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Depressive disorders are common and disabling, and a substantial treatment gap exists particularly in low-resource settings. Family doctors are well-placed to bridge this gap but often lack the confidence, knowledge and skill to do so. The World Organization of Family Doctors (WONCA) and its collaborators designed the MDD Minds project to improve care for major depressive disorders delivered by family doctors in Africa/Middle East (Kenya, Nigeria, and Saudi Arabia), Asia (Indonesia, Japan, and Sri Lanka) and Latin America (Brazil, Mexico, and Peru). The MDD Minds organizational structure included a steering committee, a design and measurement team and a group of master faculty composed of primary mental health care experts from participating countries. Project delivery was in three phases: MDD Minds 101, an online programme with seven modules; Train-the-Trainer, a group-based approach combining online and real-time elements and leading to delivery of in-country educational activities; and Performance- in-Practice, focused on enhanced depression screening for patients with diabetes. Recruitment was conducted by WONCA in collaboration with national primary care organizations. Project delivery began in October 2023 and was completed in December 2024. Enrollment and completion rates were tracked: 2,892 family doctors enrolled in MDD Minds 101; 581 (20%) completed the course. In Train-the-Trainer 210 scholars enrolled; 126 (60%) completed the program, delivering 143 educational sessions to 1,697 other healthcare professionals in their respective regions. Nine primary care teams in Brazil, Kenya, Japan and Nigeria participated in the Performance-in-Practice program; among 1,592 diabetes patients screened, 26.6% were diagnosed with depression and promptly managed. Strategic alignment between partnering organizations, in combination with world-wide expertise in mental health, ensured effective participation. Language and cultural adaptation were important to serving the diverse range of learners, as was ease of access to online platforms and enhanced use of social media. Our online course completion rate exceeded our expectations. The MDD Minds project demonstrates WONCA’s ability to deliver high-quality educational programming at scale, as well as the benefits of localized frameworks that support family doctors, primary care teams, and patients in improving the care of those with major depressive disorder. It offers a replicable and sustainable approach to enhancing mental healthcare in diverse primary care settings.
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Introduction

Mental health is a fundamental pillar of global health, yet depressive disorders remain prevalent and disabling conditions. In 2019, 275 million cases of major depressive disorder were diagnosed across the globe, an increase of over 100 million from 1990. The highest rate of increase is in low-resource settings (1), where the burden of illness is greatest for women (2). In 2021 depressive disorders accounted for 56 million years lost to disability, 36.5% more than in 2010 (3).

The consequent decrease in productivity takes a financial toll, with the global cost estimated at $1 trillion annually. In high-income countries, about half of people suffering from depression are not diagnosed or treated appropriately, and the percentage increases to between 80% and 90% in low-income countries (4).

Most patients with mental health problems report first to their family doctors. The integration of mental health into primary care, especially into family medicine, is recognized as a priority by international agencies (5, 6). Optimal mental health outcomes are achieved through integration of mental health services into the general framework of existing primary health care (7). This strategy has the potential to reduce stigma, protect patients’ rights, improve social integration, reduce chronicity, improve human resource capacity for mental health and ultimately, access to effective mental health care (8).

The need to train family doctors to acquire current evidence-based knowledge, skills and practices of mental health care at the primary care level is urgent. This training supports family doctors so they can deliver non-stigmatizing mental care and help reduce the treatment gap. Clear evidence and practical guidance are available to empower family doctors with the skills necessary to diagnose and treat major depression (9).

It is imperative to translate this robust evidence base into practice through context- sensitive interventions. When primary care providers such as family doctors are enabled through training, they effectively deliver mental health care, including application of appropriate psychotherapy (10, 11).

Delivery of effective care for patients with major depressive disorders (MDD) also requires systems empowerment for family doctors. Family doctors not only need to develop their own knowledge and skills in the diagnosis and management of major depression, they also need to be empowered to work as part of a team with local communities and families, and to advocate for practice transformation and integrated care (12).

