 
for depression symptoms until late in the natural course of the syndrome. 
Without antidepressant therapy, episodes of clinical depression last from two 
months to several years, with an average of around five to six months. One-
third of the patients recover within a year.

Regression to the mean, another explanation, is a statistical phenomenon 
in which extreme results measured over time tend to return to average. Tall 
people tend to have offspring that are not as tall, which is why the human spe-
cies has only slightly increased in height over the past millennia.

The benefit of treatment, especially when combined with psychotherapy, 
is more demonstrable in patients with severe depression. For many mental 
health conditions, psychotherapies (e.g., cognitive behavioural, relational, 
dialectical behaviour therapy) are established treatment options, with evi-
dence showing that they are as effective as psychotropic medications, and 
certainly pose less risk.10 For example, there is strong evidence that psycho-
therapy is effective in achieving a sustained response as an initial treatment 
of depression.11

Evidence of harm with antidepressants

The question, one with which primary care physicians are quite familiar, ‘do 
antidepressants work?’ is, at best, an incomplete one. First, the question of 
effectiveness is a complicated one. As noted in the previous section, if one 
relies on clinical trial data that focuses predominantly on the reduction of 
symptoms as measured by depression scales, the statistical difference found 
between drug and placebo (typically for more severe depression) may not 
translate into clinically meaningful change. Additionally, the question of 
effectiveness must always be weighed against the potential for harm. In this 
section we address the controversies around antidepressants being linked 
to increased risk of suicidality and violence, increasing concern about with-
drawal symptoms and harms associated with long-term use.



170  ANXIETY AND DEPRESSION IN PRIMARY CARE

In 2003 the Medicines and Healthcare Products Regulatory Agency 
(MHRA) recommended that SSRIs should not be used to treat adolescents 
with major depressive disorders (fluoxetine being the exception). The fol-
lowing year, after an independent review of placebo-controlled trials, the US 
Food and Drug Administration (FDA) issued a black box warning for nine 
antidepressants for children and adolescents. In 2007 the FDA expanded their 
black box warning – the most stringent the regulatory body invokes – to 
include 18- to 24-year-olds. Although more recent studies, including meta-
analyses,12 observational studies13 and critical reviews,14 also concluded that 
antidepressants may increase the suicide risk in youth, the black box warning 
has generated controversy and confusion because depression also increases 
the risk of suicidality. Most researchers and clinicians now agree that antide-
pressants should be used with great caution in youth and only for severe cases 
and/or when other interventions have failed. This view is strongly supported 
by the fact that there is a documented under-reporting of harms in industry-
funded clinical trials, particularly for antidepressants and antipsychotics.

For example, in 2015 Le Noury and colleagues conducted a re-analysis 
of SmithKline Beecham’s Study 329, an influential study concluding that 
paroxetine was safe and effective in adolescents.15 After obtaining access to 
the full unpublished dataset, Le Noury et al. found an increase in harms for 
paroxetine that was not reported in the published literature. Specifically, the 
researchers concluded that

Neither paroxetine nor high dose imipramine showed efficacy 
for major depression in adolescents, and there was an increase 
in harms with both drugs . . . including suicidal ideation and 
behaviour and other serious adverse events in the paroxetine group 
and cardiovascular problems in the imipramine group. . . . Access 
to primary data from trials has important implications for both 
clinical practice and research, including that published conclusions 
about efficacy and safety should not be read as authoritative.

Similarly, a systematic review of randomised controlled trial (RCT) data 
found that antidepressants “double the occurrence of events that the FDA 
has defined as possible precursors to suicide and violence”.16 While the issue 
of causality cannot be determined, there is research that suggests a possible 
association between SSRIs and convictions for violent crimes for adolescents 
and young adults (ages 15–24).

There is burgeoning evidence that a discontinuation syndrome occurs in 
the majority of people who take SSRIs and that this risk is increased if the 
medication is stopped abruptly, if the SSRI has a shorter half-life and if the 
treatment duration is long. Common withdrawal symptoms include flu-like 
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symptoms, gastrointestinal problems, sleep disturbances, dizziness, anxiety 
and sensory disturbances (e.g., some individuals report feeling a sensation of 
electric shocks or ‘brain zaps’). The cause is not known, although it has been 
suggested that downregulation may play a central role. Unfortunately, while 
tapering is recommended to prevent or mitigate a discontinuation syndrome, 
there is limited research and guidance on how to taper or discontinue any 
psychotropic medications, including antidepressants. It is also important to 
note that these withdrawal-like symptoms can often be mistaken as the begin-
ning of relapse of the original episode of depression,17 and thus one should 
be cautious about immediately reinstating the antidepressant. A slower taper, 
increased psychosocial supports and psychotherapy, if needed, are the most 
judicious responses when there is an increase in symptoms. Preliminary 
discussions about the length of antidepressant treatment should be initi-
ated at the time of prescription, as patients tend to believe it is their physi-
cian’s responsibility to initiate discussions about discontinuation. Indeed, to 
enhance the informed consent process, clinicians and patients should, at the 
outset, collaboratively identify target symptoms, look carefully at the context 
in which symptoms are manifest, identify any health-harming legal needs 
(e.g., unsafe or precarious living conditions, discrimination or harassment 
at work) and discuss a possible duration of treatment and a discontinuation 
plan at the outset.18,19

