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Glossary 
 
 
 
ARR  Annualised remission rate 

CIDI  Composite International Diagnostic Interview 

DALY  Disability‐adjusted life year 

DSM  Diagnostic and Statistical Manual of Mental Disorders 

GBD  Global Burden of Disease Project 

ICD  International Classification Diseases (World Health Organisation) 

LP  Lifetime prevalence 

MDD  Major Depressive Disorder 

MDE  Major Depressive Episode 

PYP  Past year prevalence 

PMP  Past month prevalence 

SDS  Sheehan Disability Scale 

WHO  World Health Organisation 

WMHS  World Mental Health Survey 

WMH‐CIDI  World Mental Health version of the WHO CIDI  

GAF  Global Assessment of Functioning Scale 

YLD  Years of life lived with disability 

YLL  Years of life lost 
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Preliminary data coverage identified for: Depressive Disorders 
Figure 1.  Past month, past year and lifetime prevalence estimate coverage for depressive disorders from WMHS data 
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Preliminary data coverage identified for: Major Depressive Disorder or Dysthymia 
Figure 2.  Past month, past year and lifetime prevalence estimate coverage for MDD or Dysthymia from Literature review 
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1.0  Data summary and decision rules overview 
 

The new Global Burden of Disease study commenced in 2007 and is the first major effort 

since the original 1996 GBD study to produce systematic and comprehensive estimates of 

the burden of diseases and injuries. It will also update the comparative estimates of the 

burden of risk factors. While the original 1996 GBD study produced 1990 estimates for 107 

diseases and injuries and ten risk factors for eight world regions, the new study will produce 

1990 and 2005 estimates for 150 diseases and injuries and more than 40 risk factors for 21 

regions of the world.  

 

Important changes will be made to the scope and nature of the estimates for mental 

disorders and illicit drug use. More disorders are being considered because of significant 

advances in epidemiological research. The original study contained estimates for unipolar 

depression, bipolar disorder, panic disorder, obsessive compulsive disorder, post traumatic 

stress disorder and illicit drug use. The new estimates will include the mental disorders 

covered in the original study plus eating disorders (both anorexia and bulimia), dysthymia 

(as well as major depression), generalised anxiety disorder, agoraphobia, social phobia, 

specific phobia, separation anxiety disorder, pervasive developmental disorders (autism and 

Asperger’s disorder), attention deficit hyperactivity disorder and conduct disorders. 

 

In the 2005 update, Depressive disorders is defined as any diagnosis of major depressive 

disorder, dysthymic disorder and depressive disorder not otherwise specified. 

 
Disability-adjusted life years (DALYs) will be calculated for depression and will comprise:  
 

• major depressive disorder (comprising mild, moderate and severe  health     
      states), and 
• dysthymic disorder 
 
 

These will be summed to give overall burden of disease for depressive disorders. 
 
 

1.1 Data sources 

A systematic review was undertaken to identify sources of data containing epidemiologic 

parameters for depressive disorders. Papers identified in the search were sought and data 

containing these parameters were extracted, recorded and standardised.  

 

Standardised approaches to literature searches, data collection, data extraction, consistency 

and error checking, and expert consultation and review were taken across mental disorders. 
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These methodologies are documented and detailed on the expert group’s website: 

www.gbd.unsw.edu.au., but briefly can be summarised as follows: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

The stages of the systematic review are as follows:  
 

1. Search of peer-reviewed literature.  The search strategy is consistent with the 

methodology recommended by the Meta-analysis of Observational Studies in Epidemiology 

(MOOSE) Group[1].  Three electronic databases were included in the search (Medline, 

PsychInfo and Embase) with searches limited to human subjects and publication dates of 1980 

to 2007. Search strings are available for review at 

http://www.gbd.unsw.edu.au/gbdweb.nsf/page/Methodology  

2. Identifying articles from peer-review literature that met inclusion criteria. An extensive 

list of articles were found by the search string. Country specific articles were reviewed for 

these inclusion criteria: 

 

- Must include the specific disorder under review 

- Must present primary data 

- Must be an epidemiologic study (pharmacological treatment samples and case studies 

excluded) 

- Presented data for the period 1980 onward 

- When general population data at a national level were available sub-national data was 

excluded. 