Interaction and discussions are necessary to improve communication skills related to mental health issues. The constraints imposed by the COVID-19 pandemic and the needs of a wide geographical spread of participants have led to an increased emphasis on online learning. When these include a combination of live sessions with faculty, online presentations and webinars, with access to reading materials and videos, they are valuable formats for successful educational delivery (13, 14).

Despite numerous local training initiatives, no previous training has globally addressed MDD training across diverse cultural contexts using a standardized yet adaptable curriculum at this scale.

In this paper we describe the context for the MDD Minds project, explain its content and structure, provide an overview of results, and consider the implications for best practice for international educational interventions in primary care mental health.

Specific objectives of the project were to increase family doctor competence to:


	•Diagnose MDD in context of cultural variations in presentation;

	•Educate patients in health promotion and lifestyle change;

	•Employ shared decision-making;

	•Select appropriate pharmacologic and non-pharmacologic therapy, including group interventions;

	•Manage co-morbidities of MDD, including cardio-vascular disease and diabetes;

	•Develop team approaches, including family and community support;

	•Communicate with specialists in making referrals;

	•Follow-up with patients to reevaluate care; and

	•Train other primary care practitioners in diagnosis and management of MDD.






Context

The WONCA MDD Minds project was delivered in nine countries across Africa/Middle East, Asia- Pacific, and Latin America: Brazil, Indonesia, Japan, Kenya Nigeria, Mexico, Peru, Saudi Arabia, and Sri Lanka (see Figure 1). These countries were selected for their geographic diversity, varied economies, practice settings, and their leadership in family medicine.
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FIGURE 1
Map of participating countries, by region.


In Africa, despite the high prevalence of mental disorders the mental health gap remains enormous, up to 85% in some countries (15). Across the continent, typically less than 1% of the health budget is spent on mental health (16), and most of this limited resource is expended on tertiary mental health institutions whose services are inaccessible to the majority of patients with mental health problems. The health systems in Africa are still burdened with large volumes of communicable diseases including Malaria, HIV/AIDS and the COVID-19 pandemic, and these compete better than mental health problems for the meager resource available for health care. Importantly, the stigma associated with mental conditions is extremely high and constitutes a major impediment to seeking care.

In the Asia-Pacific region, a needs assessment survey of more than 300 WONCA members demonstrated a high need for education related to mental health issues. Interviews with family doctors in that study concluded that improving communication skills was a priority: communicating with patients requires specific skills to set expectations, explain disease processes and recommend therapy. Additionally, a need for skills in communicating with specialists to gain trust and respect from the specialists was expressed by many family doctors (17). During 2018 and 2019, WONCA delivered three train-the-trainer programs for family doctors in the Asia-Pacific Region in the assessment and management of depression and anxiety in primary care. This led to a training cascade with primary care educational events hosted in participating doctors’ home countries, including China, Japan (14), Nepal (18), and Vietnam.

In Latin America, despite the existence of specialized and specific training in family and community medicine, many curricula do not include training on communication skills and psychosocial interventions. In Brazil only 22% of patients with depression received treatment, usually pharmacological interventions (19, 20), and low levels of competence were identified during training with the WHO mhGAP Intervention Guide (21). During 2022 Mosaica Solutions, with WONCA and in-country champions, undertook an extensive needs assessment on issues related to mental health care provided by family doctors. The assessment, completed in Brazil, Chile, Colombia, Mexico and Peru provided clinical and gap data to support training for family and primary care physicians, as well as an educational construct to support learning.



Key project elements

Major depressive disorders Minds is a three-phase educational project for family doctors in the diagnosis and treatment of major depressive disorders (MDD) in primary healthcare settings. The first phase is a set of online modules - MDD Minds 101 - followed by a Train-the-Trainer phase and a Performance in Practice component.