Cardiovascular effects are most prominent and likely with MAOIs, includ-
ing the well-known hypertensive crisis that can occur with ingestion of  
tyramine-containing foods such as aged cheese. Hypotension can also occur. 
Phenelzine may cause acute myocarditis at high doses, and moclobemide, in 
overdose, can cause QTc prolongation with resulting arrhythmia.20

Tricyclic antidepressants can slow cardiac conduction velocity, especially 
in people with an underlying conduction defect. They may also cause hypo-
tension or orthostatic hypotension and sinus tachycardia and should be 
avoided or closely monitored in patients with pre-existing cardiovascular 
disease.

SSRIs are usually free of cardiac effects, though arrhythmias have 
been reported. Blood pressure should be monitored in patients receiving 
venlafaxine and other serotonin and norepinephrine reuptake inhibitors 
(SNRIs).

Sexual dysfunction has been associated with antidepressant use. The risk 
seems to be lower with bupropion and may be higher with escitalopram and 
paroxetine.21 Falls and fractures, unrelated to postural hypotension, have 
been associated with SSRI use, especially in the first six weeks of treatment.22 
Hyponatremia is unusual but can occur in older patients already at risk. 
Gastrointestinal bleeding, especially when used in combination with non-
steroidal anti-inflammatory drugs, can occur with SSRIs. Agomelatine, an 
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atypical antidepressant, can increase liver enzymes, and patients receiving it 
should have regular liver function testing.

Examples of guidelines around the world

Clinical practice guidelines around the world are similar in their approach, 
matching therapeutic interventions to the acute severity of symptoms and 
patient history of previous episodes and responses to treatment. They vary in 
their emphasis on lifestyle changes and their preference for pharmacotherapy, 
psychotherapy or both. There is a general move away from treating low-level 
symptoms with drug therapy.

However, the American Psychiatric Association, which has not updated 
their recommendations since 2010, recommends drug therapy, psychother-
apy, their combination and even electroconvulsive therapy for patients with 
mild depression. Conversely, the recent United Kingdom National Institute 
for Health and Care Excellence (NICE) guidelines for treatment of less severe 
depression (Patient Health Questionnaire [PHQ]-9 score of less than 16) begin 
with a discussion with the patient of whether they wish to start treatment; if 
they do, the guidelines suggest exploring a wide range of non-pharmacologic 
approaches, including individual and group psychotherapy, before consid-
ering pharmacologic treatment.23 Similarly, the Royal Australian and New 
Zealand College of Psychiatrists recommend lifestyle changes and psycholog-
ical interventions before starting drug therapy.24 Malaysian guidelines suggest 
psychotherapeutic approaches for patients with mild to moderate depression, 
offering drug therapy to patients who have a history of moderate to severe 
depression, those who have previously responded to drug therapy, those have 
not responded to non-drug therapy or those who prefer medication.25

The American College of Physicians recommends cognitive behavioural 
therapy for mild depression, either cognitive behavioural therapy or drug 
therapy for mild to moderate depression and the combination of both for 
patients with moderate to severe symptoms.26

ANXIETY
History of treatment

Anxiety has been treated for millennia. Alcohol is arguably the longest-used 
anxiolytic in history. The pharmacological era of treatment began with the 
discovery and development of barbiturates in the early 1900s. Dependence 
and toxicity in overdose of barbiturates led to a search for safer treatments. In 
the early 1950s meprobamate, a so-called minor tranquilliser, was developed 
as a safer alternative and led to widespread recognition and treatment of anxi-
ety but also in recreational use; just as various substances are group-ingested 
at ‘raves’ today, meprobamate would be distributed at social gatherings in the 
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mid-20th century.3 Greater societal acceptance of the treatment of anxiety-
producing life events (think ‘mother’s little helper’) expanded the market, 
leading to the development by a company in Switzerland of chlordiazepoxide, 
the first of many benzodiazepines (this company, Roche, would go on to be 
the world’s largest privately owned pharmaceutical company).27,28

Buspirone was developed as the first anxiolytic to improve symptoms with-
out causing sedation. SSRIs, originally explored to treat hypertension, were 
found to have an antidepressant effect and, later, an anxiolytic effect without 
causing ongoing sedation. Given their effectiveness as compared with placebo 
and their broad therapeutic index, they have risen to become the first-line 
pharmacological treatment.

Evidence supporting use

Benzodiazepines are effective for the treatment of anxiety symptoms, rapidly 
reducing symptoms in both adults and older adults. They are highly tolerated 
in the short term. However, their use is not recommended by most guidelines, 
given their association with withdrawal, rebound anxiety and dependence. If 
used, they should be limited to short-term use for acute anxiety crises. There 
are many available options that vary in their onset of action and duration.

