
The statistics about depression clearly iden-The statistics about depression clearly iden-

tify it as a major public health problemtify it as a major public health problem

(Greenberg(Greenberg et alet al, 1993). About 6% of the, 1993). About 6% of the

population meet the criteria for major de-population meet the criteria for major de-

pressive disorder or dysthymia at any time,pressive disorder or dysthymia at any time,

and 20% of those with major depressiveand 20% of those with major depressive

disorder will have symptoms that persistdisorder will have symptoms that persist

beyond 2 years (Kellerbeyond 2 years (Keller et alet al, 1992). The, 1992). The

disorder is highly recurrent; 30% of indivi-disorder is highly recurrent; 30% of indivi-

duals experience a relapse within 3 monthsduals experience a relapse within 3 months

of recovery and (in the absence of contin-of recovery and (in the absence of contin-

uation or maintenance treatment) 50%uation or maintenance treatment) 50%

experience a further episode within 2 years.experience a further episode within 2 years.

The standardised mortality ratios for uni-The standardised mortality ratios for uni-

polar depression for accidental deaths, forpolar depression for accidental deaths, for

deaths by natural causes and for suicidedeaths by natural causes and for suicide

were 1.4, 1.7 and 19.7, respectively (Ustun,were 1.4, 1.7 and 19.7, respectively (Ustun,

1999). In the National Health Service the1999). In the National Health Service the

cost of treating depression (£887 million)cost of treating depression (£887 million)

exceeds the cost of treating both hyper-exceeds the cost of treating both hyper-

tension (£439 million) and diabetes (£300tension (£439 million) and diabetes (£300

million) (Department of Health, 1996).million) (Department of Health, 1996).

However, the direct health care costs areHowever, the direct health care costs are

dwarfed by the indirect costs (Berndtdwarfed by the indirect costs (Berndt et alet al,,

2000). Days lost from work owing to de-2000). Days lost from work owing to de-

pression exceed all other disorders and thepression exceed all other disorders and the

economic burden on family members andeconomic burden on family members and

society is considerable (Broadheadsociety is considerable (Broadhead et alet al,,

1990). This may account for 60–85% of1990). This may account for 60–85% of

the total cost of the illness and representsthe total cost of the illness and represents

a significant proportion of the grossa significant proportion of the gross

national product (Kind & Sorensen, 1993;national product (Kind & Sorensen, 1993;

World Health Organization, 2001).World Health Organization, 2001).

Although these data have been wellAlthough these data have been well

known within psychiatry for many decades,known within psychiatry for many decades,

they had only limited impact on the percep-they had only limited impact on the percep-

tions of depression within general medicinetions of depression within general medicine

and by the public at large (Haysand by the public at large (Hays et alet al,,

1995). This changed with the World Bank1995). This changed with the World Bank

publication on the global burden of diseasepublication on the global burden of disease

(Murray & Lopez, 1996). In many ways(Murray & Lopez, 1996). In many ways

the World Bank report was a watershedthe World Bank report was a watershed

for psychiatry. It provided a meaningfulfor psychiatry. It provided a meaningful

way of communicating, to a widerway of communicating, to a wider

audience, the true global impact ofaudience, the true global impact of

depression but it also emphasised to psy-depression but it also emphasised to psy-

chiatrists the salience of economic evalua-chiatrists the salience of economic evalua-

tions of the cost of treatment of mentaltions of the cost of treatment of mental

disorders. The report employed a singledisorders. The report employed a single

standardstandard construct, named the DALYconstruct, named the DALY

(disability-adjusted life-year), to quantify(disability-adjusted life-year), to quantify

objectively the disease burden. It demon-objectively the disease burden. It demon-

strated that in individuals aged 15–44strated that in individuals aged 15–44

years depression accounted for 10% ofyears depression accounted for 10% of

all DALYs. Furthermore, this figure is pro-all DALYs. Furthermore, this figure is pro-

jected to rise to 15% by the year 2020,jected to rise to 15% by the year 2020,

making depression second only to ischae-making depression second only to ischae-

mic heart disease in terms of worldwidemic heart disease in terms of worldwide

disease burden. The report highlighted thatdisease burden. The report highlighted that

investments in improving health are essen-investments in improving health are essen-

tial for economic development, and statedtial for economic development, and stated

that we need to know both the cost andthat we need to know both the cost and

magnitude of gains that can be expectedmagnitude of gains that can be expected

through improved primary, secondary orthrough improved primary, secondary or

tertiary prevention of depression (Sturmtertiary prevention of depression (Sturm

& Wells, 1995).& Wells, 1995).

