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Chapter 7
Interventions for Adult Depression
in Primary Health-Care Clinics

Pablo Martinez and Graciela Rojas

7.1 The Global Burden of Adult Depression

Depression has been one of the most relevant public health problems in recent
decades. According to the Global Burden of Disease (GBD) Study 2019, led by the
Institute for Health Metrics and Evaluation (IHME), 279 million people worldwide
suffer from depressive disorders — equivalent to 3.8% of the world’s population
(GBD 2019 Mental Disorders Collaborators, 2022). A closer inspection of the data
provided by the IHME notes that the prevalence of depression increases during
adulthood, reaching a peak of 6.0% immediately before older adulthood (Global
Burden of Disease Collaborative Network, 2020). Depression mainly affects people
during the most productive years of their lives, producing more significant declines
in health than chronic physical illnesses such as arthritis or diabetes (Moussavi
et al., 2007). Importantly, the health loss attributed to depression occurs earlier than
those ascribed to these chronic physical diseases (Global Burden of Disease
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Collaborative Network, 2020). The patterning of the decrements in health produced
by depression makes it one of the leading causes of years lived with disability, par-
ticularly in the 20-59 age group (GBD 2019 Mental Disorders Collaborators, 2022).

Depression is also associated with one of the most significant causes of death
globally — suicide. The World Health Organization’s (WHO) Global Health
Estimates (2017) report that more than 800,000 people die by suicide worldwide
every year. Notably, depression is responsible for nearly half (46.1%) of the suicide
burden attributed to mental and substance use disorders (Ferrari et al., 2014).
Moreover, according to a recent systematic review and meta-regression, people with
major depression are nearly eight times more likely than those not having this dis-
order to die by suicide (Moitra et al., 2021). Complementarily, there is very sugges-
tive evidence of a possible association between depression and excess mortality in
cancer, heart failure, and acute myocardial infarction, which would be mediated by
pathological and physiological mechanisms and alterations in the behavior of the
disease (Machado et al., 2018).

Depression does not affect the adult population equally. The IHME data suggests
that, as older adulthood approaches, the prevalence of depression is twice as high in
adults living in low-income vs. high-income countries (Global Burden of Disease
Collaborative Network, 2020). The same source of information shows that for every
depressed man, there are 1.5 depressed women in adulthood, regardless of the
income level of the nation (Global Burden of Disease Collaborative Network, 2020).
Furthermore, the GBD Study 2019 and WHO estimates found higher health losses
attributable to depression in countries with increased rates of childhood sexual
abuse, intimate partner violence, and conflict and war (Charlson et al., 2019; GBD
2019 Risk Factors Collaborators, 2020), highlighting population-level vulnerabili-
ties to depression and its health consequences due to differential exposure to psy-
chosocial risk factors. Notably, a recent systematic analysis of the prevalence of
major depressive disorders during the ongoing COVID-19 pandemic noticed that
the locations hardest hit by the pandemic had the most significant increases in the
burden of depressive disorders (Santomauro et al., 2021).

7.2 Adult Depression in Primary Health Care

In the 1990s, the WHO led a relevant international study on psychological problems
in general health care (Ustiin & Sartorius, 1995). Primary health-care facilities in 14
culturally and economically diverse countries participated in the study. The diag-
nostic criteria of the International Classification of Diseases, Tenth Edition (ICD-10),
were used to determine diagnoses for depression, anxiety disorders, and alcoholism,
among others (Ustiin & Sartorius, 1995). The WHO primary health-care study
established that depression was the most prevalent mental disorder among the con-
sulting population (10.4%), being more frequent in women (female/male ratio of
1.9) and patients with lesser education (Ustiin & Sartorius, 1995). In four primary
health-care centers (Santiago de Chile, Rio de Janeiro, Paris, and Bangalore), the
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female rate of depression was significantly higher than the male rate (Ustiin &
Sartorius, 1995). In addition, the WHO primary health-care study showed that psy-
chiatric comorbidity of depression was consistently associated with severe limita-
tions in daily activities and poorer health perception (Ustiin & Sartorius, 1995).