SSRIs and SNRIs are recommended by most practice guidelines as first-
line therapy for generalised anxiety disorder, mainly because of their per-
ceived safety and tolerability as compared with the benzodiazepines. There 
has been limited research comparing benzodiazepines and second-generation 
antidepressants. In comparison with diazepam, venlafaxine produced simi-
lar response rates but was discontinued more often in one study due to side 
effects and was less effective in reducing somatic symptoms in the other.29 In 
comparison with placebo, they are effective in both younger and older adults. 
Duloxetine, venlafaxine and escitalopram have the largest amount of trial 
data showing effectiveness, though fluoxetine, sertraline and mirtazapine 
also are effective, based on smaller studies. Paroxetine is less well tolerated 
than other options. SSRIs and SNRIs should be taken regularly to be effective 
for anxiolysis, with the onset of action of several weeks. Treatment can be 
continued long-term to maintain control of symptoms.

Both benzodiazepines and second-generation antidepressants are associ-
ated with withdrawal symptoms. Discontinuing treatment should occur over 
several weeks to months with slowly decreased doses to prevent symptoms. 
Recurrence of anxiety may occur with discontinuation of treatment.

Buspirone is unique among antidepressants in that it reduces anxiety 
without causing sedation or functional impairment. Its mechanism of action 
is unknown. In clinical trials it is more effective than placebo and reduces 
symptoms similar to the benzodiazepine oxazepam and the SSRI sertraline.30 
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It may not be as effective in patients who have previously taken benzodiaz-
epines and who are anticipating an immediate effect.31 Long-term treatment 
also does not result in abuse or physical dependence. Its onset of action can 
be as long as several weeks, so it is not an option for quick resolution of symp-
toms. It can cause dizziness or drowsiness at the onset of treatment, and it 
should be initiated at low doses, increasing the dose every three to five days 
until the maintenance dose is reached. Its effectiveness has not been studied 
beyond four weeks of treatment, though long-term use is not associated with 
untoward effects. Some patients (1–2%) will exhibit dizziness or other central 
nervous system effects upon discontinuation, although gradual discontinua-
tion is not recommended for most patients.

Beta-blockers, which act to suppress the physical effects of anxiety such as 
shakiness, sweating and racing heart, have been used to treat performance 
anxiety. However, they do not affect the mental aspects of anxiety such as 
excessive worry, etc., and are therefore limited to occasional use to suppress 
outward signs of anxiety.

Sedating antihistamines such as diphenhydramine or hydroxyzine will 
cause sedation and relieve symptoms of generalised anxiety disorder (GAD).32 
In low-quality studies, hydroxyzine produces equivalent symptom reduction 
as a benzodiazepine or buspirone. It produced higher levels of drowsiness and 
sleepiness, though overall acceptability (continuing treatment) and tolerance 
(overall side effects) were similar.

Ashwagandha (Withania somnifera) is an Ayurvedic herb that has been 
used in India for centuries as a broad-spectrum remedy for many illnesses. 
It has been formally studied for the treatment of anxiety, showing benefit 
in two studies but not in a third. The appropriate dose and preparation are 
not defined, and patients can try different doses and products to determine 
whether it is effective for them.33

Kava (Piper methysticum) is made from the roots of the plant. It originates in 
the islands in the Pacific Ocean, where it is used in social gatherings (its name 
translates to ‘intoxicating pepper’). In four randomised trials, results were het-
erogeneous, but there may be a modest benefit to treatment. Kava has been asso-
ciated with rare hepatotoxicity, and some patients will experience headaches.34

Lavender oil has been used via inhalation, massage and orally to treat 
anxiety. Based on low-quality evidence, there is some evidence of benefit 
with inhalation and massage, with better evidence associated with oral use 
(80 mg daily).34

Examples of guidelines around the world

Treatment with an SSRI is suggested as first-line by most guidelines. However, 
because there are no trials comparing the long-term outcome of antidepressants 
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with a combination of placebo and psychological treatments, an increasing num-
ber of researchers and clinicians are advocating for psychological interventions 
as a universal first-line treatment step.35 NICE recommends starting with an 
SSRI if initial intervention with behavioural change is not effective and psycho-
therapy is not available or desired.36 Benzodiazepines are recommended only 
for short-term use during acute crises. The Royal Australian and New Zealand 
guidelines also recommend SSRIs based on their effectiveness, overall safety and 
low misuse potential.37 The World Federation of Biological Psychiatry also rec-
ommends SSRIs, along with SNRIs and pregabalin, as first-line therapy. Other 
options include buspirone and hydroxyzine, reserving long-term treatment with 
a benzodiazepine only when other drugs or CBT have failed.38
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13.1 NICE GUIDELINES ON DEPRESSION  
AND ANXIETY
Sherina Mohd Sidik and Felicity Goodyear-Smith

The National Institute for Health and Care Excellence (NICE) guidelines 
are evidence-based recommendations for health and care in England. These 
guidelines set out the care and services suitable for most people with a spe-
cific condition or need and in certain circumstances or settings. The aim is 
to help health and social care professionals in preventing ill health, promot-
ing and protecting good health, improving the quality of care and services 
and adapting and providing health and social care services.1 In this chapter 
we summarise the recommendations for NICE guidelines for depression and 
anxiety relevant to primary care.