Research practice has reflected this in-Research practice has reflected this in-

creased interest in health economics, andcreased interest in health economics, and

many randomised controlled trials (RCTs)many randomised controlled trials (RCTs)

now include a cost-effectiveness analysis.now include a cost-effectiveness analysis.

However, there are problems in using theseHowever, there are problems in using these

data alone to estimate the cost of depres-data alone to estimate the cost of depres-

sion. First, RCT research protocols limitsion. First, RCT research protocols limit

or eliminate the choices that individualsor eliminate the choices that individuals

make about treatment to reduce the var-make about treatment to reduce the var-

iance in clinician and patient behavioursiance in clinician and patient behaviours

(Scott & Sensky, 2003). Second, individuals(Scott & Sensky, 2003). Second, individuals

with depression and concurrent physical orwith depression and concurrent physical or

mental disorders are rarely included inmental disorders are rarely included in

RCTs (only 13% of depression studies in-RCTs (only 13% of depression studies in-

clude these subjects), whereas such comor-clude these subjects), whereas such comor-

bidity is reported in 50–70% of cases ofbidity is reported in 50–70% of cases of

depression seen in general practice (Katondepression seen in general practice (Katon

& Sullivan, 1990; Kessler& Sullivan, 1990; Kessler et alet al, 1996)., 1996).

Third, primary care physicians treat moreThird, primary care physicians treat more

individuals with depressive symptoms thanindividuals with depressive symptoms than

are formally diagnosed as having majorare formally diagnosed as having major

depressive disorder (Johnsondepressive disorder (Johnson et alet al, 1992)., 1992).

Again, the former are less likely to be in-Again, the former are less likely to be in-

cluded in treatment studies. Consequently,cluded in treatment studies. Consequently,

economic analyses from RCTs of depres-economic analyses from RCTs of depres-

sion tell us about the cost-effectiveness ofsion tell us about the cost-effectiveness of

whichwhich treatment the individual receivedtreatment the individual received

(Lave(Lave et alet al, 1998). However, in clinical, 1998). However, in clinical

practice the underrecognition and under-practice the underrecognition and under-

treatment of depression in primary caretreatment of depression in primary care

(only 30–40% of individuals with major(only 30–40% of individuals with major

depressive disorder receive treatment)depressive disorder receive treatment)

means that a more critical economic ques-means that a more critical economic ques-

tion is the cost that depends ontion is the cost that depends on whetherwhether

the individual getsthe individual gets anyany treatment or nottreatment or not

(Wells(Wells et alet al, 1996)., 1996).

THE LIDOSTUDIESTHE LIDOSTUDIES

The Longitudinal Investigation of Depres-The Longitudinal Investigation of Depres-

sion Outcomes (LIDO) project is ansion Outcomes (LIDO) project is an

important cross-national observationalimportant cross-national observational

study exploring the relationship betweenstudy exploring the relationship between

symptom severity, quality of life, level ofsymptom severity, quality of life, level of

functioning, costs of treatment and out-functioning, costs of treatment and out-

come of depression. The paper by Chisholmcome of depression. The paper by Chisholm

et alet al (2003, this issue) builds on previous(2003, this issue) builds on previous

reports of treated cases of depression (e.g.reports of treated cases of depression (e.g.

HermanHerman et alet al, 2002). Chisholm, 2002). Chisholm et alet al focusfocus

on a cohort of individuals attending pri-on a cohort of individuals attending pri-

mary care services in six different citiesmary care services in six different cities

who, despite meeting the criteria for eitherwho, despite meeting the criteria for either

major depressive disorder or sub-thresholdmajor depressive disorder or sub-threshold

depression, remaineddepression, remained untreateduntreated for at leastfor at least

3 months. The subjects were also assessed3 months. The subjects were also assessed

for the presence or absence of 12 chronicfor the presence or absence of 12 chronic

physical health problems, for comorbidphysical health problems, for comorbid

anxiety or drug and alcohol misuse andanxiety or drug and alcohol misuse and

on the SF–12 (a measure of subjectiveon the SF–12 (a measure of subjective

health status).health status).