Members of the WONCA Working Party for Mental Health undertook preparatory work during 2020 and 2021 in setting the parameters for the MDD Minds program including three expert panel meetings for Asia, Latin America and Africa/Middle East. Project delivery began in October 2023 and was completed in December 2024.


Project content and structure

Guided by senior members of the WONCA Working Party for Mental Health, the MDD Minds curriculum was developed during 2023 by the Master Faculty of mental health experts from 12 countries across Latin America, Europe, Africa, the Middle East, and Asia. The curriculum was tailored to the specific needs and cultural contexts of each region and country, enhancing both relevance and applicability.

MDD Minds 101 is a series of seven fully accessible online modules covering the following topics:


	1.Introduction and the burden of depression

	2.Starting treatment

	3.Non-drug interventions

	4.Pharmacotherapy

	5.Managing co-morbidities

	6.Follow-up and referral

	7.Self-care and wellness




The modules were designed to provide learners with clinical information and practice tools to enhance their care of patients with MDD (22). The case-based content was developed by Mosaica Solutions building on curriculum developed in the Asia-Pacific Train-the-Trainer project (referenced above), with review by WONCA experts and oversight by the Steering Committee. The modules were presented in video format, each averaging 15–20 min, with resources for further learning provided to augment the sessions. Post-session reflection questions were asked as learners moved through the modules and each module included a quick review of the previous session. The modules were presented in English. Japanese, Portuguese, and Spanish versions were subsequently developed with the assistance of local faculty. Those completing the MDD Minds 101 curriculum received a bonus module that included resources from the World Health Organization (WHO). Expected participation for MDD Minds 101 was 750 family doctors (250 from each region).

Family doctors from the nine participating countries were recruited via email, web notices, social media (including WhatsApp) and organizational invitations. The following national WONCA membership organizations assisted with the recruitment process:


	•Brazil: Sociedade Brasileira de Medicina de Família e Comunidade (SBMFC)

	•Indonesia: Indonesian Association of Family Physicians

	•Japan: Japan Primary Care Association

	•Kenya: Kenya Association of Family Physicians

	•Mexico: Federación Mexicana de Especialistas y Residentes en Medicina Familiar

	•Nigeria: Society of Family Physicians of Nigeria

	•Peru: Sociedad Peruana de Medicina Familiar y Comunitaria

	•Saudi Arabia: Saudi Society of Family and Community Medicine

	•Sri Lanka: College of General Practitioners of Sri Lanka




The World Organization of Family Doctors and the Master faculty remained in contact with learners throughout the engagement to support completion and next steps. Enrollees in in the 101 program were recruited through their WONCA Member country organizations. Once enrolled, learners were encouraged to complete the 101 programme via email reminders from WONCA and master faculty members. Participants in the Train the Trainer program were recruited from MDD Minds 101 completers as well as through personal recommendations from faculty and physician leaders.

The Train the Trainer and Performance in Practice faculty were provided with curriculum resources and encouraged to adapt these tools based on local practice norms and country localization therefore we did not require fidelity to the provided curriculum.

Scholars who completed MDD Minds 101 were eligible to enter the Train-the-Trainer (TtT) component of the program. The TtT course, led by local Master Faculty, combined online content with real-time sessions with other scholars.

The course reinforced the content areas from MDD Minds 101, adding application in practice and skill-building. There were additional modules on motivational interviewing, communication skills and presentation training. The TtT course used Trello (a visual project management and collaborative tool), Zoom and WhatsApp for engagement. Master Faculty members were encouraged to add and translate content as needed. For example, the Saudi group enhanced patient interviews through the implementation of the AlKhathami Five-Step approach (23). Scholars participated in four sessions with Master Faculty and their cohort colleagues. These included one “Scholars” Choice’ session designed to meet expressed localized needs. Each scholar was required to deliver at least one local training session to disseminate knowledge. Expected participation for the TtT component was 150 family doctors (50 per region).