More recently, a meta-analysis of 41 studies totaling 50,371 patients in mainly
urban primary health-care clinics from more than ten countries explored the accu-
racy of unassisted diagnoses of depression by general practitioners (Mitchell et al.,
2009). The studies included in Mitchell et al.’s meta-analysis identified cases of
depression through psychiatric expert diagnosis or validated structured or semi-
structured interviews. When studies recruiting adult patients aged 18—65 years were
considered, the prevalence of depression in primary health care was 18.4% (Mitchell
et al., 2009). Mitchell et al. (2009) estimated a depression prevalence of 17.2% for
ICD-based studies, differing from the WHO primary health-care study, which
reported a depression prevalence of 10.4% through the same method (Ustiin &
Sartorius, 1995). Such discrepancies might be driven by variations in sampling pro-
cedures or differences across primary health-care centers — e.g., the meta-analysis
by Mitchell et al. (2009) relied mainly on primary health-care clinics from Western
developed countries.

Large primary health-care cohorts in Australia (n = 7620 patients) (Gunn et al.,
2012), England (n = 403,985) (Cassell et al., 2018), and Scotland (n = 1,751,841)
(Smith et al., 2014) have established that comorbid depression and chronic physical
conditions are the rules and not the exception. Depressed individuals in primary
health care were more likely than nondepressed individuals to have physical comor-
bidities (Smith et al., 2014). Moreover, nearly half of depressed patients suffer mul-
timorbidity, which is the presence of multiple diseases or conditions (Gunn et al.,
2012; Smith et al., 2014). The most typical comorbidities found in depressed
patients were painful conditions, stroke, and irritable bowel syndrome (Cassell
et al., 2018; Gunn et al., 2012; Smith et al., 2014). Notably, one of the studies
reported a dose-response relationship between the number of chronic physical dis-
eases and the severity of depressive symptoms (Gunn et al., 2012). Multimorbidity
in depressed patients was associated with socioeconomic deprivation (Cassell et al.,
2018; Smith et al., 2014), considerable health losses (Gunn et al., 2012; Smith et al.,
2014), and health services utilization (Cassell et al., 2018).

Well-designed prospective cohort studies have identified the main risk factors for
depression in primary health-care adult patients. The WHO primary health-care
study found that psychological problems (e.g., recurrent suicidal thoughts and pre-
vious depressive episodes), as well as poor health status, predicted new depressive
episodes at 12-month follow-up (Barkow et al., 2002). The same study noticed that
sociodemographic factors (i.e., low formal education and unemployment) appeared
to be more salient for sustained non-remission of a depressive episode (Barkow
et al., 2003). The PredictD international study developed a predictive algorithm for
depression in primary health care based on data from 10,045 attendees in Europe
and Chile. Psychosocial and clinical variables (e.g., difficulties in paid and unpaid
work, lifetime depression, family history of psychological problems, poor physical
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and mental health status) were consistently selected in the PredictD algorithm (King
et al., 2008).

Thus, depression appears to be particularly frequent in Western urban primary
health-care facilities, and it is commonly associated with both physical and psychi-
atric comorbidities, generating significant degrees of disability. As in the general
non-consultant population, depression mainly affects women, with psychosocial,
psychological, and clinical variables leading to an increased propensity to depres-
sion in primary health-care attendees. Interestingly, secondary analyses of the
PredictD data expand our understanding of the interplay between sex and risk fac-
tors for the onset of depression in primary health-care attendees (Stegenga et al.,
2012). According to this study, women were not only more exposed than men to
known risk factors, but they also faced enhanced susceptibility to depression result-
ing from exposure to these risk factors (Stegenga et al., 2012). Women were particu-
larly affected by poor neighborhood conditions, whereas men were significantly
impacted by living alone (Stegenga et al., 2012).

7.3 Integrating Mental Health into Primary Health Care

The WHO primary health-care study revealed that general practitioners acted as
first contact care and gatekeepers for more than 75% of patients with mental health
problems (Ustiin & Sartorius, 1995). Complementarily, analyses of the WHO World
Mental Health Surveys 20002005 described the use of mental health services for
anxiety, mood, and substance disorders (Wang et al., 2007). The study found that
among 84,850 participants in 17 low-, middle-, and high-income countries, the gen-
eral practitioners were the largest source of mental health services (Wang et al.,
2007). These findings confirm that primary health care plays a relevant role in the
management of mental disorders, especially depression. Thus, it is necessary for
general practitioners and allied health professionals in primary health care to timely
and adequately detect, diagnose, and manage depression.

