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Abstract 

 

Background: The UK National Institute for Health and Care Excellence (NICE) guidance for the 

treatment of depression is widely followed and has international influence. According to these 

guidelines, antidepressant medications are recommended for moderate to severe depression. 

Nonetheless, antidepressants are increasingly prescribed, including for cases of subthreshold and mild 

depression. This may indicate that a proportion of depressed patients uses pharmacological 

interventions with unclear evidence-base, though other factors such as physical and mental health 

comorbidities need to be accounted for. 

Objective: This study aims to investigate the prevalence and trends of antidepressant prescriptions 

among community-dwelling adults diagnosed with depression according to NICE recommendations.  

Methods: We conducted a systematic review of PsycInfo, PubMed/MEDLINE, and Scopus 

databases. Observational studies reporting on the prevalence of antidepressant treatments in UK 

adults diagnosed with depression were sought. 

Results: Fifteen studies were included. The prevalence of antidepressants for depression treatment 

ranged from 30.8% to 95% and mainly concerned selective serotonin reuptake inhibitors (SSRIs) 

among classes of antidepressant drugs. Little information about depression severity as well as 

comorbid conditions was reported.  

Conclusion: High prevalence rates of antidepressant drug use highlight the widespread adoption of 

pharmacological interventions, while also raising concerns about compliance with NICE guidelines. 

Careful assessment of depressive illness severity and comorbidities is needed to ensure the delivery 

of adequate care to people with depression. 

 

Systematic review registration number (PROSPERO): CRD42023448152. 
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Introduction  

Depression is a common mental disorder and one of the leading causes of disability worldwide [1]. 

According to the World Health Organization (WHO), an estimated 5% of the global adult population 

suffers from a depressive disorder [2], and its prevalence may have increased in recent years [3]. In 

Europe, the overall prevalence of depressive disorders in the general population is 6.38%, while the 

rate in the United Kingdom (UK) reaches 10% [4]. 

The WHO International Classification of Diseases (ICD) distinguishes between mild, moderate, and 

severe forms of depression based on the number of depressive symptoms and their impact on 

functioning [5]. The more depressive symptoms a patient experiences, the higher the degree of 

severity [5]. Furthermore, the greater the impact of symptoms on an individual’s functioning in a 

variety of domains (e.g., personal, occupational, social), the more severe the depression [6]. When 

not enough symptoms required for a diagnosis of depression are present, but the individual still 

experiences some depressive symptoms, the term "subthreshold depression" can be used 

[5,7]. Subthreshold depression is a significant precursor of depression in the general population [8]. 

This is different from the diagnosis of dysthymia, which is considered a distinct kind of chronic 

depressive disorder and will not be considered here.  

A systematic review including studies between 2004 and 2020 showed that only one-third of adults 

from the general population (in 79 countries) suffering from depression, according to the ICD or the 

Diagnostic and Statistical Manual of Mental Disorders (DSM), were receiving any treatment [9]. The 

UK National Institute for Health and Care Excellence (NICE), in line with several other international 

guidelines such as the American Colleges of Physicians [10] and the American Psychological 

Association [11], has recently updated its guidance about treatment strategies for depression. NICE 

(2022) recommends an approach based on severity level to treat depression: psychotherapy and other 

self- or social interventions (e.g., group physical activity, self-help) for mild to subthreshold illness, 

and a combination of psychosocial interventions and pharmacotherapy for moderate to severe 

depression [12]. Such recommendations are based on evidence supporting the efficacy of 

antidepressants [13], which appears directly proportional to the severity of the depressive disorder 

[14,15]. Antidepressant medications should therefore only be used for moderate to severe depression 

according to NICE [12], but they seem to be widely prescribed to treat subthreshold and mild 

depression too [16,17]. Indeed, the prescription rate of antidepressants continues to increase 

worldwide [18,19]. Higher antidepressant prescription rates could be partly explained by the 
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corresponding increase in the incidence and morbidity of depressive disorders as well as their use for 

other conditions, including physical and mental health comorbidities [18. However, other data suggest 

that a large proportion of the population might be taking antidepressants in the absence of clear 

evidence-based indications [20]. In other words, the high prescription rates of antidepressants can 

suggest suboptimal adherence to NICE guidelines, which are widely accepted in the healthcare 

community [21]. However, there is a lack of up-to-date evidence to support this hypothesis. 

This study aims to address this knowledge gap by focussing on antidepressant prescriptions in the 

UK. The UK is a leading consumer of antidepressants [22,23], and NICE guidelines are tailored to 

the UK healthcare system, which should ensure a better alignment with practices and standards [12]. 