For the Performance-in-Practice (PiP) component Master Faculty aimed to recruit two practices from one country in each of the three regions. The focus was on implementing a systematic approach for depression screening amongst adult patients with diabetes, a long-term disease commonly diagnosed across primary care internationally and associated with increased risk for depression (24). Practices were invited to evaluate the patient’s record for a previous diagnosis of depression; and then implement a screening process aligned with the practice needs (25, 26).

The PiP project included a two-cycle improvement process with baseline measurement and final process cycles. Coaching by the Master Faculty and education on elements of performance and quality improvement (QI) were provided through four virtual calls scheduled to align with the data collection and reflection process. Learners were encouraged to interact using the Trello platform that housed the native language videos, resources and localized content including practice data. The 12-week project was designed into four phases. The practices completed “swim lane” analysis and Plan-Do- Study-Act planning prior to beginning their improvement cycles (27). Practices received a participation stipend to support the time commitment to the QI project. Both TtT and PiP were completed in December 2024.

The overall structure of the MDD Minds project is summarized in Figure 2:
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FIGURE 2
Structure of MDD minds projecture 3.


Each phase of the project included a comprehensive evaluation component. The Design and Measurement group used a variety of evaluation tools, including pre-assessment questionnaires, pre-post testing, and a series of surveys to measure the results and outcomes for the individual phases, as well as the overall project. Evaluation of the TtT phase included each scholar’s overall experience, community meeting feedback and the content and experiences of the community learners. Additionally, the Master Faculty completed an evaluation of their involvement in the overall project.
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Project management

The project benefited from a multi-level management structure, with implementation led by three working teams in addition to the internal project management coordinated by WONCA staff.


	•The Steering Committee, which met monthly throughout the life of the project, was responsible for project oversight, support of the WONCA staff, input on the curriculum and content, and communications with the Master Faculty and participants.

	•The Design and Measurement group, led by Mosaica Solutions, was responsible for the overall content design, development and outcomes strategies for the project, including guiding the phasing, clinical modifications, recruitment and communications; designing the dissemination plan; and analyzing the outcomes data.

	•The Master Faculty, including representatives of each of the nine participating countries, played an integral role in the MDD Minds project. They served as content developers, translators/interpreters, teachers, coaches and advocates. Their engagement was crucial to the project’s success. Through the evaluation process they shared their successes and challenges as well as the impact this project had on their own practices. Four Master Faculty members (from Brazil, Japan, Kenya and Nigeria) both facilitated the TtT program and served as coaches for PiP.




Prior to the launch of each phase of the MDD Minds project a series of training sessions for the Master Faculty was held, ensuring they had a full understanding of the materials and implementation plans, and the opportunity to engage in conversations with each other. Master Faculty members were encouraged to localize content to meet the needs of the family doctors in their region. Support for the Master Faculty was also provided by Mosaica Solutions for the TtT and PiP components, with participation in the zoom sessions and one-on-one guidance as needed.




Discussion


Summary of results

We begin this section with a brief summary of the results of the MDD Minds project. These will be described and discussed in greater detail in subsequent publications.

MDD Minds 101: A total of 2,892 learners enrolled, with 581 participants (20% completion rate). The curriculum significantly increased participant confidence in managing depression. A total of 566 participants completed both pre- and post-training assessments. Confidence in managing depression increased from 2.97 to 4.11 on a five-point Likert scale. This improvement was statistically significant (p < 0.001), with a large effect size (Cohen’ d = 1.17), indicating a substantial gain in participant confidence following the training.”

Train-the-Trainer: A total of 226 scholars in nine countries enrolled in our advanced program with at least 126 (56%) completing the program. These scholars demonstrated remarkable commitment by delivering 142 educational sessions to 1,697 additional healthcare professionals in their communities.

Performance-in-Practice: Nine practice teams across Brazil, Japan, Kenya, and Nigeria implemented systematic depression screening for patients with diabetes in their practices. Through this quality improvement initiative 1,592 diabetic patients were screened with 423 (26.6%) identified as having depression.