The paper by ChisholmThe paper by Chisholm et alet al makesmakes

fascinating reading. The first finding tofascinating reading. The first finding to

note is the proportion of cases in the differ-note is the proportion of cases in the differ-

ent subgroups: although the number ofent subgroups: although the number of

major depressive disorder (major depressive disorder (nn¼1193) and1193) and

sub-threshold cases (sub-threshold cases (nn¼1166) was very1166) was very

similar, the rates of comorbid depressionsimilar, the rates of comorbid depression

(comorbid major depressive disorder, 21–(comorbid major depressive disorder, 21–

43%; comorbid sub-threshold depression,43%; comorbid sub-threshold depression,

21–35%) exceeded those of pure major de-21–35%) exceeded those of pure major de-

pressive disorder (11–25%) or pure sub-pressive disorder (11–25%) or pure sub-

threshold depression (12–28%) at all sites.threshold depression (12–28%) at all sites.

Second, the findings on cost were contrarySecond, the findings on cost were contrary

to what we might reasonably predict. Thereto what we might reasonably predict. There

were marked discrepancies in resource utili-were marked discrepancies in resource utili-

sation between sites but no differences insation between sites but no differences in

how providers approached the treatmenthow providers approached the treatment

of sub-threshold depression or majorof sub-threshold depression or major

depressive disorder in any culture, anddepressive disorder in any culture, and

depression in the presence of a comorbiddepression in the presence of a comorbid

medical disorder led to higher resourcemedical disorder led to higher resource

use at only 50% of the sites.use at only 50% of the sites.

The most intriguing finding was anThe most intriguing finding was an

association between the individual’s per-association between the individual’s per-

ceived health status (on the SF–12) andceived health status (on the SF–12) and

the amount of health care they sought. Atthe amount of health care they sought. At
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all six sites, it was self-reported health sta-all six sites, it was self-reported health sta-

tus rather than comorbidity that had atus rather than comorbidity that had a

cost-raising influence on health care use.cost-raising influence on health care use.

This supports previous research that subjec-This supports previous research that subjec-

tive rather than objective levels of distresstive rather than objective levels of distress

maymay dictate service use (Manning &dictate service use (Manning &

Wells, 1992; von KorffWells, 1992; von Korff et alet al, 1992)., 1992).

ChisholmChisholm et alet al do not report on any re-do not report on any re-

lationshiplationship between severity of depressionbetween severity of depression

and self-and self-reported health status, so we can-reported health status, so we can-

not determine whether individuals whonot determine whether individuals who

are more depressed are less satisfied withare more depressed are less satisfied with

their physical health, whether a subjectivetheir physical health, whether a subjective

sense of poorer physical health increasessense of poorer physical health increases

the severity of depression or if the re-the severity of depression or if the re-

lationship is bidirectional. We can hy-lationship is bidirectional. We can hy-

pothesise that any association betweenpothesise that any association between

depression and subjective and objectivedepression and subjective and objective

physical status may be causal, non-causalphysical status may be causal, non-causal

or independent, which may result in addi-or independent, which may result in addi-

tive, multiplied or exponential increases intive, multiplied or exponential increases in

the cost of care (Sturm & Wells, 1995;the cost of care (Sturm & Wells, 1995;

WellsWells et alet al, 1996)., 1996).

Obviously the LIDO studies cannotObviously the LIDO studies cannot

provide answers to all our questions andprovide answers to all our questions and

we can only speculate about how the pat-we can only speculate about how the pat-

tern and variation in resource utilisation re-tern and variation in resource utilisation re-

flects the characteristics of the differentflects the characteristics of the different

health care delivery systems. For example,health care delivery systems. For example,

it can be hypothesised that the small differ-it can be hypothesised that the small differ-

ences between subgroup treatment costsences between subgroup treatment costs

(as in St Petersberg) are indicative of less-(as in St Petersberg) are indicative of less-

individualised approaches to treatment inindividualised approaches to treatment in

that culture. In contrast, in Seattle therethat culture. In contrast, in Seattle there

is an incremental increase in treatmentis an incremental increase in treatment

costs in the three comorbid subgroups,costs in the three comorbid subgroups,

which may suggest a highly differentiatedwhich may suggest a highly differentiated

approach to treatment.approach to treatment.