NICE GUIDELINE ON DEPRESSION

The NICE Guideline on Depression in Adults: Treatment and Management 
published in 2022 covers identifying, treating and managing depression 
in people aged 18 years old and above.2 It is a detailed and comprehensive 
guide on treatment and management of depression in adults. It recommends 
treatments for first episodes of depression and further-line treatments and 
provides advice on preventing relapse and managing chronic depression, 
psychotic depression and depression with a coexisting diagnosis of personal-
ity disorder. Our focus in this brief summary is on the primary care detec-
tion and management of depression in adults.

Under principles of care, the guidelines recommend building a trusting 
relationship and working in an open, engaging and non-judgemental manner 
with people with depression and their families or carers. Providers should 
explore the treatment choices in an atmosphere of hope and optimism, 
explaining the different courses of depression and that recovery is possible. 
They should be aware that stigma and discrimination can be associated with 
a diagnosis of depression and that the symptoms of depression itself, and 
the impact of stigma and discrimination, can make it difficult for people to 
access mental health services or take up offers of treatment. Steps should be 
taken to reduce stigma, discrimination and barriers for those seeking help for 
depression, and discussions should take place in settings where confidential-
ity, privacy and dignity are respected.

In the section on recognition and assessment, providers are advised to 
be alert to possible depression, particularly in people with a past history of 
depression or a chronic physical health problem with associated functional 
impairment, and to consider asking the two questions (similar to the Patient 
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Health Questionnaire [PHQ]-2, but over the past month rather than two 
weeks, with a binary option of yes or no):

1.	 During the last month, have you often been bothered by feeling down, 
depressed or hopeless?

2.	 During the last month, have you often been bothered by having little 
interest or pleasure in doing things?

If the answer to either question is yes, then a primary care provider should 
perform a mental health assessment (unless they are not competent to do this, 
in which case they should refer to someone who can). The assessment should 
include not just the symptoms but also their severity, duration and previous 
history of depression, coexisting conditions, current lifestyle and living con-
ditions, any issues with interpersonal relationships and past or recent stressful 
or traumatic events. People with depression should always be asked about 
self-harm, suicidal ideation and intent and, where there is risk of this, ensure 
that appropriate help is available.

There is considerable guidance provided on choice, including shared 
decision-making, different treatment options (such as psychological and psy-
chosocial interventions and pharmacological treatments), monitoring and 
preventing relapse. While these guidelines are for health care providers in 
England, the recommendations are evidence-based, and many are relevant 
to the detection and management of depression in primary care in other 
countries.

NICE GUIDELINE FOR ANXIETY

The NICE Guideline on Generalised Anxiety Disorder and Panic Disorder 
in Adults: Management (www.nice.org.uk/guidance/cg113) was published in 
2011 and updated in 2020.3 It covers the care and treatment of adults (aged 18 
and over) with generalised anxiety disorder (GAD), as well as panic disorder.

The principles of care are similar to those when working with people with 
depression: Build a relationship and work in an open, engaging and non-
judgemental manner; explore the person’s worries in order to jointly under-
stand the impact of GAD; explore treatment options collaboratively with 
them, indicating that decision-making is a shared process; and ensure that 
the discussion takes place in settings in which confidentiality, privacy and 
dignity are respected.

The provider should be alert to possible anxiety disorders, particularly in 
people with a past history, possible relevant somatic symptoms or in those 
who have experienced a recent traumatic event. They should consider ini-
tial assessment using the questions from the GAD-2,4 which asks how often 

https://www.nice.org.uk
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(4-point Likert scale, from not at all to nearly every day), over the previous 
two weeks, the person has been bothered by feeling nervous, anxious or on 
edge and how often they have not been able to stop or control worrying. If the 
score is 3 or more, a further assessment should be undertaken.

A stepped-care approach is recommended depending on severity, includ-
ing psychoeducation, options for treatment including psychological and phar-
macological interventions (first-line is a selective serotonin reuptake inhibitor 
[SSRI]) and active monitoring.

These guidelines are produced for English health professionals, but, as 
mentioned, are likely to also be used in the detection and management of 
anxiety in primary care in other countries. Note that in Chapter 1 Richard 
Bying predicts that services in England will move away from the traditional 
‘diagnose and treat’ model of care towards more general support of mental 
and social well-being, avoiding the medicalisation that comes with diagnostic 
labels.
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13.2 A TEAM APPROACH TO HEALTH AND 
WELL-BEING IN PRIMARY CARE – THE 
AOTEAROA (NEW ZEALAND) EXAMPLE
Felicity Goodyear-Smith

Aotearoa (New Zealand) has a long history of general practitioners pro-
viding first-contact primary care in community-based family practices, 
working alongside practice nurses.1 Traditionally general practice provided 
comprehensive ongoing cradle-to-grave care to patients and their families, 
catering for both their physical and emotional health and well-being. It is 
recognised that in most consultations there will be both physical and psy-
chological components. Typically general practitioners and practice nurses 
provide psychoeducation and simple brief psychological interventions, refer-
ring on to community-based counsellors or psychologists or to secondary 
care psychiatric services when relevant and available.