The MDD Minds Project met all the objectives set out in our proposal, addressing critical gaps in depression care. Participating clinicians reported substantial improvements in their ability to:


	•Diagnose MDD in culturally diverse contexts

	•Educate patients on health promotion and lifestyle changes

	•Apply shared decision-making principles

	•Select appropriate pharmacological and non-pharmacological treatments

	•Manage co-morbidities

	•Develop team approaches to care

	•Communicate effectively with specialists

	•Implement activities to drive practice change, and

	•Follow up with patients to review healthcare needs.




Importantly, the project also highlighted the need for healthcare provider self- care. This valuable outcome has strengthened resilience among participating clinicians, enabling them to better serve their patients while maintaining their own wellbeing.



Recommendations for best practice

Best practices were identified by reviewing evaluations from the master faculty and subsequent review by the MDD Minds Steering Committee.

Language and cultural adaptation are necessary to serve the needs of a wide range of learners. Translating the educational material from English into Portuguese, Spanish, and Japanese was fundamental, while having further languages available may have increased engagement and completion. Cultural personalization is critical since mental health problems are addressed and managed differently across the globe: what is managed by family doctors in one country may be the purview of only psychiatrists in another country. Understanding these cultural and structural nuances is key to implementing a curriculum that improves care and patient health outcomes.

The support and engagement of in-country organizations was key to the recruitment process, providing another voice and invitation to local family doctors. In addition, we found the use of social media including WhatsApp to be both practical and cost-efficient in facilitating effective communication among the participants and Master Faculty.

Adequate time should be allowed for the development of educational content and material especially when local language adaptations are involved. Time should also be factored in for field testing to ensure accuracy and easy navigation of the chosen online platform.

Our completion rate of 20% for the MDD Minds 101 online module was higher than anticipated. The percentage rate for completion of online courses is usually between 5% and 15%, while for Massive Open Online Courses (MOOCs) it is only 5%–8% (28). The completion rate for the train-the-trainer program was in line with similar activities in primary care in Latin America (29). We recommend our practice of designing brief (15–20 min) online modules, to encourage learners to stay engaged. It is also important to ensure minimal delay between registration and course participation, as we have received feedback that technical delays in enrollment confirmation can serve as barriers to completion rates.

Tracking data on responses and results for each phase and from all participants is most effective when data collection methods are confirmed before the start of the initiative. Prior agreement on the use of a single data- collection platform is also recommended.

Flexibility is needed when selecting the most appropriate in-country leader. Physicians are busy, schedules change, life happens; it may be necessary to identify additional in- country experts to take leadership roles after the project begins. This reflects a common reality in the field. However, it is important to balance flexibility and task-sharing with continued efforts to center and empower primary care physicians in leadership roles.




Conclusion

The MDD Minds project demonstrates the capacity of WONCA and its partners to deliver high-quality educational programming at scale, work in partnership with other international organizations, while meeting defined objectives and producing meaningful outcomes. It also highlights the benefits of localized frameworks that support family doctors and primary care teams in improving the care of patients with major depressive disorders.

The project has equipped family doctors with essential knowledge and skills to address depression, a leading cause of global disability. Most importantly, their patients have benefited from improved recognition, understanding, and treatment of their condition, with positive impacts on their mental health and wellbeing.

The potential to package MDD Minds and spread its usage is significant. The curriculum, tools and resources can be made available to other countries, with a framework for recruitment, master faculty engagement, content translation (as needed), technology recommendations, and communications provided to champions in selected locations or organizations. Considering the multimorbidity of depression with other non- communicable diseases, the MDD Minds framework may also serve as a useful template to design projects targeting other important clinical and public health topics.