Unravelling trends in UK prescriptions of antidepressants can therefore contribute to understanding 

prescription patterns in other countries too, especially those where NICE guidance is followed. 

Objectives 

This systematic review aims to summarise evidence on the 12-month prevalence of antidepressant 

prescriptions among UK community-dwelling adults diagnosed with depression. We also aim to 

present data about antidepressant prescribing according to depression severity, in line with UK NICE 

guidance, with a view to identify shifting trends in antidepressant prescriptions and concordance with 

guidelines. 

The “PECO” (population, exposure, comparison, outcome) table is available in Supplementary 

Material, S1. 

Methods  

This systematic review followed the Preferred Reporting Items for Systematic Reviews and Meta-

Analyses Protocols [24]. The study protocol is registered in the database of the International 

Prospective Register of Systematic Reviews (PROSPERO) database, registration number 

CRD42023448152.  

Search strategy 

Exposures of interest included the prescription of any antidepressant licensed for use in the UK 

according to the British National Formulary (https://bnf.nice.org.uk/). This includes selective 

serotonin reuptake inhibitors (SSRIs), serotonin and norepinephrine reuptake inhibitors (SNRIs), 

https://bnf.nice.org.uk/
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tricyclic antidepressants (TCAs), monoamine oxidase inhibitors (MAOIs), and other antidepressants 

not classified elsewhere, independently of their class – full list in Supplementary Material, S2. 

One researcher (LF) developed the search strategy in collaboration with other medical and evidence-

synthesis specialists who are part of the research team. We used relevant keywords (e.g., 

“depression”, “antidepressant”, “prevalence”, “SSRI”) and a combination of controlled vocabulary 

of Medical Subject Headings (MeSH; e.g., “Antidepressive Agents”, “Drug Utilisation”) to search 

PubMed/MEDLINE, Scopus, and PsycINFO for relevant observational studies without any 

timeframe restriction. Duplicates were removed using Endnote v.20 software [25]. The full search 

strategy is available in Supplementary Material, S3.   

Inclusion and exclusion criteria 

Participants had to be community-dwelling adults (18+ years old) diagnosed with depression in the 

previous 12 months, which is the most widely used epidemiological indicator of depression in the 

general population. The diagnosis of depression had to be made according to the 10th or 11th version 

of the ICD criteria [5,6] or any other standardised classification system (e.g., DSM-IV). We excluded 

studies focusing on other mental health illnesses, including dysthymia, as a primary diagnosis. Studies 

had to use observational designs (e.g., cohort studies) and report the prevalence of antidepressant 

prescriptions. We excluded experimental designs, case-control, case-series, case-report studies, 

editorials, commentaries, lectures, and reviews. Studies had to be conducted in the UK. In the interests 

of consistency, we have decided to extend our inclusion criteria. We included all articles regardless 

of the publication date.  

Study selection and data extraction 

One researcher conducted the study selection and data extraction in its entirety, while two others 

shared equally and conducted in parallel the selection of studies and the extraction of data. 

Discrepancies were discussed and resolved by consensus with another researcher.  

Phase 1 involved the initial screening of titles and abstracts using Rayyan software (Ouzzani et al., 

2016) to verify relevance. Phase 2 included the eligibility check of the full-text articles that passed 

the initial screening phase against prespecified inclusion/exclusion criteria. Reasons for exclusion 

(e.g., no population of interest when the study did not involve people with depression) were recorded 

during this phase.  
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Following the above, the three researchers extracted data on (1) study identification (DOI, year of 

publication, first author, title, and keywords), (2) characteristics (study design, type of data, age/sex 

of the sample), and (3) exposures and outcomes (prevalence and type of antidepressants, diagnoses). 

 

Quality assessment 

Two reviewers evaluated the quality of the included studies using the Joanna Briggs Institute Critical 

Appraisal Tool (JBI): Checklist for Studies Reporting Prevalence Data [26]. This appraisal tool 

helped assess the methodological quality of a study and to determine the presence of bias in the 

design, conduction, and analysis of the included studies. The specific domains assessed vary 

depending on the type of study. For observational studies (i.e. the ones considered in this systematic 

review) the tools help to assess domains such as the selection of participants, the exposure and 

outcome measurement, and the statistical analysis. The details of the JBI tools used for this systematic 

review can be consulted in Supplementary Material, S4. 

 

Data synthesis and analysis 

We summarised data on the prevalence of antidepressant prescriptions among community-dwelling 

adults diagnosed with depression in the UK. We provided a qualitative summary of the data found by 

presenting a narrative summary using text and tables [27,28]. We did not pool data given that most 

of the included studies use the same UK administrative databases, therefore we cannot exclude the 

possibility of overlapping in collected data [29]. 

