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tion associated with significant mor-
bidity and mortality. With an estimat-
ed point prevalence of 2-4% in the
community and 6-8% in primary care
settings (1), depression is associated
with levels of morbidity and dysfunc-
tion rivaling that of other chronic
medical conditions (2). According to
the World Health Organization, by
2020 depression is expected to be a
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Around the globe - be it Liverpool,
Los Angeles or Lahore - primary care
doctors (PCPs) are increasingly aware
that depression is a prevalent condi-

associated with both suicide and co-
morbid depression and physical ill-
ness such as coronary heart disease).
Most people with depression, as
David Goldberg indicates, are no
longer only treated by psychiatrists,
and fewer even become inpatients, but
this has not so much to do with the
trend towards deinstitutionalisation,
but rather with the availability of
effective medication than can be pre-
scribed with confidence by a trained
primary care physician.  

Today, in developed countries, the
majority of people with depression
can be treated early and effectively in
primary care, with drugs they can tol-
erate, in effective doses, by clinicians
who feel confident that they under-
stand what the effects and side effects
of the treatment will be. Having anti-
depressants that can be taken on a
long-term basis with minimal side
effects has been a big step forward for
people who suffer from depression.
However, the newer drugs are much
more expensive, and as yet are not
widely available in the developing
world for those who cannot pay for
them. Furthermore, primary care
physicians have still not come to
understand that people with depres-
sion require proactive and perhaps
even ‘assertive’ follow-up. People
who are depressed may think that
they do not deserve to take up the
doctor’s time or that it is not possible
for doctors to listen to them or under-
stand how they feel. The nature of the
illness, and its impact on mental
state, contributes further to ensuring
that they do not obtain the treatment
that they require. We may have spent
many years trying to convince both
the general public and primary care
physicians that depression is an ill-
ness like any other, and even a ‘phys-
ical’ illness given that there is evi-
dence of physical change in the brain.
Yet, paradoxically these efforts to des-
tigmatise depression also detract from
a simple acknowledgment that
depression affects not just the way we
feel about ourselves and the world
but also our need for help and treat-
ment (1). People who are depressed

don’t always come back for more
treatment and doctors don’t necessar-
ily tell them to.

Cynics might say that the discovery
of depression in the latter part of the
twentieth century had more to do with
marketing of drugs by pharmaceutical
companies than with public health,
and I have some sympathy with this
view. But there is no doubt, for those
of us who see and treat people with
depression every day, that these drugs
are effective. And there is no doubt
that depression is and will increasing-
ly grow as a major contributor to the
burden of disability in the world. Get-
ting this message over to psychiatrists,
particularly those in the UK, who,
supported by government policy, con-
fine their interest to people with
‘severe and enduring’ mental illness, is
not always easy. I believe that the psy-
chiatrist has a responsibility to take a
public health perspective: to consider
how his or her range of skills can most
appropriately be utilised. This requires
what Greg Simon (2) has described as
taking a population view: stepping
back and considering what his or her
role must be to improve the quality of
care provided in the system for all suf-
ferers, as well as ensuring that those
who are most severely ill, including
many people with depression, get the
care they need. 

Mental health professional work-
ing in the level above primary care
can provide support and supervision
for those working in primary care to
help ensure that not only do primary
care workers feel supported, but also
that they have back-up for when they
feel out of their depth. In my experi-
ence as a trainer, it is essential to
ensure that primary care staff under-
stand pathways to more intensive
care and support. Without this they
may not feel confident to continue to
use the new skills they have acquired.
As doctors learn to explore patients’
feelings, they uncover problems for
which they feel unprepared. Training
for primary care must go hand in
hand with development of relation-
ships between generalists and special-
ists. As psychiatrists, I believe we
have a responsibility to take a leader-
ship role in this task if we are serious
about trying to help alleviate the
increasing burden of depression.
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Cynics might say that the discovery
of depression in the latter part of the
twentieth century had more to do with
marketing of drugs by pharmaceutical
companies than with public health,
and I have some sympathy with this
view. But there is no doubt, for those
of us who see and treat people with
depression every day, that these drugs
are effective. And there is no doubt
that depression is and will increasingly
grow as a major contributor to the
burden of disability in the world. Getting
this message over to psychiatrists,
particularly those in the UK, who,
supported by government policy, confine
their interest to people with
‘severe and enduring’ mental illness, is
not always easy. I believe that the psychiatrist
has a responsibility to take a
public health perspective: to consider
how his or her range of skills can most
appropriately be utilised. This requires
what Greg Simon (2) has described as
taking a population view: stepping
back and considering what his or her
role must be to improve the quality of
care provided in the system for all sufferers,
as well as ensuring that those
who are most severely ill, including
many people with depression, get the
care they need.
Mental health professional working
in the level above primary care
can provide support and supervision
for those working in primary care to
help ensure that not only do primary
care workers feel supported, but also
that they have back-up for when they
feel out of their depth. In my experience
as a trainer, it is essential to
ensure that primary care staff understand
pathways to more intensive
care and support. Without this they
may not feel confident to continue to
use the new skills they have acquired.
As doctors learn to explore patients’
feelings, they uncover problems for
which they feel unprepared. Training
for primary care must go hand in
hand with development of relationships
between generalists and specialists.
As psychiatrists, I believe we
have a responsibility to take a leadership
role in this task if we are serious
about trying to help alleviate the
increasing burden of depression.
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leading cause of disability worldwide,
second only to cardiovascular disease
(3).  Because depression is typically
detected and treated in primary care
settings instead of the specialty men-
tal health sector, health care systems
are challenged to develop strategies
that address both the mental and
medical health needs of the patients
they serve. David Goldberg’s cross-
national review in this issue of World
Psychiatry describes a wide range of
approaches to this problem. Weighing
the relative merits and drawbacks of
disparate paradigms, the reader is
provided with an opportunity to learn
from several innovative approaches,
especially those used in developing
nations.