International organizations such as the WHO and its Regional Office for the
Americas (PAHO), with support from the United Nations Children’s Fund
(UNICEF), have been instrumental in advancing the political and technical case for
mental health integration into primary health care, with a particular emphasis on the
Region of the Americas. As a point of reference, the Third Special Meeting of the
Americas’ Ministers of Health, held in Chile in 1972, summarized the health sec-
tor’s challenges and achievements (Organizacion Panamericana de la Salud, 1972).
Regarding mental health care, the 1972 meeting recognized the critical state of
mental health services in the Region, with virtually no coverage for a then vast rural
population and the severe insufficiency to meet the needs of a comprehensive men-
tal health program (Organizacion Panamericana de la Salud, 1972). The 1972 meet-
ing envisioned the necessary changes to address the mental health services crisis,
such as integrating psychiatric care into primary health care and primary mental
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health promotion and prevention activities into general health care (Organizacion
Panamericana de la Salud, 1972).

The highly influential International Conference on Primary Health Care in Alma-
Ata took place just 6 years after the 1972 meeting. The International Conference on
Primary Health Care was jointly sponsored by the WHO and UNICEEF, in which 134
countries and 67 international organizations participated (World Health Organization,
1978). The Conference recognized the urgent need to act on the grave inequalities
in the global state of health and exhorted promotion and protection actions to realize
the right to health (World Health Organization, 1978). According to the Conference,
a primary health-care approach was deeply needed to achieve equity in health for all
the people of the world (World Health Organization, 1978). Primary health care was
considered essential health care that is universally accessible, acceptable, and
affordable, “bringing health care close to where people live and work™ (World
Health Organization, 1978). The Conference emphasized that primary health care
was the cornerstone of the health-care system and one of the foundations for social
and economic development (World Health Organization, 1978).

The International Conference on Primary Health Care broadly recommended a
set of priority contents for primary health care, such as the promotion of food supply
and proper nutrition, the provision of maternal and child health care, and immuniza-
tion against major infectious diseases (World Health Organization, 1978). The
inclusion of mental health promotion was stressed among these subjects, an initial
expression of the willingness and relevance of integrating mental health into pri-
mary health care (World Health Organization, 1978). This seminal disposition
would find the definitive political and technical impetus with the Conference for the
Restructuring of Psychiatric Care in Latin America, held in Caracas in 1990 (Levav
et al., 1994). Although mainly regional in scope, with the participation of 11 Latin
American countries (Levav et al., 1994), the Caracas Declaration has been recog-
nized as a very influential milestone in global mental health (Patel et al., 2018).

The Caracas Declaration became a reference for mental health services reform
processes, enshrining the commitment of Latin American governments to the devel-
opment of community-based alternatives to psychiatric hospitals while respecting
human rights (Levav et al., 1994). The Caracas Declaration explicitly states that
restructuring psychiatric care should be based on primary health care, emphasizing
decentralization, social participation and inclusion, and a preventive approach
(Levav et al., 1994). Subsequent PAHO/WHO Executive Committee Resolutions
have urged Latin American and Caribbean member states to adopt and deepen the
principles set by the Caracas Declaration. Specifically, the Strategy and Plan of
Action on Mental Health, among its recommendations, stresses the need to “review
the organization of mental health services and carry out needed changes, emphasiz-
ing decentralization and strengthening the mental health component of primary
health care” (Pan American Health Organization, 2009). This document also recog-
nizes depression as a priority condition for which essential interventions should be
available in primary health care (Pan American Health Organization, 2009).

Gathering much of the experience accumulated in Latin America, the WHO and
the World Organization of Family Doctors (WONCA) provide a series of arguments
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for integrating mental health into primary health care (World Health Organization
& World Organization of Family Doctors, 2008). Most reasons for primary mental
health care are directly linked to the principles highlighted by the International
Conference on Primary Health Care: an accessible, acceptable, affordable, and
holistic approach to mental health care, taking advantage of the embeddedness of
primary health care in local communities (World Health Organization & World
Organization of Family Doctors, 2008). Furthermore, the WHO and WONCA rec-
ognized that primary mental health care minimizes stigma and discrimination and
prevents human rights violations as they typically occur in psychiatric hospitals
(World Health Organization & World Organization of Family Doctors, 2008).