- Samples must be representative of the general population  

 

3. Obtaining full-text copies of articles. The references of articles identified from the 

systematic review were compiled in Endnote. PDFs were sourced from on-line open access 

journals and through The Park, Centre for Mental Health, Library and the University of 

Queensland Library.  

4. Data extraction. A three level Access database was designed to accommodate the data 

from the mental disorders systematic search. A random sample of articles was double-

checked for accuracy and consistency of data extraction and entry. In-built quality assurance 

was a feature of the Access database through the use of drop-down boxes and coding 

protocols. 

A Quality Index Score was developed based on a range of variables extracted from each 

identified source of data so that representativeness of studies can be quantified and used for 

comparison. The Quality Index Score is available for review at  

http://www.gbd.unsw.edu.au/gbdweb.nsf/resources/MD_Pt2_Appendicies/$file/GBD2005+Men

tal+Disorders+Quality+Index.pdf. 
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In this document we present an initial summary of the prevalence data identified for 

Depressive disorders.  

 

We present the decision rules relating to: 

 inclusion criteria for data sources,  

 methodology of data extraction, and  

 reporting of study characteristics and epidemiologic parameters.  

 
 
Also presented here are some preliminary decision rules for: 

 manipulating data, 

 imputing missing data, 

 pooling data within countries, 

 pooling data for some parameters (for example remission and mortality), and 

 our approach to production of regional prevalence estimates for mental disorders 

as a whole.  

 

Further work is currently underway to identify peer-reviewed and grey literature sources that 

may assist with missing age-, sex- and country-specific estimates.  The process of applying 

the rules outlined below has begun, with the first steps presented in this document. 

 
 
 
2.0 Principles for inclusion of data sources and reporting 
of data. 
 
Presented here are general rules for the inclusion of articles and data identified through the 

peer-review literature and through expert review. We also present the general protocol and 

rules for reporting of data. 

 
 
2.1 Inclusion of Data Sources (including Peer-review papers) 
 
Peer-review literature versus grey literature 
  
A preliminary search for epidemiologic data for mental disorders identified a range of 

sources, including grey literature (government reports, unpublished findings, dissertations), 

peer-review publications and non-government organisation (NGO) data collection. Due to 

the wealth of data available (including data from the World Mental Health Survey) and the 

available time frame, the decision was taken to focus the first stage of the data search on 
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peer-reviewed literature. Grey literature sources will be reviewed in the second stage of the 

project, as data sources to address the gaps in the preliminary dataset. 

 

Justification: A large body of data is available through the peer-review literature, of sufficient 

quality to meet the expert group’s criteria, to provide a preliminary dataset for the first round 

of estimates. It is anticipated that the circulation of these preliminary findings to experts in 

the field will yield a range of very useful suggestions for other data sources, including grey 

literature, to address the gaps in the data. In this way it is anticipated that maximum 

coverage will be achieved. 

 

 Representativeness 
 
Where a large body of data is available for a country (e.g. for the US, Western Europe, Great 

Britain, New Zealand and Australia), only the nationally representative studies will be 

included.  

 

Justification: Excluding studies that have small samples that are likely NOT representative of 

the national population will be a more time-efficient process. Studies with unrepresentative 

samples are unlikely to be used for this GBD Project.  

 

Diagnostic Criteria 
 
A broad rule was adopted for all mental disorders that initial data collection for prevalence, 

incidence and remission would be limited to data sources reporting rates based on DSM or 

ICD diagnostic criteria only. Papers that report use of a survey that could not demonstrate 

validity against either DSM or ICD criteria were excluded. If the validity of a survey is 

uncertain, the opinion of an expert in the field will be sought. 

