Awareness of Saudi population about causes, diagnosis. and management of
Depression

Abstract:

Depression is one of the most concerning psychological disorders of our
modern world..— Tthat problem with depression seems to be the high
incidence of the disease, especially among the young population
between 20-40 and females. Depression incidence has beenis increasing
in the last decades and is widespread in the-developed countries as it is
in the undeveloped ones.; Saudi Arabia is no exception.;- Tthe awareness
about the disease is not enough, some of the patients who have the
disease are not also aware of it, and even if they do, little they do to
combat it._The self-heal methods that is-tried-by-traditional healers try is
problematic; because it’s also based on supernatural non-scientific
beliefs which sometimes leads to further complications of the patient
case, on the other hand the population must be aware of the importance
of seeking the help of professional well trained doctors instead.
Conclusion: We need more awareness about the disease, and it’s
symptoms, and how to deal with probably and when to see a doctor,
depression iIs hazardousvery—dangereus because it can lead to some
serious social and health issues; and can cause death due to suicide
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Introduction:

A major medical disorder that affects a person's thoughts, feelings, mood, and
behaviour is krewn—as—mental illness. Depression, schizophrenia, bipolar
disorderease, obsessive- compulsive disorder, panic disorder, post-—traumatic



stress disorder, personality disorder, eating disorders, and addictive behaviors are
all symptoms related-with-of mental illness. [1]

Like many other diseases, level of awareness of the disease and it’s risks plays a
critical role in the outcome of the disease, unfortunately, depression seems to be
one of thiese disease that left unchecked by a large-rumber—ef population, in
Saudi Arabia is no- exception. As a -the-matter of fact, it seems to even more
problematic due to the wrong practices that sometimes is carried as treatment,
such as the local healers or depending on supernatural beliefs to combat the
disease, and even though these healers can sometimes have a positive impact, in
many cases they don’t, in the opposite actually, it leaves severerieus cases
unchecked, these cases require sometimes real medical and psychological
treatment by professional and leaving them or using unfairwreng treatment can
lead to adverse serious-complications.

Mental lliness can affect people of various ages, nationalities, cultures, faiths, and
socioeconomic backgrounds. It:s important noting that not every mental health
issue is classified as a mental disorder; some people have temporary mental
health issues. If the signs and symptoms persist and interfere with one's capacity
to function and relate to others, these problems are classified as mental illnesses.

[1]

| [Depression looks to be worldwide disease, in the opposite of many disease which
seems to have more prevalence in the undeveloped country, Depression doesn’t
distinguish between undeveloped of developed, in the matter of fact it seems to
have more prevalence in the developed country, and that can be because of the
increasing social isolation, due to modern life style, increase usage of social
network and internet which infect cause reduction of actual world social
’ connection which lead to more chances of depression.]

Covid-19effects also contributed to the increasing of depression incidence, due to
lack of social contact and social distancing measurements.

| Saudi Arabia does not differs from the rest of the world when it comes to the
depression incidence. It seems to be affecting more of the group aged between
20-40 more than others, also women seems to be more prone to depression than
men. The problem when it comes to Saudi Arabia and many in the Gulf region
| countries, is the level of awareness of the disease and-whatare the symptoms



and when need to see professional help, all of that we going to discuss in our
review.

Demographics and Prevalence Worldwide:

According to the World Health Organization, depression would be the second
leading cause of disability--adjusted life years lost by 2020. Depression is a mental
disorder characterized by a chronic low mood and a sense of hopelessness; and
as-welas-a number of risk factors. Its prevalence in primary care ranges between
15.3-22 percent, with a global prevalence of up to 13 percent and a Saudi-Arabian
prevalence of 17-46 percent Saudi Arabian prevalence. [2]

The prevalence of depression in primary care settings varies by subtype, with
major depression accounting for 4.8-8.6%, dysthymia for 2.1-3.7 percent, and
moderate depression accounting for 8.4-9.7%. For patients seen in primary care,
the cumulative prevalence of all kinds of depression is between 15.3-22 percent.
According to the World Health Organization's 2001 Health Report, over 15% of
people with severerieds depression have a lifetime risk of suicide. [3,4,5,6]
Although recent estimates put the figure as low as 4%. In the United States,
depression prevalence has been estimated to be around 9% in the general
population and 5-13 percent among adult primary care patients [3,7,8,9].