The WHO/WONCA document also states that the integration of mental health
into primary health care should be made explicit in all the areas of action of mental
health policies and plans, safeguarding continued financial and human resources
(World Health Organization & World Organization of Family Doctors, 2008). As
for human resources, the WHO/WONCA document underlines that primary health-
care workers need undergraduate and in-service training and supervision to perform
specific and well-defined mental health tasks adequately (World Health Organization
& World Organization of Family Doctors, 2008). Essential psychotropic medica-
tions should be directly available to patients in primary health-care facilities, and
specialized mental health resources should be available to primary health-care
patients and workers. Advocacy is required to sensitize political leaders, health
authorities, and primary health-care workers on the relevance of primary mental
health care. Thus, to ensure clear and continued commitments and investments to
the integration processes from government health and non-health and nongovern-
ment sectors. Finally, health and intersectoral coordination are fundamental in help-
ing primary health-care patients integrate fully into their communities (World
Health Organization & World Organization of Family Doctors, 2008).

The following paragraphs are dedicated to detailing a successful example for
developing and integrating a mental health component into primary health care,
which particularly applies to the case of adult depression. The Chilean case aligns
very well with the principles stated in the WHO/WONCA framework. Following
the restoration of democracy in Chile, psychiatric reform found the political will to
expand community mental health care (Minoletti et al., 2012). In 1993, the first
national mental health plan was published, emphasizing the importance of develop-
ing a mental health component in primary health care as one of its priority areas.
This plan was accompanied by attempts to provide ongoing mental health training
to human resources and integrate psychosocial practitioners (e.g., psychologists)
into traditionally biomedical health teams. The deinstitutionalization process was
complemented and significantly aided by establishing community mental health
facilities and day hospitals (Minoletti et al., 2012).

The National Mental Health and Psychiatry Plan was created in 2000 in response
to the limitations identified following the first national mental health plan’s experi-
ences and to lessen the prevalence of impairment linked with mental diseases
(Gobierno de Chile, 2020). This new mental health strategy established a model for
mental health services networks and specified the roles of health teams. It also
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incorporated sectoral and intersectoral efforts in mental health (e.g., in education,
housing, and justice) and identified seven programmatic priorities: depression, alco-
hol and drug misuse and dependency, attention deficit hyperactivity disorder, vic-
tims of violence, schizophrenia, and dementia are among the topics covered in this
section (Ministerio de Salud de Chile, 2000). The National Depression Program
exemplifies how a mental health component can be integrated into primary health
care among the programmatic aims.

Araya et al. (2003) conducted one of the first randomized clinical trials in a
middle-income country in the early 2000s. In Chile, the authors evaluated the effec-
tiveness of a stepwise improvement program for treating depression in primary
health-care attendees. Given the substantial proportion of women affected by
depression in primary health care, this study enrolled 240 adult women diagnosed
with major depression using the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-IV) criteria. Women were randomly assigned to
receive usual care for depression or a stepped-care program, a highly structured,
multicomponent intervention consisting of the following components: (1) a manual-
ized, group-based psychoeducational intervention, (2) systematic monitoring of
clinical evolution, and (3) a pre-established relapse prevention strategy (Araya
et al., 2003).

The results of this clinical trial were highly positive: at 3 and 6 months, 49% and
70% of women who received the stepped-care program experienced recovery from
depression, as measured by a Hamilton Depression Scale score of less than 8,
respectively, compared to 15% and 32% of women who received usual treatment
(Araya et al., 2003). This clinical trial was notable for the reorganization of primary
health-care resources, with most actions carried out by nonmedical health profes-
sionals, and for the increased adherence of users in their treatment, which had a
significant impact on the structure of the National Depression Program (Araya
et al., 2003).

The National Depression Program began with a pilot phase in 2001, following
the second National Mental Health and Psychiatry Plan adoption, and by 2003 had
expanded to virtually every Chilean territory. The National Depression Program
includes the following components (Alvarado et al., 2012):

1. On-site diagnostic evaluation of patients with a suspected depressive episode by
a general practitioner or psychologist, based on the diagnostic criteria for depres-
sion in the ICD.