 

Results  

Search results 

Our search retrieved 3,832 articles on PubMed/MEDLINE, 1,806 on Scopus, and 1,366 on PsycInfo. 

After duplicate removal, the database search yielded 5,054 records. Following the application of 

inclusion/exclusion criteria, we obtained 98 articles for full-text review, and 15 studies could be 

included. The PRISMA diagram is displayed in Fig. 1.  
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Fig. 1 PRISMA flowchart 

 

 

Characteristics of the included studies 

The studies included in this systematic review reported data on antidepressant prescriptions from 

1986  to 2023. The sample sizes in the studies ranged from 604 to 5 million participants. Most of the 

studies included participants from various regions of the UK, except Tamblyn et al. [30], which 

included samples collected in several countries (i.e., UK, United States of America, Canada, and 

Taiwan – for the purpose of this systematic review, only the sample of participants from the UK was 

considered). Most studies (12) predominantly included women (from >50% to 69%), except for Siraj 

PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only 
 
Figure 1. PRISMA flowchart 
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et al. [31] which reported a majority of men (>60%). Table 1 summarises the characteristics of the 

included studies. The full list of references of the articles included in this systematic review is also 

separately available in Supplementary Material, S5. 

Several studies in this systematic review reported on the 12-month prevalence (6) or incidence/current 

diagnoses (7) of antidepressant prescriptions among people with depression. However, two studies  

do not provide sufficient information about the type of prevalence provided. As the aim of this 

systematic review is not to pool data, we have decided to include these studies. The concern of 

overlapping data was not an issue here as similar results within studies could be coherent. Some 

studies included participants with physical comorbidities such as obstructive pulmonary disease [31], 

inflammatory bowel disease [32], and obesity [33,34] or focus on a special group such as Dearman 

and al. [35]  (2006) who studied the management strategies in geriatric depression. 

All the studies included in this systematic review used administrative databases to define the 

prevalence of antidepressant prescriptions, except for one that used reports from clinicians and 

clinical audit staff using a bespoke data collection tool [36]. Twelve of the studies used “Read codes” 

to classify depression – these are clinical codes used in general practice (primary care) in the UK and 

are maintained by the UK National Health Service Centre for Coding and Classification. Three studies 

[34,37,38] used ICD-10 criteria to assess depression among participants. 

The available studies encompassed all antidepressants available in the UK market, except for 

Tamblyn et al. [30], which excluded MAOIs. Generally, all studies identified the common use of 

SSRIs as the primary choice for antidepressant therapy. Table 2 summarises the outcomes of the 

included studies. 

The quality assessment of all studies via JBI tool overall displayed no major concerns for most studies 

– details are reported in Supplementary Material, S5. 

 

Prevalence of antidepressant prescriptions 

Over the 15 studies, the prevalence of antidepressant prescriptions for treating depression ranged from 

30.7% [38] to 95% [39]. Overall, the prevalence of antidepressant prescriptions among participants 

with depression exceeded 60%, with exceptions noted in three studies [31,37, 38]. Weich et al. [38] 

presented the minimum criteria for evidence-based antidepressant treatment -therapeutic dose of an 
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antidepressant (BNF), for at least 4 weeks, and at a minimum frequency of four days per week on 

average- for depression in primary care, which may explain why the prevalence rate is lower in this 

study. Siraj et al. [31] reported a comparatively lower prevalence of only 51% of participants with 

depression receiving antidepressant prescriptions. Unlike other studies, this paper examined the 

prevalence of antidepressant prescriptions in the month following diagnosis. This article is also the 

only one to feature a majority of men (>60%). Yang et al. [37] reported that 43% of participants, who 

were over 50 years old and diagnosed with depression, received antidepressant therapy –  details of 

reported prevalence rates for each study are reported in Supplementary Material, S6. 

Morriss et al. [34] examined antidepressant prescription rates among overweight adults (BMI > 

25kg/m2) with depression, finding a prevalence of 66.3%, and reporting a correlation between 

antidepressant prescriptions, obesity, and all-cause mortality. The association between antidepressant 

prescriptions, mortality, and high body mass index (BMI) was also investigated in another study: 

Gafoor et al. [33] reported a prevalence of 87.6% of antidepressant prescriptions among participants 

with depression and revealed the recurrent coexistence of depression and a high BMI (>25kg/m2) 

within the sample. 