According to the World Health Organization (WHO), one in every four persons —
or around 25% of the global population — suffers from mental disease in both the
industrialized and developing nations. The mMental disease accounts for over
25% of all disabilities in large industrialized nations such as the United States,
Canada, and Western Europe. According to the World Health Organization, it is
also the biggest cause of disability worldwide. [1,10,11,12]

The overall prevalence recorded in Europe is 8.5 percent, with women accounting
for roughly 10% and men for 6.6 percent [3,13]. In the recent decade, the global
prevalence of depression has been shown to be rising [3,14]. Depression and
anxiety disorders affect 10-44 percent of people in underdeveloped nations, and
less than 35 percent of those who are depressed obtain medical treatment [3,15].
Pakistan has a 34 percent overall prevalence [16,17]. The prevalence rate in Qatar
is 27.8% [3,18].



Depression is a global problem that affects 264 million people, according to the
World Health Organization. However, only 76 perecent-to 85 percent of depressive
patients are aware of the condition and its potential therapies, while others
refuse to seek medical help for the disease's cure. Furthermore, girls are more
susceptible to developing this condition than males. [19]

Prevalence in Saudi Population:

Aln-a study looked up at the presented depression cases among patients from 20
to 40 years old : The majority efthem—(76.6 percent) were women. The
prevalence of depression was 74 percent, with mild depression accounting for
37.8%, moderate for 20.8 percent, and moderately severe to severe depression
accounting for 15.4 percent. Patients who were married had a lower risk of
depression. Patients who said they did no-t have any social support were more
likely to be depressed than those who did. Patients having a troubled marriage
had a nearly four-fold increased risk of depression compared to those who did not
have a troubled marriage. CWhen—compared to individuals who did not have
financial concerns, patients with financial troubles had nearly twice the risk of
getting depression. [20]

Despite multiple studies showing the value of early detection and cost savings of
up to 80%, primary care physicians continue to miss 30-50 percent of depressive
patients in their clinics. [3]

Serval studies that looked into the prevalence among university students show
that females are more prone to be having depression as opposed to males. [21]
The male-to-female ratio was used in two studies to describe each severity level.
Mild-20.5 percent against 15.9 percent, moderate-11 percent vs. 7.9 percent, and
severe-2.7 percent vs. 3.2 percent were found in one study. [22] While mild-24.7
percent vs. 21.2 percent, moderate-21.1 percent vs. 13.9 percent, and severe-
18.6 percent vs. 16.4 percent were found in another. [23]

Living alone has been identified as a risk factor. When compared to married
students, single students reported higher rates of depression (29.65 percent vs
10.5 percent ). AFhere-is—additional evidence shows that married women have
higher depression rates than single students (28.6% vs. 13.7%). Non-Saudi
nationality has also been linked to a higher risk of depression. [21]



In 1995, it was estimated that 30-46 percent of primary care patients had a
psychiatric illness. Depression and anxiety disorders affected roughly 18% of
persons in central Saudi Arabia in 2002. In a systematic study on depression
published in 2010, an overall prevalence of 41% was found-. El Rufaie et al. found
a 17 percent depression prevalence among Dammam locals. In Asir, Al Qahtani et
al found a 27 percent prevalence of depression in 2008-. In the south-eastern
region, Abdul Wahid et al. estimated an overall prevalence of depression nearing
12% in 2011, with 6% of severe cases. Becker et al. discovered a 20% prevalence
of depression in primary care settings in Riyadh. [3,24,25,26,27,28,29,30]