As depression continues to affect hundreds of millions globally, the WONCA MDD Minds project provides a scalable and sustainable model which is adaptable to address other mental health issues or other public health priorities.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

Ethical review and approval was not required for this study on human participants in accordance with the local legislation and institutional requirements. The studies were conducted in accordance with the local legislation and institutional requirements. Written informed consent for participation was not required from the participants or the participants’ legal guardians/next of kin in accordance with the national legislation and institutional requirements because written informed consent from the patients was not required to participate in this study in accordance with the national legislation and the institutional requirements.



Author contributions

CD: Writing – original draft, Writing – review & editing. MA: Writing – original draft, Writing – review & editing. AA: Writing – original draft, Writing – review & editing. DA: Writing – original draft, Writing – review & editing. AJA: Writing – original draft, Writing – review & editing. RK: Writing – original draft, Writing – review & editing. CLa: Writing – original draft, Writing – review & editing. CLi: Writing – original draft, Writing – review & editing. JM: Writing – original draft, Writing – review & editing. SRa: Writing – original draft, Writing – review & editing. SRo: Writing – original draft, Writing – review & editing. AT: Writing – original draft, Writing – review & editing. AV: Writing – original draft, Writing – review & editing.



Funding

The author(s) declare financial support was received for the research and/or publication of this article. This project was supported by an unrestricted educational grant from Pfizer, and design, implementation and evaluation of this project and dissemination of our results. The funder was not involved in the study design, collection, analysis, interpretation of data, the writing of this article or the decision to submit it for publication.



Conflict of interest

MA and SRo were employed by Mosaica Solutions LLC.

The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Generative AI statement

The authors declare that no Generative AI was used in the creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this article has been generated by Frontiers with the support of artificial intelligence and reasonable efforts have been made to ensure accuracy, including review by the authors wherever possible. If you identify any issues, please contact us.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

	1. Yan G, Zhang Y, Wang S, Yan Y, Liu M, Tian M, et al. Global, regional, and national temporal trend in burden of major depressive disorder from 1990 to 2019: an analysis of the global burden of disease study. Psychiatry Res. (2024) 337:115958. doi: 10.1016/j.psychres.2024.115958

	2. Zhang Y, Jia X, Yang Y, Sun N, Shi S, Wang W. Change in the global burden of depression from 1990-2019 and its prediction for 2030. J Psychiatr Res. (2024) 178:16–22. doi: 10.1016/j.jpsychires.2024.07.054

	3. GBD 2021 Diseases and Injuries Collaborators Global incidence, prevalence, years lived with disability (YLDs), disability-adjusted life-years (DALYs), and healthy life expectancy (HALE) for 371 diseases and injuries in 204 countries and territories and 811 subnational locations, 1990–2021: a systematic analysis for the Global Burden of Disease Study 2021. Lancet. (2021) 403:2133–61. doi: 10.1016/S0140-6736(24)00757-8

	4. Chisholm D, Sweeny K, Sheehan P, Rasmussen B, Smit F, Cuijpers P, et al. Scaling-up treatment of depression and anxiety: a global return on investment analysis. Lancet Psychiatry. (2016) 3:415–24. doi: 10.1016/S2215-0366(16)30024-4

	5. World Health Organisation and Wonca. Integrating Mental Health into Primary Care: a Global Perspective. Geneva: WHO (2008).

	6. Who Regional Office for the Eastern Mediterranean. Integrating Mental Health in Primary Health Care: Part 1. The Context for Integration of Mental Health Services in Primary Health Care. Cairo: WHO (2023).