IMPLICATIONSIMPLICATIONS

There is a paucity of information on theThere is a paucity of information on the

economic consequences of depression ineconomic consequences of depression in

an international context (Ormelan international context (Ormel et alet al,,

1994). Therefore, the LIDO studies on1994). Therefore, the LIDO studies on

cross-cultural similarities and differencescross-cultural similarities and differences

in health care utilisation and the lostin health care utilisation and the lost

human capital associated with depressionhuman capital associated with depression

deserve attention. The economic burden ofdeserve attention. The economic burden of

untreated depression is graphically illu-untreated depression is graphically illu-

strated by the fact that at four of the sixstrated by the fact that at four of the six

research sites the total health care con-research sites the total health care con-

sumption per subject approached, or wassumption per subject approached, or was

greater than, the average per capita healthgreater than, the average per capita health

care expenditure in that country. Chisholmcare expenditure in that country. Chisholm

et alet al describe the cost of depression but can-describe the cost of depression but can-

not relate this to clinical outcome. Conse-not relate this to clinical outcome. Conse-

quently, the LIDO study does not identifyquently, the LIDO study does not identify

which, if any, of the services represent valuewhich, if any, of the services represent value

for money (Sturm & Wells, 1995). Previousfor money (Sturm & Wells, 1995). Previous

research in the USA suggests that successfulresearch in the USA suggests that successful

treatment of an acute episode of depressiontreatment of an acute episode of depression

is more expensive (about 30–50% higheris more expensive (about 30–50% higher

cost) but more cost-effective than inade-cost) but more cost-effective than inade-

quate treatment, but these findings onlyquate treatment, but these findings only

apply to cases meeting the criteria for majorapply to cases meeting the criteria for major

depressive disorder (McCoombsdepressive disorder (McCoombs et alet al,,

1990; Simon1990; Simon et alet al, 1995). There is no ro-, 1995). There is no ro-

bust evidence regarding the clinical effec-bust evidence regarding the clinical effec-

tiveness or cost-effectiveness of treatmentstiveness or cost-effectiveness of treatments

for sub-threshold depression (Agency forfor sub-threshold depression (Agency for

Health Care Policy and Research, 1993;Health Care Policy and Research, 1993;

LaveLave et alet al, 1998). This may not be a major, 1998). This may not be a major

issue for health economists, because re-issue for health economists, because re-

search demonstrates that more severe epi-search demonstrates that more severe epi-

sodes of major depressive disorder aresodes of major depressive disorder are

more likely to be treated. It is argued thatmore likely to be treated. It is argued that

strengthening the capacity of any primarystrengthening the capacity of any primary

care system to identify and treat these casescare system to identify and treat these cases

will theoretically have an impact on thewill theoretically have an impact on the

overall burden of disease (von Korffoverall burden of disease (von Korff et alet al,,

1998). However, there are clinical draw-1998). However, there are clinical draw-

backs to applying this strategy in isolation.backs to applying this strategy in isolation.

For example, 80% of individuals with sub-For example, 80% of individuals with sub-

threshold symptoms will go on to experi-threshold symptoms will go on to experi-

ence an episode of major depressive dis-ence an episode of major depressive dis-

order (Juddorder (Judd et alet al, 1998), so we need, 1998), so we need

information about any longer-term benefitsinformation about any longer-term benefits

of treating these cases. Most importantly,of treating these cases. Most importantly,

there is a need to produce a shift in treat-there is a need to produce a shift in treat-

ment strategies for depression. The clinicalment strategies for depression. The clinical

and health-economic focus on the manage-and health-economic focus on the manage-

ment of discrete episodes of major depres-ment of discrete episodes of major depres-

sive disorder is outdated and there is asive disorder is outdated and there is a

need to treat depression as a chronic dis-need to treat depression as a chronic dis-

order characterised by recurrent episodesorder characterised by recurrent episodes

over a lifetime (Scottover a lifetime (Scott et alet al, 2002). If depres-, 2002). If depres-

sion is viewed in this way, the most cost-sion is viewed in this way, the most cost-

effective treatment will be the one thateffective treatment will be the one that

prevents relapse. Given the increasingprevents relapse. Given the increasing

global burden of depression, we suggestglobal burden of depression, we suggest

that a crucial next step in research is tothat a crucial next step in research is to

identify cross-national similarities andidentify cross-national similarities and

differences in the costs and long-termdifferences in the costs and long-term

prognosis of depression.prognosis of depression.
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