2. Indication of stepped-care treatment, according to severity level, incorporating
(1) comprehensive evaluation by the primary health-care team, (2) treatment
with antidepressant drugs, (3) individual psychotherapy and psychoeducational
group intervention, and (4) visits to monitor the patient’s clinical progress.

3. Patients with mild to moderate depression are managed in primary health-care
clinics. The more severe cases are referred to specialized and outpatient mental
health facilities for evaluation by a psychiatrist. If the clinical response to initial
treatment is not favorable, the patient is reassessed by a psychiatrist at the pri-
mary health-care facility and, if necessary, referred to specialty care.



130 P. Martinez and G. Rojas

In September 2004, the Regime of Explicit Health Guarantees became law, mandat-
ing public and private health-care providers to guarantee access, quality, timeliness,
and financial coverage for health care for prioritized health conditions (Araya et al.,
2009). At the end of 2005, the second Regime of Explicit Health Guarantees came
into force, which incorporated depression among the prioritized health conditions,
and established that (1) all beneficiaries aged 15 years and over, with diagnostic
confirmation, will have access to treatment; (2) for beneficiaries with mild or mod-
erate depressions, treatment must be promptly initiated from the diagnostic confir-
mation, and, in more severe cases, consultation with a specialist must be made
within 30 days from referral; (3) financial protection corresponds to a maximum
co-payment of 20%; and (4) quality is defined by the provision of specific benefits
for depression by an accredited or certified provider (Ministerio de Salud de
Chile, 2006).

The Clinical Guidelines for Depression in People Aged 15 Years and Over cur-
rently direct the National Depression Program (Ministerio de Salud de Chile, 2013).
The Clinical Guidelines stated objectives are to facilitate the active detection of
depressive disorders, the reduction of their complications through comprehensive
and continuous management, and to promote the rational use of available resources.
Its successive editions and other regulatory documents, such as the Guidelines for
Network Planning and Programming 2019 (Ministerio de Salud de Chile, 2019),
have emphasized the management of major depression in primary health care,
assisted referral to specialized mental health care in those cases with high suicidal
risk, bipolar disorder, or treatment resistance (Ministerio de Salud de Chile, 2013),
and the administration of individual psychotherapy in specialized mental health
facilities (Ministerio de Salud de Chile, 2019).

7.4 Barriers to the Treatment of Depression in Primary
Health Care

The Lancet Commission on Global Mental Health and Sustainable Development
stresses that mental health is a public good necessary for sustainable development
(Patel et al., 2018). However, the low priority given to mental health is one of the
main macrostructural barriers that threaten access to this public good and sustain-
able development (Patel et al., 2018). An influential review on resources for mental
health care found that scarcity, inequity, and inefficiency of such resources are the
main obstacles to better mental health (Saxena et al., 2007). These severe limita-
tions mean that the populations most vulnerable and in greatest need of mental
health care have the least access to these services (Saxena et al., 2007). While men-
tal health policies, plans, and laws exist in many countries, they are often outdated
and poorly aligned with human rights standards to protect people with mental dis-
orders (Saxena et al., 2007). As referred below, these structural barriers affect the
quality of mental health services in primary health care.
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The WHO Mental Health Atlas 2020 reported that the median global public
expenditure on mental health was a meager 2.1% of total government health expen-
diture (World Health Organization, 2021). Moreover, most countries (81%) allo-
cated less than a fifth of this expenditure to primary health care (World Health
Organization, 2021). The WHO Mental Health Atlas 2020 assessed the functional
integration of mental health into primary health care, considering the adoption of
guidelines, the availability of pharmacological and psychosocial interventions, and
training and supervision of primary health-care professionals (World Health
Organization, 2021). Only 15% of countries met all criteria for functional integra-
tion of mental health into primary health care, whereas 31% met most criteria
(World Health Organization, 2021). Notably, a low proportion of countries informed
the provision of pharmacological (39%) and psychosocial (21%) interventions in
primary health-care centers (World Health Organization, 2021).