Those who had stressful experiences were considerably more likely to develop
depression than those who had not. Patients having a family history of depression
had a significantly higher risk of depression than those without such a history. In
addition, patients who reported sleep difficulties were roughly twice as likely to
be depressed as those who did not. [20]

Awareness about the disease in Saudi Arabia:

In a study done in Al-Jouf: Males made up 56.2 percent of the total 425
participants. Social media was the most widely reported source of information
about depression in the Al-jouf area (58.6 percent ). Furthermore, 16.7% of the
patients had previously been diagnosed with depression. Only 26.4 percent of the
participants correctly answered 75 percent of the awareness questions. The
majority of the subjects (96.2%) were aware of at least one depressive symptom.
[19]

Almost 62.4 percent of participants were aware that females are more vulnerable
to depression, 75.3 percent agreed that it couldan affect children and young
people, and 76.5 percent believed that a person whe—is—confronted with
unpleasant events is more vulnerable to depression. The stigma of psychiatric
disease was the most generally mentioned barrier preventing depressed patients
from getting care (37.4 percent ). [19]

Some patients in Saudi Arabia consider self-treatment as—a—way-to help or even
improve their depression symptoms without seeking professional care.
Traditional healers, who lack specific training or certification, are frequently
sought out by these patients. To cure patients' ailments, traditional healers
frequently employ some understanding of herbal medicine and acupuncture.



OFraditional—healers—knowledge—on the other hand, traditional healers’

knowledge is based on their own experiences rather than any formal training in
these tools. As a result, in many nations, traditional healers are viewed as
nonprofessionals. [31]

Although the general public is optimistic pesitive—about the origins and
treatments of BP, supernatural beliefs remain prevalent, emphasizsing the
importance of faith healers. Faith healers should be trained in the detection and
treatment of mental illnesses, according to our findings. If necessary, t¥hey can
then send patients to mental health specialists-inecessary, avoiding any further
delays in seeking help and receiving appropriate treatment. [32]

Etiology and Pathophysiology:

Multiple underlying reasons and mechanisms, including genetic, psychological,
and environmental factors, may be implicated in the development of depression.

CWHhen-compared to someone who does not have a family history of depression,
having a first-degree relative who is depressed increases the risk of depression by
up to three times. A—According to reports, hereditary factors play—a—bigger
influence in the varieties of depression that have a late start of symptoms. [19]

According to some studies, gGenetic variables may play a less role in late-onset
depression than in early-onset depression,—accerding-te-seme-studies. There are
biological risk factors for depression in the elderly that have been found. Higher
rates of depression have been linked to neurodegenerative diseases (particularly
Alzheimer's and Parkinson's disease), stroke, multiple sclerosis, seizure disorders,
cancer, macular degeneration, and chronic pain. Life events and difficulties act as
catalysts for the onset of depression. Traumatic occurrences such as the death or
loss of a loved one, a lack of or diminished social support, caregiver stress,
financial issues, interpersonal challenges, and conflicts are all examples of
traumatic events. [33]

Clinical and preclinical studies point to a disruption in serotonin (5-HT) function in
the central nervous system as a key cause. Norepinephrine (NE), dopamine (DA),
glutamate, and brain-derived neurotrophic factor are among the other
neurotransmitters implicated (BDNF). [33]



The therapeutic efficacy of selective serotonin reuptake inhibitors suggests that
CNS 5-HT activity plays a role in the pathogenesis of major depressive disorder
(SSRIs). In addition to increased neurotransmitter availability, the data suggest a
function for neural receptor modulation, intracellular signalting, and gene
expression throughout time. [33]

Symptoms:

Depression is a significant health disease marked by a persistently melancholy
mood, unhappiness, and a loss of interest in life. Depression is also known as
major depressive disorder (MDD) or clinical depression, and it is diagnosed when
individuals have depressive symptoms for at least two weeks. [19]

Depression Types:

The Diagnostic Statistical Manual of Mental Disorders, Fifth Edition, published by
the American Psychiatric Association, divides depression into five categories:
disruptive mood dysregulation depression, major depressive disorders, persistent
depressive disorders, premenstrual dysphoric disorder, and depressive disorder
due to other medical conditions. [19]

Diagnosis:

The diagnosis of severerious depression is based on clinical evidence. Lit—is
determined-ike with other psychiatric diseases, it is determined after a thorough
clinical interview and mental status examination. According to research, such an
interview has sensitivity and specificity comparable to numerous radiologic and
laboratory tests routinely used in medicine. The diagnostic method that is
commonly regarded as the standard mentioned here: [35]

The following five (or more) symptoms occurred during the same two2--week
period and represented a different function from the previous; at least one of the
symptoms was (1) low mood or (2) loss of interest or pleasure.

1. Depressed mood almost every day for most of the day, as indicated by
subjective reports (for example, feeling sad or empty) or observations by others



(for example, looking tearful). Note: In children and adolescents, emotions can be
irritable.

2. The interest or pleasure in all or almost all activities is significantly reduced for
most of the day

3. Significant weight gain or loss when not dieting

4. Insomnia

5. Almost every day, there is agitation or psychomotor retardation
6. | feel fatigued or lose energy almost every day.

7. Feeling worthless or excessive or inappropriate guilt (perhaps delusion) almost
every day (not just self-blaming or being blamed for being sick).

8. Decreased or indecisive ability to think or concentrate almost every day.

9. Repeated thoughts of death (not just fear of death), repeated suicidal thoughts
’ without a specific plan, erattempted suicide, or had a specific suicide plan. [35]

Treatment:

Nin—thelastten—years;—ine new antidepressants have been approved in the

United States (fluoxetine, sertraline, paroxitiene, bupropion, venlafaxine,
fluvoxamine, nefazodone, mirtazapine, and citalopram). In comparison to earlier
medications, these treatments have a more benign side effect profile, a simpler
dosing strategy, improved patient adherence, and a lower risk of death in
| overdose scenarios. As a result, they were soon adopted in medical settings, and

several of them are now among the most widely prescribed medications in the
| world. OFhesernewertreatments,—on the other hand, these newer treatments
continue to show the same delay in complete therapeutic activity (weeks or
more) as older drugs, lack a clear relationship between serum drug level and
therapeutic response, and several pose considerable drug-drug interactions
hazards. [35]

Pharmacological Treatment Classes that are used in Depression treatment:

1. Selective serotonin reuptake inhibitors (SSRIs)
2. Serotonin/norepinephrine reuptake inhibitors (SNRIs)
3. Atypical antidepressants



4. Serotonin-Dopamine Activity Modulators (SDAMs)
5. Tricyclic antidepressants (TCAs)
6. Monoamine oxidase inhibitors (MAOIs) [34]

Non-Pharmacological Treatment for depression includes:
Psychotherapy:

- CBT (cognitive-behavioral therapy) is a type of psychotherapy
- Interpersonal Interpersonal counsetling

Electroconvulsive Therapy (ECT) for:

- Suicide attempts in a short period-eftime

- Depression that is severe during pregnancy
- Refusal to consume food or drink

- Catatonia

- Psychosis with a high level of severity

TMS stands for Transcranial Magnetic Stimulation (TMS):

- FDA-approved for treatment-resistant/refractory depression in patients
who have failed at least one drug trial

Vagus Nerve Stimulation (VNS)

- For individuals who have failed at least four drug trials, FDA-approved as a
long-term supplementary treatment for treatment-resistant depression.
[36]

Conclusion:

We need more awareness about the disease and it’s symptoms and how to deal
with probably and when to see a doctor, depression is very dangerous because it
can lead to some serious social and health issues, and can cause death due to
suicide. Health education campaigns is highly important to increase the public
information about this triggered health problem. More and large-—scale
Knowledge, attitude and practice (KAP) studies are needed to investigate the level
of knowledge of the general Saudi population about this public health problem.
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