Assessment of depression and its severity 

In more than half of the included studies (eight out of fifteen), the severity of depression was not 

specified. Among the six studies that addressed severity, only one [36] reported antidepressant 

prescription prevalence according to severity, focusing on moderate and severe depression. Paton et 

al. [36] showed prescription prevalence rates of 91% among people with moderate depression and 

92% among those with severe depression. It also reported that a lack of changes in the Patient Health 

Questionnaire-9 (PHQ-9) scores (i.e., no improvement in the severity of the depression at different 

times with the same treatment strategy) corresponded to treatment changes, aligning with NICE 

guidelines, which recommends changing treatment strategy if no improvement is detected [40]. 

Trends of antidepressants prescription  

Trends in antidepressant prescriptions varied across studies. Kendrick et al. [41] explored 

antidepressant treatment trends and found a decrease in treatment rates for initial depressive episodes 

after the introduction of the 2009 NICE guidelines (date of inclusion of specific recommendations 

from NICE about antidepressant treatment according to depression severity). However, Moore et al. 

[39] reported an increasing average number of prescriptions per patient from 1993 (79.3) to 1999 
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(80%) and a decrease from 1999 to 2005 (74.3%). Similarly, John et al. [42] reported a rise in SSRI 

prescriptions over a decade, with 90% of participants with depression using antidepressants in a study 

covering the period from 2006 to 2017. In two independent studies, Coupland et al. [43] and Coupland 

et al. [44] reported a slightly lower prevalence of antidepressant prescriptions among participants 

with depression at 89% in 2011 [43] and (87.7%) in 2018 [44]. However, these studies had different 

sample characteristics: the 2011 study focused on participants over 65 years of age, while the 2018 

study included participants aged 24 to 64 years. Fig. 2 illustrates the trends in antidepressant 

prescriptions across the included studies.  

Fig. 2 Prevalence of antidepressant treatment during the years of included studies 
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Figure 2. Prevalence of antidepressant treatment during the years of included studies 
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Discussion  
 

This study aimed to evaluate the prevalence of antidepressant prescriptions among people suffering 

from depression and to compare them with NICE recommendations [12]. The results of this study 

show a high rate of antidepressant prescribing (7 out of 15 studies had a prescribing rate of more than 

70%), and mixed compliance with NICE guidelines.  

 

The prevalence rates of antidepressant treatment, which ranged from 30.8% [38] to 95% [36]  among 

individuals with depression in the UK, suggest a widespread adoption of pharmacological 

interventions. Compared to studies conducted in other countries [45, 46], our observed prevalence 

rates appear higher. A recently published study showed several differences across 19 European 

countries [45]: Austria had the highest prevalence of antidepressant prescriptions at 81.3%, while 

Estonia was the lowest at 13.5%. The UK, however, showed a rate of around 30% [45]. Another 

worldwide study assessing treatment coverage for depression found that among high-income 

countries, the Netherlands was the country with the highest treatment rate of people with depression 

at 33.3%, followed by Germany and Belgium at 31.6% and 29.5% respectively [46]. Differences 

across the reported rates may be due to several factors, including differing study methodologies. The 

study by Chen et al. [45] focuses on the presence of depressive symptoms according to self-report 

rather than on a diagnosis of depression based on a standardised classification or a general 

practitioner. Similarly, the study by Thornicroft et al. [46] was an epidemiological investigation using 

interviews conducted in the participant's home. In our systematic review, conversely, the majority of 

the included studies used an administrative database taking into account participants who had visited 

a primary care physician. This might explain higher prevalence rates due to routine recording of 

prescriptions. Additionally, this study explored the prevalence of the “minimum treatment required” 

(i.e., receiving either pharmacotherapy (⩾1 month of medication, plus ⩾4 visits to any type of 

medical doctor) or psychotherapy (⩾8 visits with any professional including religious or spiritual 

advisor, social worker, or counsellor) rather than the prescription of antidepressants [46]. To improve 

the robustness of future research, we recommend the use of standardized diagnostic criteria and 

consistent methodologies across studies to facilitate more accurate comparisons. Siraj et al. [31] 

reported that only 51% of participants suffering from physical disease and depression receive 

antidepressant prescriptions. This may raise concerns about potential disparities in treatment access 

for depression among patients suffering from comorbidities such as chronic obstructive pulmonary 

disease. The association between adverse outcomes (e.g., increased mortality rates, increased risk of 

weight gain) and antidepressant prescriptions [44,33] emphasises the need for a nuanced risk 
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assessment, which includes consideration of comorbidities and lifestyle factors before initiating an 

antidepressant treatment [46]. A closer examination of equitable distribution and tailored 

interventions to ensure that all individuals have equal access to antidepressant therapies are warranted 

[47]. 