Although 80% of countries noted that training was available for primary health-
care professionals, the WHO Mental Health Atlas does not report details such as
type, duration, or coverage (World Health Organization, 2021). An assessment of
the mental health systems of 42 low- and middle-income countries made by the
WHO offers a complementary view (World Health Organization, 2009). The evalu-
ation showed that the proportion of total undergraduate training hours devoted to
mental health is negligible for primary health-care professionals; the same occurs
with refresher courses and in-service training (World Health Organization, 2009).
In general, the higher the income level, the greater the training opportunities
reported for primary health-care professionals (World Health Organization, 2009).
The scarce training opportunities may affect primary health-care professionals’
ability to manage depression. For instance, despite Chile’s successful integration of
mental health into primary health care, a recent study found that nurses, midwives,
and general practitioners had difficulties in depression screening and diagnosis
(Martinez et al., 2019).

International studies led by the WHO have shown that general practitioners in
primary health care are the first and foremost source of mental health care (Ustiin &
Sartorius, 1995; Wang et al., 2007). However, the WHO primary health-care study
and Mitchell et al.’s meta-analysis observed that nearly half of depressed patients
(47.3-54.2%) were correctly recognized by general practitioners, signaling the need
for improved diagnosis (Mitchell et al., 2009; Ustiin & Sartorius, 1995). The detec-
tion of depression by primary health-care clinicians in low- and middle-income
countries is considerably lower, with rates typically in the ranges of 0—-12% (Fekadu
etal., 2020). Low detection rates might be influenced by illness behavior, as patients
usually present somatic symptoms instead of psychological complaints (Ustiin &
Sartorius, 1995). Organizational factors might also shape detection accuracies, such
as increased performance monitoring, periodic review of clinical outcomes, pres-
ence of an appointment system, and general practitioners assuming responsibility
for coordination of patient care (Mitchell et al., 2011; Ustiin & Sartorius, 1995).

A return on investment analysis for depression and anxiety disorders in 36 coun-
tries estimated that between 80% and 95% of depressed people do not receive basic
psychosocial treatments or antidepressants, the usual primary health-care



132 P. Martinez and G. Rojas

treatments for depression, when available (Chisholm et al., 2016). Complementarily,
Pence et al. conducted a literature review to study the depression treatment contin-
uum in primary health care (Pence et al., 2012). The authors determined that of all
primary health-care patients with a major depressive episode, 24% received any
treatment, 9% were adequately treated, and 6% achieved remission (Pence et al.,
2012). They also projected that improving the adequacy of treatment would have the
largest single impact on remission rates. It is relevant to address the barriers to man-
aging depression in primary health care because early detection and treatment of
depressive disorders facilitates the treatment response and remission of mood symp-
toms and reduces the risk of a chronic course of illness (Ghio et al., 2014).

Several syntheses of qualitative and quantitative studies have explored the barri-
ers to managing depression in primary health care (Barley et al., 2011; Carlsen
etal., 2007; Holm & Severinsson, 2012; McPherson & Armstrong, 2012; Schumann
etal., 2012). These syntheses underscore that one of the main issues primary health-
care clinicians face is understanding depression either as social distress or as a
chemical imbalance (Barley et al., 2011; McPherson & Armstrong, 2012; Schumann
et al., 2012). Acknowledging the social origins of depression leads primary health-
care clinicians to confront the limits of their capabilities, feeling powerless in man-
aging the disease (e.g., should social problems be medicalized?), whereas a “true”
depression conforms to a biomedical disease model (Barley et al., 2011; McPherson
& Armstrong, 2012; Schumann et al., 2012). Another primary concern is detecting
and diagnosing depression. General practitioners refer to depression as puzzling,
usually masked in physical symptoms (Barley et al., 2011; McPherson & Armstrong,
2012; Schumann et al., 2012). Making the diagnosis of depression requires a per-
sonalized assessment of patients, demanding time (a rare commodity), watchful
waiting, and active listening (Barley et al., 2011; McPherson & Armstrong, 2012;
Schumann et al., 2012). Addressing patients’ stigma and fears toward mental illness
and having a good doctor-patient relationship are essential to overcoming the diffi-
culties found in these processes (Barley et al., 2011; McPherson & Armstrong,
2012; Schumann et al., 2012).