Indigenous Māori and migrant Pacific people’s frameworks, increasingly 
used in New Zealand, reinforce a holistic model of care. The Māori health Te 
Whare Tapa Whā model2 and the Pacific health Fonofale framework3 both 
use the metaphor of a meeting house. These are dynamic models promoting 
the holistic nature of health and well-being and the interactive relationship 
of their components.

In the Māori model, the four house posts or pillars are the physical, men-
tal, spiritual and family components of health and well-being (Figure 13.1). 

FIGURE 13.1  Te Whare Tapa Whā model.
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Physical well-being (taha tinana) involves taking care of one’s body with 
healthy lifestyle behaviours and managing disease. Mental well-being (taha 
hinengaro) involves emotions, cognition, communication and motivation to 
achieve goals, not just addressing mental illness or distress. Spiritual well-
being (taha wairua) may relate to faith or religious beliefs or a connection 
with the sacred. It may be expressed through beliefs and practices that sup-
port a sense of self-awareness, identity and purpose. Family and community 
well-being is represented by the fourth pillar (taha whānau). The foundation 
of the house (whare) is the land and place of belonging (whenua).

In the Pacific Fonofale model (Figure 13.2), the four posts (pou) are 
physical, mental, spiritual and social health and well-being, with the fam-
ily as the floor, defined broadly as extended family and other community 
member relationships connected by shared values. The roof represents the 
cultural practices, beliefs and values that shelter people. Surrounding the 
house ( fale) is the physical environment, the socio-political context and 
the point in time. These models also resonate well with the World Health 
Organization’s definition of health as “a state of complete physical, mental 
and social well-being”’.4

Since 2020 heath improvement practitioners (HIPs) and health coaches 
have been an emerging workforce within general practice. HIPs are members 

FIGURE 13.2  Fonofale model.
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of the general practice team and are registered health practitioners accred-
ited by Health New Zealand (Te Whatu Ora) to work in the health sector.5 
They have training in providing brief talking therapies and preferably have 
previously worked in the mental health and addiction field. Any patient who 
is enrolled in the practice can see a HIP for a 20- to 30-minute consulta-
tion either by appointment or in an unbooked session for same-day referrals. 
Patients do not require any previous or current mental health or addiction 
diagnosis. When general practice staff see patients whom they identify would 
benefit from some form of counselling, psychological intervention or other 
support beyond what they can offer within their 15-minute appointment, they 
can do a ‘warm handover’ to an HIP who can see the patient on the same day 
they are visiting the practice. HIPs can also provide group sessions for a range 
of issues such as insomnia, gout, anxiety or cardiovascular disease.

Heath coaches are also collaborative members of the general practice team 
and work closely with HIPs.6 Their role is to support the practice’s enrolled 
population to address issues that impact on their health and well-being. 
Health coaching aims to build people’s motivation and capability to better 
understand and self-manage their physical and emotional well-being needs. 
These may be related to long-term physical or mental health conditions or 
substance use, but also to everyday emotional or physical well-being chal-
lenges. The health coach may use motivational interviewing and other pro-
cesses that aid behaviour change decisions, and they support patients and 
their families to access community and online resources which may enhance 
their social, emotional and physical well-being.

Health coaches are not registered health practitioners but receive training 
from Te Pou, the national workforce centre of mental health, addiction and 
disability. Typically health coaches provide support to about 8–10 people a day, 
including scheduled appointments, warm handovers and meeting with fami-
lies and groups in practices and other community settings, including homes.

HIPs and health coaches bring value as team players. They have the time 
and ability to extend the care provided by the primary care practitioners to 
help patients understand and self-manage their health and well-being needs. 
The ‘corridor’ warm handover facilitates further care without the need for 
formal referral. HIPs and health coaches have a strength-based rather than a 
deficit-based approach. Diagnostic labels such as depression and anxiety are 
not required to access their services, and the focus is on supporting cogni-
tive and behavioural changes and self-management. Some early evaluations of 
HIP training have indicated that trainees highly rate the value of the training 
programme and demonstrate subsequent increased confidence in their work.7 
However, this is a new initiative. There are no outcome studies to date, although 
anecdotal evidence suggests that practice staff and patients find the addition of 
these team members helpful in health care provision in primary care settings.
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13.3 INTEGRATING PHYSICAL AND MENTAL 
HEALTH SERVICES IN PRIMARY CARE
Mehmet Akman