 

Justification: Inclusion of estimates based on alternative definitions may skew the final 

estimates for some countries, as narrower or broader definitions would result in lower or 

higher estimates.  

 

Definition of Remission 
 
For the Global Burden of Disease project, remission from a mental disorder is defined as no 

longer fulfilling the diagnostic criteria for this disorder. Partial remission is therefore 

considered as being no longer a “case”.  Follow-up period for the sample must be a 

minimum of two years. 
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Remission estimates were obtained from observational studies. Studies that reported 

samples from randomised controlled trials or treatment other than “as usual” will be excluded 

as not being representative of the average case. Remission among cases of mental 

disorders in treatment (that is, treatment “as usual”) will not be considered separately from 

out-of-treatment cases as so little data is available from community (non-treated) samples.  

 

If several papers have been published for the same study (i.e same cohort) at different time 

points, only the paper reporting the longest follow-up period will be included in the dataset. 

 

 

2.2 Data Extraction and Reporting 
 

 
Prevalence rate 
 
If prevalence type was unspecified, the diagnostic tool was sought in order to determine 

whether prevalence was point, past month, 12-month, lifetime or another period. If the 

diagnostic tool was unable to be accessed or unclear, prevalence was taken as point. An 

exception to this rule was for samples ascertained through case registries. As these were 

diagnosed with the disorder AT SOME PERIOD in their lives, but possibly some time ago, 

prevalence was taken as lifetime. As this was most frequently the case for disorders with 

zero remission in studies that used birth cohorts (e.g. autism), it is assumed that this will not 

make a significant difference to the rate. 

 

Cohort 
 
Cohort size was defined in different ways according to the methods used in the studies. 

Typically, cohort size was defined as the sample size, specifically the number of individuals 

for whom useable data was collected.  

However, if the sample was derived from a case register or from medical records for a 

geographically defined area: 

 

- the degree of coverage is difficult to ascertain due to inadequate reporting, or  

- coverage appears to be poor (e.g. those who seek treatment in countries where a 

state-funded health system is not cheaply and easily accessible), or  
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- coverage is reliant on an individual actively seeking treatment for a disorder which is 

known to have a low level of treated prevalence (e.g. depression) 

 

then the cohort size was recorded as the number of cases identified.  

 

Alternatively, where health checks are legislated for infants and children at regular intervals 

(e.g. Norway and Japan) and coverage is close to 100% (95% or higher), cohort is taken as 

the number of children in that age group who fall within the defined area, as we can 

reasonably expect that data has been obtained for that number of people. 

 

Time period (Epoch) 
 

- Epoch not reported 

 

Where epoch (the year to which the estimate refers) is NOT reported within a paper, a note 

will be made of the fact and epoch recorded as the year two years prior to publication.  

 

Justification: The GBD Project requires the year of the estimate in order to establish a time 

trend for calculation of burden. However the research team found that it is relatively common 

for authors to not report details such as epoch, response rate, etc. Rather than leave a gap 

in the data where epoch is not reported, an overall decision was taken to estimate the epoch 

as two years prior to publication, on the basis that it will generally take at least two years to 

clean data, carry out analysis and publish results. 

 

- Longitudinal studies 

 

Where data collection is carried out over a period of time, the midpoint of the data collection 

period was taken as epoch start and midpoint of final follow-up period as epoch end. For 

example, if baseline data collection is 1980–1982 and final follow-up period is 2000–2004, 

epoch start is recorded as 1981 and epoch end as 2002. Greater detail of different time 

periods is recorded as text in the comments field of the database. 

 

- Studies that give estimates for different time periods 

 

Where a longitudinal study gives year-specific estimates, the years that those estimates 

relate to are recorded as epoch start and epoch end. Again, greater detail is recorded as text 

in the comments field of the database. For example, if a longitudinal study reports 12-month 
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prevalence for two samples, one ascertained 1980–1981 and the other 1990–1991, epoch is 

recorded as 1980–1981 for the prevalence rate specific to that particular time period and 

1990–1991 for the relevant prevalence estimate.  