Regarding therapeutic options available, general practitioners admit that active
listening, emotional support, and empathy are their best assets when treating depres-
sion (Barley et al., 2011; McPherson & Armstrong, 2012; Schumann et al., 2012).
These resources also help them negotiate antidepressant use with patients (Barley
et al., 2011). However, the management of depression in primary health care is fur-
ther complicated by organizational factors. For instance, primary health-care clini-
cians complain about the lack of clear role definitions, difficulties in the coordination
of teamwork, and the poor availability of specialized mental health care, perceived
as burdened with patients having severe mental disorders (Barley et al., 2011;
Carlsen et al., 2007; Holm & Severinsson, 2012; McPherson & Armstrong, 2012).
These barriers are complemented by the perception of clinical guidelines for depres-
sion as not readily applicable to real clinical contexts and as a threat to the judicial-
ization of the doctor-patient relationship (Carlsen et al., 2007; Holm & Severinsson,
2012). Finally, even when clinicians recognize the need for training in depression
management, negative experiences with previous depression training programs and
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prioritization of training in addressing physical health problems are limitations to
furthering their skills (Barley et al., 2011; McPherson & Armstrong, 2012).

7.5 Evidence-Based Interventions for Adult Depression
in Primary Health Care

In this section, the main findings of recent systematic reviews and meta-analyses on
the effectiveness of psychological and pharmacological interventions that have been
tested in primary health care are reviewed. Furthermore, acknowledging the rele-
vance of combined psychological and pharmacological interventions, we introduce
the principles of the collaborative care model. The collaborative care model is a
complex, highly effective, and influential approach to treating depression in primary
health care. We finalize with a brief mention of the integration of information tech-
nologies into the primary health-care treatment of depression.

Antidepressants are acceptable and more effective than placebo in adults with
major depression (Cipriani et al., 2018). However, most of the evidence cannot be
directly applied to primary health care: studies have been conducted in different
settings and recruited individuals with moderate to severe depressive symptoms
(Cipriani et al., 2018). Few clinical trials have evaluated the efficacy of antidepres-
sants in primary health care, despite the availability of psychotropics being a prin-
ciple in primary mental health care (World Health Organization & World
Organization of Family Doctors, 2008). Arroll et al.’s (2016) meta-analysis found
17 studies comparing antidepressants to placebo in primary health care. In general,
these studies enrolled patients with mild to moderate depressive symptoms and
explored short-term outcomes. The authors concluded that tricyclic antidepressants
(e.g., amitriptyline) and selective serotonin reuptake inhibitors (e.g., sertraline and
escitalopram) provided significant benefits in terms of response (i.e., >50% reduc-
tion in depressive symptoms from baseline) (Arroll et al., 2016). However, they
caution that their data does not shed light as to when, who, and for how long antide-
pressants should be used in primary health-care attendees (Arroll et al., 2016).

Cognitive behavioral therapy and problem-solving therapy are the most studied
psychological treatments for adult depression in primary health care (Cuijpers et al.,
2019; Zhang et al., 2019). While cognitive behavioral therapy aims to change dys-
functional thoughts and cognitive distortions (Hofmann et al., 2013), problem-
solving therapy trains patients in adaptive problem-solving attitudes and skills (Bell
& D’Zurilla, 2009). Cuijpers et al. (2019) found that psychotherapies for depression
in primary health care are effective and that face-to-face comparisons revealed no
significant differences between them. Moreover, the same evidence synthesis
showed that psychotherapies for depression could be delivered by general practitio-
ners and allied health-care workers (Cuijpers et al., 2019). The authors argue that
such finding is relevant to scale-up primary health-care depression treatment in low-
and middle-income countries (Cuijpers et al., 2019). Interestingly, research has
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shown that psychotherapies’ effectiveness for depression in primary health care is
moderated by treatment modality: individual interventions and outside primary
health-care facilities (i.e., closer to patients’ homes) are more effective (Zhang
et al., 2019).