Mental disorders are prevalent in all societies. In 2019, 418 million disability-
adjusted life years (DALYs) could be attributed to mental disorders (16% of 
global DALYs).1 In contrast with the high prevalence, the number of people 
receiving treatment and care among the patients diagnosed with mental dis-
orders is relatively low, yielding a significant treatment gap. Taking into con-
sideration the increased health care accessibility when strong primary care is 
built into the community, this treatment gap can be decreased when mental 
and physical health services are integrated within primary care. Mental health 
problems often coexist with physical health problems, and this coexistence 
will be more dominant in an ageing population. Integrated primary care ser-
vices help ensure that people are treated holistically, meeting the mental health 
needs of people with physical disorders, as well as the physical health needs of 
people with mental disorders. Primary care services for mental health are less 
expensive than psychiatric hospitals for patients, communities and govern-
ments alike. In addition, patients and families avoid indirect costs associated 
with seeking specialist care in distant locations.2 The benefits of integrated 
models of care include reduced admissions (especially for chronic condi-
tions), reduced mortality and improved overall disease management and have  
additional benefits in terms of cost-effectiveness of service delivery.3

Together with diagnosable mental health problems, subthreshold symp-
toms are common in primary care and often coexist with high levels of com-
plexity and challenging social circumstances, such as unemployment and 
poor housing. Medically unexplained symptoms and substance abuse dis-
orders are also highly prevalent in primary care.4 These problems are often 
considered minor and poorly managed due to fragmented service provision. 
Outcomes of physical health problems are worse when comorbid with men-
tal disorders. Several risk factors have been attributed to this association, 
including reduced adherence to treatment and increased social risk factors 
among patients with mental disorders, for example, high rates of smoking, 
lower levels of physical activity and poorer dietary intake. Many studies have 
recommended targeted screening programmes, particularly in primary care, 
for those with diagnosed mental disorders to prevent the onset or reduce the 
progression of comorbid physical conditions.2

HOW TO INTEGRATE?

Primary care workers’ pre-service and/or in-service training on men-
tal health issues is an essential prerequisite for mental health integration. 
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Additionally, health workers also must receive specialist supervision over 
time. Collaborative or shared care models, in which joint consultations and 
interventions are held between primary care workers and mental health spe-
cialists, are an auspicious way of providing ongoing training and support. 
However, the tasks attributed to primary care must be limited and doable. 
Only then will primary care workers be able to function well. The functions 
of primary care workers may be expanded as practitioners gain skills and 
confidence. The integration process must be accompanied by complemen-
tary services, particularly secondary care components to which primary care 
workers can turn for referrals, support and supervision. This support can 
come from community mental health centres, secondary-level hospitals or 
skilled practitioners working specifically within the primary care system. 
Specialists may range from psychiatric nurses to psychiatrists.

Access to essential psychotropic medications is crucial for holistic and com-
prehensive care, including mental health problems. This requires the direct 
distribution of psychotropic medicines to primary care facilities, rather than 
through psychiatric hospitals. Legislation and regulations must be reviewed and 
updated to allow primary care workers to prescribe and dispense psychotropic 
medications, mainly where mental health specialists and physicians are scarce.2

Funding is another essential part of the integrated mental and physical 
health provision at the primary care level. In the case of incentives, precaution 
is needed for not enhancing selective patient care for mental disorders. Legal/
regulatory challenges pertain to the practice of non-physician personnel for 
prescribing and counselling. Integrated care also requires revising the role of 
the physician and the distribution of functions among the team.5

EXAMPLES IN PRACTICE

In London in the United Kingdom, a ‘Primary Care Psychotherapy 
Consultation Service’ was provided by a multidisciplinary team of mental 
health professionals to help primary care doctors (PCDs) manage complex 
patients (for example, those with medically unexplained symptoms, comor-
bidity or personality disorders). This service included direct one-to-one 
consultations with patients, joint consultations with PCDs and a significant 
emphasis on training and skills transfer. Outcomes included increased confi-
dence among PCDs, significant improvements in mental health and function-
ing and reduced service use in primary care.4

There are several other examples of collaboration between health profes-
sionals to improve primary care services for patients with mental and physi-
cal multimorbidity. A randomised controlled study comparing collaborative 
and usual care at the primary care level in north-west England found that 
coordinated care that incorporates brief low-intensity psychological therapy 
delivered in partnership with practice nurses in primary care can reduce 
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depression and improve self-management of chronic disease in people with 
mental and physical multimorbidity.5

In the United States, a randomised trial in Washington state reported that 
diabetic or cardiac patients with depression benefited from integrated pri-
mary care provided in a team-based approach in terms of dietary changes 
and increased exercise compared to usual care.6 The Medicaid health home 
model in the United States is another example of integrating physical and 
mental health care. Collaborative care programmes are used as an approach 
for integration in which primary care providers, care managers and psychiat-
ric consultants work together to provide care and monitor patients’ progress. 
These programmes are both clinically and financially effective for various 
mental health conditions in multiple settings, using several different payment 
mechanisms. Collaborative care implemented in Medicaid homes includes  
(1) care coordination and care management, (2) regular/proactive monitoring 
and treatment to target using validated clinical rating scales and (3) regular 
consultation for patients who do not show clinical improvement. According 
to this experience, implementing evidence-based collaborative care could 
substantially improve medical and mental health outcomes and functioning 
and reduce health care costs.7

