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in vitro sensitivity and after careful follow up of the patient.
Whilst awaiting the development of suitable animal models, future research

will need to focus on methods for distinguishing different strains of H. pylori so
that those which are pathogenic may be identified. This will be of major impor-
tance if the long recognized relationship between chronic gastritis and gastric
cancer is found to be related to H. pylori infection.
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Treatment of Depression in India

Depression is the commonest of the treatable psychiatric illnesses all over the
world. The prevalence of major depression has been found to be 3% to 5% in the
general population and the World Health Organization has estimated that 100
million individuals develop clinically recognizable depression every year. IThis
number is likely to increase because of increasing psycho-social stresses, pro-
longed survival with chronic and disabling illnesses and an increasing proportion
of the aged in the population. The notion that depression is an uncommon
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condition in underdeveloped countries such as India has now been dispelled by
recently published hospital statistics and the results of surveys in the general
population.!

Depression creates intense unhappiness and misery in the patient, causes
severe disruption within his immediate family and leads to an economic loss to
society. But the greatest danger of depression is suicide. Perhaps more than
half the reported cases of suicide are of depressives who were never treated and
it has been estimated that more than 15% of all depressives take their own lives.

Fortunately, depression is treatable and the treatment involves a judicious
combination of drugs, electroconvulsive therapy (ECf) and psychotherapy.'
Tricyclic antidepressants such as imipramine and amitryptiline have been the
mainstay of treatment for more than thirty years. These drugs ameliorate
depression in about 80% of all patients. However, there is often a delay of 2 to
3 weeks before the onset of their action, and uncomfortable side-effects occur
frequently. These factors lead to some patients prematurely discontinuing or
poorly complying with the treatment. A number of new antidepressant drugs
have been added during the last decade. Some of these, such as prothiaden,
mianserin, fluoxetine, amoxapine, amineptin and trazodone, have also been
marketed in India. Alprazolam, which is effective for mixed anxiety-depression
states, is also now available. Although there is no conclusive evidence that the
efficacy of these newer drugs is superior to their prototypes, they have fewer
cardiac and anticholinergic side-effects which makes them safer and better
tolerated. Some of them also have an earlier onset of action. However, their
high cost is a disadvantage in India.

Electroconvulsive therapy also remains an effective treatment for severe
depression.' The indications for ECf have decreased over the years, but it
remains the treatment of choice in cases of severe depression with a serious
attendant risk of suicide. When administered carefully, ECT is safe and painless.

A number of specialized psychotherapeutic procedures have also been
developed for the treatment of depression. The most notable among them is
cognitive therapy in which the depressed person's thoughts about himself and
his environment are systematically analysed and modified. This leads to
changes in his mood as well as behaviour. The efficacy of cognitive therapy,
even for moderately severe depression, has been systematically tested by
controlled trials and found to be comparable to drugs.! However, it takes several
years to train a psychotherapist and the therapy is extremely time consuming.

These recent advances in the treatment of depression are unlikely to have
any discernible impact on the overall situation in India. The majority of those
suffering from the disease simply do not get any treatment at all. There is also
a lack of awareness that depression is a treatable condition. Psychiatric services
are very scarce in India, with less than one psychiatrist for half a million of the
population. Most psychiatrists are concentrated in the metropolitan cities and
in vast areas of the country the nearest may be hundreds of kilometres away. In
addition, a social stigma is attached to treatment by a psychiatrist.

A large proportion of depressed patients who go to doctors', do so with somatic
or psychosomatic symptoms. It has been estimated that 20% to 25% of all
patients attending primary health care services have only psychological problems ,6
depression being one of the commonest. A recent study? from Calcutta using
simple questionnaires has demonstrated that about a quarter of patients attend-
ing primary health clinics could be identified as suffering from depression. How-
ever, most of these patients are not diagnosed and are often referred for com-
pletely unnecessary and expensive medical and surgical consultations. Even
when the depressive illness is identified at the primary care level, it is
normally treated with inappropriate drugs (such as benzodiazepines) or
inadequate doses of antidepressants. Referral to a psychiatrist is infrequent,
mostly because of uncertainty and hesitation on the part of the primary care
physician and reluctance on the part of the patient and the family.
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What can be done to improve the situation? The primary task is to enhance
the skills and confidence of primary care physicians to identify and treat
depressive disorders. It is essential that doctors should consider the diagnosis
of depression a possibility. In addition, brief questionnaires or checklists can
be used on high-risk groups such as patients with chronic and disabling physical
illnesses, malignancy, a history of suicidal attempts and those who attend the
clinics with multiple somatic symptoms without a physical ailment.

Most patients with depression can be managed by the primary care physician
using commonly available drugs and by giving simple advice to the patient and
his family. Antidepressant drugs must be taken in sufficient doses for a four-to-
six-week period. The patient needs to be told not to expect any improvement
till the third week of treatment and also to tolerate minor side-effects of the
drugs. The suicidal risk needs to be assessed and the family members made
aware of it. Exploring the stress factors experienced by the patient, imparting
simple advice about how to reduce them, attempting to increase his coping
capacity and providing adequate overall support go a long way towards
ameliorating mild and moderate reactive depression. Patients with severe
depression, a serious suicidal risk, recurrent episodes of depression and mania,
and treatment-resistant cases should be referred to a psychiatrist.

Under the National Mental Health Programme," accepted by the Government
of India, some efforts are already being made in training primary care physicians
to deal with common psychiatric illnesses, including depression. A manual is
also available. 9 In addition, the didactic and clinical training in psychiatry given
to medical undergraduates should be oriented towards the identification and
management of common and easily treatable psychiatric conditions such as
depression.
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