More recently, a network meta-analysis by Cuijpers et al. (2021) provided the
first comparison between pharmacological, psychological, and combined interven-
tions for depression in primary health care. Cuijpers et al.’s network meta-analysis
(2021) included 58 studies, totaling 9301 mostly adult primary health-care attend-
ees. The authors found that the three types of treatments explored were more effec-
tive than treatment as usual and waitlist controls (Cuijpers et al., 2021). However, a
clear preference for combined pharmacological and psychological interventions
was evidenced, achieving better response, remission, and improvement in depres-
sive symptoms (Cuijpers et al., 2021). Notably, the network meta-analysis found no
significant differences in the acceptability of these interventions, underlining the
relevance of adapting treatment offer to patients’ preferences (Cuijpers et al., 2021).

The collaborative care model might be thought of as a model for the integration
of combined interventions for managing depression in primary health care. A group
of researchers in the United States, led by Wayne Katon et al. (1995, 1996, 1997,
1999), developed the collaborative care model based on chronic and recurrent ill-
ness care. This model provided a multicomponent intervention, with increased
patient engagement and education, more regular treatment in the acute phase of the
illness, and more intensive treatment for more severe patients (i.e., stepped treat-
ment). This was complemented by strict monitoring of treatment adherence, train-
ing for primary care physicians in the management of depression, and closer
collaboration between treating physicians and psychiatrists (i.e., mental health con-
sultancies). Collaborative care proved feasible to implement in primary health care,
acceptable to patients and general practitioners, effective in reducing depressive
symptoms, and cost-effective (Katon et al., 1995, 1996, 1997, 1999).

Currently, the collaborative care model has robust evidence for its benefits:
decreased depressive symptoms, increased adherence and response to treatment,
improvements in quality of life and satisfaction with care, and economic efficiency,
in a wide range of depressed patients (Miller et al., 2013; Vanderlip et al., 2016).
According to Vanderlip et al. (2016), the collaborative care model involves:

(i) A general practitioner who leads a multidisciplinary health-care team in coor-
dination with a case manager (e.g., a nurse). The primary health-care team
receives consultation from a mental health specialist.

(i1) Improving the quality of care and health outcomes of a population, through a
systematic review of cases periodically to redirect health resources, and analy-
sis of aggregated patient data to identify and act on gaps in care in the
population.

(iii) Health care is based on timely measurements for assessing progress in patients’
health status through reliable, change-sensitive, and simple-to-apply
instruments (e.g., the Patient Health Questionnaire-9, PHQ-9, in the case of
depression).
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(iv) The provision of evidence-based interventions, structured in a stepped manner
(e.g., greater intensity of interventions as the case’s complexity increases), and
with instruments to support clinical decision making (e.g., mental health con-
sultancies, clinical guidelines with standardized management algorithms,
among others).

A panel of experts studied the effectiveness of the collaborative care model in clini-
cal trials published between 2004 and 2009, reporting the finding of robust evidence
for significant improvements in depressive symptoms, adherence, and response to
treatment, quality of life, and satisfaction with care in a wide range of depressed
patients (Thota et al., 2012). Complementarily, a systematic review of the economic
efficiency of the collaborative care model (Jacob et al., 2012), conducted by the
same expert panel, found positive economic benefits, lower programmatic costs,
willingness-to-pay exceeding expenses, and greater cost-effectiveness in sites
receiving the intervention.

Finally, scientific innovations in the management of depression in primary health
care from developed countries have been presented, raising questions about the fea-
sibility of implementing such models in under-resourced settings in developing
countries. In this regard, Patel et al. (2009) reviewed the evidence on the efficacy of
treatments and the provision of interventions for the management of depression in
low- and middle-income countries. They proposed a “package” of care for depres-
sion in these settings (Patel et al., 2009). The authors concluded that a basic package
for depression management should include routine use of culturally adapted instru-
ments to improve depression screening; patient education about their health prob-
lem and treatment alternatives; context-specific antidepressant treatments and
psychotherapy, such as generic antidepressants and problem-solving therapy; and
that task shifting to nonspecialist health workers, who provide first-line care and are
supervised by specialists, is essential to integrate this package into routine care in
community services (Patel et al., 2009).

7.6 Conclusion

Depression is a very important public health problem worldwide. It is frequent in
people who attend primary care clinics, and it is frequently associated with chronic
diseases and psychiatric comorbidities.

The primary care team can play a crucial role in depression management.
Therefore, it is necessary for the development of a mental health component in pri-
mary care based on the principles of the collaborative care model that has demon-
strated a highly effective and influential approach to treating depression in primary
health care.
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