A trial was conducted in rural Australia for an integrated model for pri-
mary care settings to coordinate mental and physical health care. This is par-
ticularly important given that there are very few specialists in rural areas. 
The rural Australian experience showed that integrated physical and mental 
health service models that focus on building local service provider relation-
ships and are responsive to community needs and outcomes seem to be more 
beneficial in rural settings than top-down approaches that focus on policies, 
formal structures and governance.8 To maximise service effectiveness for peo-
ple with severe and persistent mental illness, approaches that concentrate on 
integration around the patient pathway and frontline team should be empha-
sised. Such an approach designed within local resource capacity limits is more 
likely to maximise practitioner knowledge and involvement and be financially 
and clinically sustainable.

In a recent scoping review exploring models of integration for mental and 
physical health, 37 models were identified from the literature.9 According 
to the authors, it is evident that models are well received by consumers and 
providers, increase service access and improve physical and mental health 
outcomes. Key characteristics of the models include shared information tech-
nology, financial integration, a single entry point, co-located care, multidis-
ciplinary teams and meetings, care coordination, joint treatment plans, joint 
treatment, joint assessment, agreed referral criteria and person-centred care.

A recent qualitative study explored facilitators and barriers to integrating 
physical and mental health at the primary care level. Integration is facilitated 
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by the co-location of providers within the same department, a warm hand-
off, collaborative and collegial relationships, strong leadership support and 
a shared electronic health record. However, interdisciplinary conflict, power 
differentials, job insecurity, communication challenges and the subsumption 
of mental health into the medical model can all pose barriers to success-
ful integration. Interdisciplinary cultural conflict plays an important role, 
and some mental health providers wanted to engage patients in long-term 
therapy. In contrast, medical care providers have more control over resource 
allocation and expected short, effective, efficient interventions. In addition, 
mental health providers reported concern about the focus being on pro-
ductivity, emphasising quantity rather than quality of care.10 To overcome 
these barriers, clear communication is essential between mental health and 
primary care workers.

A report from the King’s Fund identifies two areas of improvement for gen-
eral practice: (1) Improving management of medically unexplained symptoms 
in primary care and (2) strengthening primary care for the physical health 
needs of people with severe mental illnesses.11

CONCLUSION

In conclusion, the evidence we have today favours integration between physical 
and mental health at the primary care level. However, future research is still 
needed to identify the priorities of communities and service providers and also 
to clarify integrated care features associated with positive outcomes at lower 
costs. To successfully integrate mental and physical health, primary care work-
ers need to be trained appropriately, team-based interprofessional collabora-
tion is essential and a holistic approach that offers reliable symptom control 
while dealing with other clinical, psychological and social needs is necessary.
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CHAPTER 14

Conclusion

Sherina Mohd Sidik and 
Felicity Goodyear-Smith 

Our book starts with a global perspective from Dawit Wondimagegn. He 
explains that depression, anxiety and medically unexplained symptoms are 
common and present a significant burden to individuals, family and society at 
large around the world. Despite the availability of appropriate interventions, 
he expresses concern that their detection, diagnosis and treatment in primary 
care are limited. He advocates for increased development and implementation 
of mental health policies and programmes at all levels across the globe.

Richard Bying presents an alternative view, namely that feeling low or anx-
ious is part of the human condition. He argues that rather than defining these 
problems as disorders or diseases which need detecting and treating, the focus 
should be on supporting people in their journey through life, struggling to 
deal with the mainly social challenges they meet.

In Chapter 3, we outline some of the tools used for assessing depression 
and anxiety in primary care. We discuss whether mass screening is justified 
under the accepted criteria of screening, as well as the risk of both under- or 
over-diagnosing and of under- or over-intervening.

There follows 20 case histories from countries across all regions of the 
world, with high-, middle- and low-income examples. In these descriptions, 
the authors all present information on the prevalence of depression and anxi-
ety in their country, how these conditions manifest, diagnosis, management, 
challenges and future directions.

The picture they paint is varied. Prevalence ranges from a low of 4.6% 
depression and 5.6% anxiety in Ecuador to a high of 11.2% depression and 
29% anxiety in Australia. However, it should be noted that the prevalence 

https://doi.org/10.1201/9781003391531-14
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figures provided are not necessarily comparable, as some report on national 
data, some on community-based or primary care data and others on smaller 
studies. Most authors consider that these conditions are very prevalent in 
their country, and they consider that identifying cases and making these 
diagnoses in their patients is helpful.

Screening for these conditions in primary care varies greatly. It is routine 
in Malaysia; takes place when clinical symptoms indicate in countries such as 
Ghana, Australia, Luxemburg and Pakistan; but is rarely, if ever, done in Nepal. 
Our Canadian author expressed caution about routine screening, which is not 
currently recommended by the Canadian Task Force on Preventive Health 
Care. South African colleagues were wary about diagnosing depression and 
anxiety, given the limited availability of treatment in primary care.