Health care systems vary widely
across the globe. They differ not only
on the economic and societal con-
straints within which they operate, but
also on the philosophical issue of
whether mental and medical care
should be delivered conjointly. At one
end of the spectrum is the fragmented
organization of care often found in the
United States, where mental health
care is ‘carved out’ from the rest of
medical care; at the other end are
more holistic models that address
patients’ broader needs. In the former
example, reimbursement for mental
health care is completely dissociated
from primary care reimbursement, a
system that actually prevents PCPs
from receiving reimbursement for
treating psychiatric illness, even when
mental illness is the patient’s primary
medical problem (4). By contrast, in a
Chinese model, ‘village health work-
ers’ function at a local level to identify
patients in need and refer them to
medical personnel in local clinics. In
Iran, health workers staff ‘health
houses’, from which they screen local
inhabitants for mental and physical
illnesses, including stress-related con-
ditions. Some psychosocial interven-
tions (i.e., stress reduction techniques)
are provided within the health houses;
complicated cases are referred for
more intensive treatment. In Tanza-
nia, moderately trained physician-
extenders meet both the general med-

ical and psychiatric needs of the com-
munities in which they are present.
They are responsible for screening
patients in primary care for mental
and physical disorders, triaging cases
by severity and offering interventions
to less ill patients. These models from
developing nations, all arising in
response to physician shortages, rely
on relatively inexpensive personnel to
serve as the initial contact point for
patients, thereby extending care to
large numbers of patients despite lim-
ited resources.  

It is striking that these models do
not partition mental and medical
health care. When initial triage is con-
ducted by trained community mem-
bers, even patients in rural settings
have an opportunity to obtain care for
both their medical and mental health
conditions. In the face of limited
access to specialized mental health
services and antidepressant medica-
tions, several developing countries
have evolved grass-roots systems of
care that creatively overcome these
apparent hurdles. In fact, the Chi-
nese, Iranian, and Tanzanian solu-
tions to this problem may offer impor-
tant lessons to developed nations
striving to evolve better methods for

integrating depression care into their
general medical settings.

While appealing, most of the mod-
els of care in developing nations have
not been subject to rigorous systemat-
ic evaluation. Thus, David Goldberg’s
review points to the urgent need for
more empirical cross-national com-
parison and outcome research on
mental health services delivery
around the globe. Indeed, several
strategies developed in the so-called
less developed world may prove
equivalent to - or even better than -
mental health care delivered in the
developed world to patients in pri-
mary care settings.
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It is important to acknowledge the
vast, and growing, diversity among
countries which are often lumped
together by the adjective ‘developing’.
This diversity is especially relevant
when considering models for the deliv-
ery of mental health care, particularly
in the context of the tremendous

changes taking place in the organisa-
tion of health systems. In some coun-
tries, such as in South East Asia, over-
all health indicators have shown
remarkable improvements in recent
decades.  Among other factors, these
improvements have been linked to
political commitments to publicly-
funded health care systems. Models
that emphasize partnerships between
specialists and primary care providers,
such as those being implemented in
many ‘developed’ countries, may be
increasingly relevant. In other coun-
tries, where the political commitment
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