	7. Eaton J, Gureje O, De Silva M, Sheikh T, Ekpe E, Abdulaziz M, et al. A structured approach to integrating mental health services into primary care: development of the Mental health scale up nigeria intervention (mhSUN). Int J Ment Health Syst. (2018) 12:11. doi: 10.1186/s13033-018-0188-0

	8. Mugisha J, Abdulmalik J, Hanlon C, Petersen I, Lund C, Upadhaya N, et al. Health systems context(s) for integrating mental health into primary health care in six Emerald countries: a situation analysis. Int J Ment Health Syst. (2017) 11:7. doi: 10.1186/s13033-016-0114-2

	9. Dowrick C. Global Primary Mental Health Care: Practical Guidance for Family Doctors. Abingdon: Routledge (2020).

	10. Xierali I, Tong S, Petterson S, Puffer J, Phillips R, Bazemore A. Family physicians are essential for mental health care delivery. J Am Board Fam Med. (2013) 26:114–5. doi: 10.3122/jabfm.2013.02.120219

	11. Cuijpers P, Quero S, Dowrick C, Arroll B. Psychological treatment of depression in primary care: recent developments. Curr Psychiatry Rep. (2019) 21:129. doi: 10.1007/s11920-019-1117-x

	12. Amor S, Daniels-Williamson T, Fraser-Barclay K, Dowrick C, Gilchrist E, Gold S, et al. Advocacy training for young family doctors in primary mental health care: a report and global call to action. BJGP Open. (2022) 6:BJGO.2021.0163. doi: 10.3399/BJGPO.2021.0163

	13. Coenen L, Poel L, Schoenmakers B, Van Renterghem A, Gielis G, Remmen R, et al. The impact of COVID-19 on the well-being, education and clinical practice of general practice trainees and trainers: a national cross-sectional study. BMC Med Educ. (2022) 22:108. doi: 10.1186/s12909-022-03174-4

	14. van Weel-Baumgarten E, Benson J, Hoshi G, Hurle C, Mendive J, Dowrick C, et al. Co-creation and collaboration: a promising approach towards successful implementation. Experience from an integrated communication and mental health skills training programme for Japanese General Practice. Patient Educ Couns. (2021) 104:2386–92. doi: 10.1016/j.pec.2021.07.027

	15. Demyttenaere K, Bruffaerts R, Posada-Villa J, Gasquet I, Kovess V, Lepine J, et al. Prevalence, severity, and unmet need for treatment of mental disorders in the World Health Organization World Mental Health Surveys. JAMA. (2004) 291:2581–90. doi: 10.1001/jama.291.21.2581

	16. World Health Organization. World Mental Health Atlas. Geneva: WHO (2014).

	17. Kumar P, Larrison C, Rodrigues S, McKeithen T. Assessment of general practitioners’ needs and barriers in primary health care delivery in Asia Pacific region. J Family Med Prim Care. (2019) 8:1106–11. doi: 10.4103/jfmpc.jfmpc_46_19

	18. Gupta P, Jyotsana P, Larrison C, Rodrigues S, Lam C, Dowrick C. Effectiveness of mental health community training on depression and anxiety to the health care profession working in rural centers of eastern Nepal. J Family Med Prim Care. (2020) 9:2416–9. doi: 10.4103/jfmpc.jfmpc_6_20

	19. Lopes C, Hellwig N, Silva G, Menezes P. Inequities in access to depression treatment: results of the Brazilian National Health Survey - PNS. Int J Equity Health. (2016) 15:154. doi: 10.1186/s12939-016-0446-1

	20. Mendonça J, Eshriqui I, Almeida L, Gomes Filho V, Schunk L, Sousa A, et al. The knowledge of primary health care professionals regarding mental health: diagnosis by mhGAP. Rev Saude Publica. (2023) 57:4s. doi: 10.11606/s1518-8787.2023057005272

	21. WHO. WHO mhGAP Intervention Guide – Version 2.0. (2025). Available online at: https://www.who.int/publications/i/item/9789241549790 (accessed 28 July 2025)

	22. World Health Organization. Mental Health Gap Action Programme (mhGAP) Guideline for Mental, Neurological and Substance use Disorders. Geneva: World Health Organization (2023).