Assessment of depression severity with respect to NICE guidelines 

The severity of depression was not specified in 8 out of 15 studies. Among the eight studies that 

addressed severity, only one [36] reported antidepressant prescription prevalence according to 

severity and showed similar prescription prevalence rates for moderate (91%) and severe (92%) 

depression. Our systematic review therefore displays a substantial lack of information reporting. 

Among the included studies, almost none specified whether the depression was mild, moderate, or 

severe. Without reports on the level of severity, it is not possible to confirm adherence to guidelines 

[12]. Raising awareness around this problem may encourage researchers to report and investigate the 

level of severity of depression in future studies. We recommend that future research include 

standardized measures of depression severity to ensure adherence to guidelines and facilitate 

appropriate resource allocation. This can include using validated scales such as the Hamilton 

Depression Rating Scale (HDRS) in relevant studies [48]. A more systematic consideration and 

reporting of the severity level of depression may facilitate the allocation of professional resources as 

stated in the guidelines. Understanding potential issues surrounding antidepressant prescriptions, such 

as overprescribing or underprescribing, and identifying the severity level is crucial for healthcare 

systems and policies. This is particularly relevant given the evidence of a direct relationship between 

the efficacy of antidepressants in moderate and severe depression [12]. 

Trends in antidepressant prescriptions and NICE guidelines  

Studies reporting high prevalence rates of antidepressant prescriptions among individuals suffering 

from depression are not unexpected given the structure of the UK mental health system. Thanks to 

community mental health teams, the management of mental disorders within the community is 

broader and routinely registered, compared to other countries, which helps comply with NICE 

guidelines [49,50]. The importance of NICE guidelines and evidence-based practices in the UK 

especially in real-world settings seems to be reinforced. Indeed, Tamblyn et al. [30] showed that 

SSRIs are the first choice to begin therapy [51]. Additionally, Kendrick et al. [41] observed a decrease 

in treatment rates observed for initial episodes after the introduction of the 2009 NICE guidelines. 
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However, the observed increase in prescriptions per patient over the years [42] prompts reflection on 

guidelines adherence and the need for structured care approaches [52]. 

Limitations 

Our study has several limitations. First, there is not limited time frame applied to the selection of 

articles. Nonetheless, the NICE guidelines have presented several updates that may have affected the 

prevalence of antidepressant prescriptions among people suffering from depression (i.e., October 

2009 publication of updated NICE guidelines for the management of depression in adults including 

specific recommendations regarding pharmacological treatment for subthreshold and mild 

depression). Additionally, prioritising more recent publications increases the likelihood of obtaining 

insights that accurately reflect current prescription patterns. Three studies [36,39,41] included some 

participants aged below 18 years old. However, we still included them because they did not 

exclusively focus on a paediatric population, and participants under 18 years of age were a very 

limited number (4 participants (0%) between 15 and 18 years old in Paton et al. [36]; <5% in Moore 

et al. [39]; 7,959 participants (7.9%) in Kendrick et al. [41]). In addition, it is important to bear in 

mind that most studies use administrative databases that take into account the opinion of the general 

practitioner. As a result, antidepressant prevalence rates are dependent on professional care and the 

probability of being prescribed antidepressants in consultation is higher than when data are collected 

in the general population. Finally, the use of administrative databases in the included articles makes 

it impossible to pool studies due to the risk of overlapping samples. Especially for studies of Yang et 

al. [37], Morriss et al. [34] and Gafoor et al. [33] for which it is important to take the results and their 

interpretation with caution. Nevertheless, the reports provide a clear picture of changes in the 

coverage of pharmacological treatments for people with depression.  

 

Conclusions  

While this study highlights a high prevalence of antidepressant prescriptions among individuals with 

depression in the UK and points to mixed compliance with NICE guidelines, it also underscores 

significant limitations due to variability in study methodologies and lack of severity reporting. Our 

findings underscore the importance of analysing treatment coverage prevalence based on depression 

severity as well as the need to promote personalised care, especially by considering factors such as 

the presence of physical health comorbidities. Because of poor recording of depression severity, 

adherence to the severity-based treatment approach recommended by NICE cannot be fully assessed. 
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To improve the quality and comparability of future research, we recommend the adoption of 

standardized diagnostic criteria and consistent methodologies, as well as the routine reporting of 

depression severity using validated scales. Addressing these limitations will enhance our 

understanding of treatment practices and ensure better adherence to guidelines, ultimately improving 

patient outcomes.
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