Where treatment is indicated, most countries start with psychological 
therapies and add medications when there is an inadequate response. In a 
few countries, for example, Argentina, the initial management is pharmaco-
logical. In most of the countries, the family doctor is the main point of con-
tact and gatekeeper for patient management. Many countries (for example, 
Malaysia, Nigeria, Ghana, Australia, Egypt and Luxembourg) provide family 
doctors with training to detect, manage and monitor patients with mental 
health problems in primary care.

The next section of our book deals with vulnerable populations. David 
Ponka addresses common mental health problems in migrants to Canada, 
including the issue of complex post-traumatic stress disorder. Mehmet Ungan 
and Aysegul Cömert discuss mental health issues experienced by refugees in 
Türkiye and the screening programme run there for migrants heading to the 
United States. The Russian-Ukrainian war is resulting in both internally and 
externally displaced Ukrainians and refugees, as well as those who remain 
living in areas affected by the war. Victoria Tkachenko discusses the effects 
on the mental health of Ukrainians in her war-torn country.

Vinicius Fischer and colleagues cover a range of psychotherapeutic 
interventions used for depression and anxiety in primary care, and Allen 
Shaughnessy and Lisa Cosgrove outline various medications used in phar-
maceutical management. It is noted that effectiveness is limited and that the 
numbers needed to treat for psychotherapeutic interventions are often about 
four or five, meaning that only a minority of patients will benefit. Anna Stavdal 
extols the benefits of ‘watchful waiting’, reducing the medicalising of patients’ 
experiences of feeling low or worried into depression and anxiety. She advo-
cates the use of time to distinguish normal reactions to situational crises from 
mental illness, with patient and clinician watching and waiting together, and 
seeing if strategies to tackle existential struggles can be employed.

The penultimate chapter looks at ways that practice might be improved. 
We cover the latest National Institute for Health and Care Excellence (NICE) 
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guidelines on depression and anxiety and the stepped-care management 
they recommend, from psychoeducation, through to psychological, phar-
macological interventions and then referral to secondary specialist services. 
An example of moving from a general practitioner to a team-based holistic 
approach to health and well-being in primary care is given from Aotearoa 
(New Zealand), including the introduction of heath improvement practitio-
ners and health coaches into the primary care workforce. Finally, Mehmet 
Akman discusses the integration of physical and mental health services in 
primary care settings.

A core feature of family medicine is the trusted relationship between cli-
nician and patient. Many, or even most, primary care consultations have a 
mental health element, even if this is just a patient worrying that symptoms 
have a sinister cause, rather than merely being benign and self-limiting and 
seeking reassurance. Changes in mood are part of the human condition. We 
may be elated when things are going well, or down in the dumps when what 
we hoped for or expected has not gone according to plan. We grieve when a 
loved one dies, when a marriage breaks down or when we lose a friend. We 
may worry about many aspects of our lives – our heath, our financial situa-
tion, our family or how we are doing at school or at work, or feel anxious when 
confronted with difficult or complicated situations.

At one end of the spectrum are the ups and downs of everyday life. It is 
important not to pathologise normal experiences. However, at the other end 
there is a point at which emotional responses go beyond situational reac-
tions and cause serious dysfunction. When people feel persistently hopeless, 
worthless and suicidal, they are likely to be suffering from severe depression. 
When a feeling of dread or fear persists for months with no obvious cause to 
the extent that it becomes disabling and interferes with daily life functioning, 
the patient may meet the diagnostic criteria for generalised anxiety disorder. 
Ongoing, long-lasting painful emotions around loss preventing resumption 
of normal life may become persistent grief. These are mental health disorders 
that warrant intervention.

Time is a key tool in family medicine. We can give our patients time, while 
providing support, to see whether their symptoms progress to those of a diag-
nostic mental disorder. We do not wish to miss diagnosing a major psychiatric 
condition amenable to treatment, but we also need to prevent over-diagnosing 
resolvable normal reactions to stressful events.

People react differently to stressful situations. Some people are more emo-
tionally labile than others, have greater mood swings and may respond in 
different ways when exposed to traumatic events. Family medicine involves 
caring for our patients’ mental, spiritual and social health and well-being while 
attending to their physical and medical needs. We can use our compassion and 
our problem-solving knowledge to help our patients develop resilience – to 
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be better able to work through emotional pain and suffering. We can support 
and assist them to develop skills to cope with adversity. Primary care can offer 
coaching to enable people to make healthier lifestyle choices around eating, 
exercise, use of alcohol or drugs and social relationships.

There will be times when our patients have clear and prolonged symptoms 
and signs of clinical depression or anxiety requiring intervention, using the 
stepped-care approach of psychoeducation, psychotherapy, medication or 
referral to secondary services, and we need to be alert to these possibilities.

Physical and mental health are not separate entities. As general practitio-
ners, we provide holistic care for our patients and their families. Regardless of 
whether we consider a patient’s distress is a normal reaction to challenging or 
difficult circumstances or we decide that the criteria for depression or anxiety 
is met, our role is to assist them with their lifestyle choices and help improve 
their health and well-being.
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