	23. AlKhathami A. An innovative 5-Step Patient Interview approach for integrating mental healthcare into primary care centre services: a validation study. Gen Psychiatr. (2022) 35:e100693. doi: 10.1136/gpsych-2021-100693

	24. Bădescu S, Tătaru C, Kobylinska L, Georgescu E, Zahiu D, Zăgrean A, et al. The association between diabetes mellitus and depression. J Med Life. (2016) 9:120–5.

	25. O’Connor E, Rossom R, Henninger M, Groom H, Burda B, Henderson J, et al. Screening for Depression in Adults: an Updated Systematic Evidence Review for the U.S. Preventive Services Task Force. Rockville, MD: Agency for Healthcare Research and Quality (2016).

	26. Jackson J, Machen J. From the Editors’ desk: the importance of screening for depression in primary care. J Gen Intern Med. (2020) 35:1–2. doi: 10.1007/s11606-019-05383-y

	27. Wong B, Headrick L. Application of continuous quality improvement to medical education. Med Educ. (2021) 55:72–81. doi: 10.1111/medu.14351

	28. Romero-Rodríguez L, Ramírez-Montoya M, González J. Incidence of digital competences in the completion rates of MOOCs: case study on energy sustainability courses. IEEE Trans Educ. (2020) 63:183–9.

	29. Tavares A, Sousa A, Azevedo V, Coutinho A, Cândido C, Fortes S. Mental health and psychosocial care. Evaluating new educational strategies in times of a pandemic. Rev Bras Educ Saúde. (2025) 13:123–31. doi: 10.18378/rebes.v13i2.9593




Copyright
 © 2025 Dowrick, Ales, AlKhathami, Andoko, Ariba, Kassai, Lam, Lionis, Mugambi, Randenikumara, Rodrigues, Tavares and Villalva. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fmed-12-1679133-g002.jpg
BUILD CAPACITY
IN MENTAL HEALTH

h 4

&

Y

e,
IMPROVED

PATIENT HEALTH

Improved Patient

<%
Knowledge based curriculum Qx\’ Hea lth

C,
delivered through the MDD 101 OU/V TRy c Ultimately, patients receive
online module to 561 physicians BAs ED TRAIN T " integrated physician and mental

health care in their commuities.

Knowledge

Local Learning , Practice-Based Action
Family physician led practices
ra:z::la;‘:::’;fzt: :;T:e": S p rea d implement systematic screening
’ Scholars th : h th Scholars spread the MDD Minds for depression. Over 1100 patients
SRR PR curriculum within their communi- are screened.

Train-the-Trainer program. ) , .
ties to over 1700 family physicians

and team members.





OPS/images/fmed-12-1679133-g001.jpg
A,

i
. 7__*.—n.‘ﬂ~"

MDD Regions

3
Created with mapchart.net

B A

e e W

B South/Central Ameri
B AfricaMiddle East
B Asia Pacific





OPS/images/fmed-12-1679133-i001.jpg
U .Aﬂjl‘ i

summary
L Activity

Participants

Number of countries with participants enrolled in MDD Minds 101

26

Number of participants enrolled in MDD Minds 101 on-line modules

2892

Number of participants completing the MDD Minds 101 on-line
education

Number of countries holding Train-the-Trainer sessions

Number of Master Faculty providing Train-the-Trainer sessions

Number of Scholars participating in the Train-the-Trainer sessions

Number of Scholars completing the Train-the-Trainer Sessions

Number of Educational programs shared by Train-the-Trainer
Scholars

Number of Learners attending local sessions

Number of practices participating in Performance in Practice
Initiatives

Number of adult patients with diabetes screened for depression
during the improvement initiatives






OPS/images/cross.jpg
©

|





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Global educational initiative for managing major depressive disorders in primary care: the MDD minds project



		Introduction



		Context



		Key project elements



		Project content and structure



		Project management







		Discussion



		Summary of results



		Recommendations for best practice







		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher’s note



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Medicine

Global educational initiative
for managing major depressive
disorders in primary care:
the MDD minds project












OPS/images/logo.jpg
¥ frontiers | Frontiers in Medicine