 
Age Range 
 
Where an age range is not reported in the paper, ‘dummy’ variables of 0 (minimum) and 99 

(maximum) are inserted. If the sample is reported as ‘adult’ the age range was recorded as 

18-99. 

 
Remission and Mortality - Secondary Data Sources 
 
In all cases, the primary source of data was used for all surveys for data extraction 

purposes. However, due to time restrictions, when a study reported data from previous years 

this data was included with a note that it did not come from the primary data source. 

Similarly, where a good quality systematic review or meta-analysis was identified, the data 

reported was included and clearly identified as coming from a secondary data source. 

 
 
3.0 Prevalence by severity level 
 
Two of the mental disorders covered in the GBD Project, major depressive disorder and 

anxiety disorders, comprise health states that will be categorised into three levels of severity 

(mild, moderate, severe). Prevalence for these health states will be calculated through 

applying population proportions derived from severity-specific prevalence estimates obtained 

through the World Mental Health Survey (WMHS) using the WMHS CIDI Severity Scale 

{Demyttenaere, 2004; Wells, 2006). 

 

Justification:  Issues identified in sourcing prevalence of mental disorders by severity level 

include the use of non-consistent definitions and differing measurement instruments across 

studies. The WMHS CIDI Severity Scale was administered across a range of mental 

disorders and across 23 cohorts in 22 countries as part of the World Mental Health Survey.  

Hence it is anticipated that proportions of mild, moderate, and severe cases can be derived 

for 22 developed and developing countries in 13 of the GBD regions. As the WMHS CIDI 

Severity Scale was applied consistently across these samples it can be used for imputing 

prevalence estimates by severity level for other countries and regions.  
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3.1 Health States 
 
Major depressive disorder will comprise three health states – mild, moderate and severe. 

Proportions of cases will be calculated using the World Mental Health Survey CIDI Severity 

Scale [3, 4].  

 
Classification as mild, moderate or severe is based on their composite score using the 
following criteria:  
  

- two or more areas of severe role impairment in the Sheehan Disability Scale (SDS) 

domains  

- overall functional impairment consistent with a GAF [5] score of 50 or less  

- co-morbid substance dependence with serious role impairment 

- a suicide attempt  

 
 

4.0 Data sources for Depressive disorders  
 

4.1 Prevalence data 
 

The preliminary prevalence estimates provided in the current report do NOT currently 

include data available from the WMHS dataset. This preliminary depression dataset contains 

data specifically for major depressive disorders and dysthymic disorders identified in the 

literature review. 

 

Estimates from the WMHS dataset are prevalence estimates for overall Depressive 

disorders (major depression and dysthymia combined). These estimates will be added to the 

dataset in the next phase of the project after MDD and dysthymia-specific estimates have 

been derived from the overall estimate. 

 

Justification: Separate MDD and dysthymia estimates sourced from the literature review and 

the derived MDD and dysthymia estimates from the WMHS dataset will be pooled to 

produce an overall burden of depression (combining MDD and dysthymia) 

 

Tables 1 and 2 present the available data identified from an extensive search of the peer 

review literature (see www.gbd.unsw.edu.au for methodology).  All data sources can be 

obtained from the reference list at the end of this report. The last two columns indicate 

whether ANY sex- and age- specific estimates were reported for that country.  
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Table 1. Summary of data available for prevalence of depressive 
disorders (overall) from the WMHS 
 

Region /Country Depressive 
Disorders 
Past 
month 

Depressive 
Disorders 
Past year  

Depressive 
Disorders 
Lifetime 

Age 
Estimate 

Sex 
Estimate

Asia Pacific, High Income           
Brunei  - - -   
Japan [6] [6] - Yes Yes 
Republic of Korea (South Korea)  - - -   
Singapore  - - -   
Asia, Central           
Armenia  - - -   
Azerbaijan  - - -   
Georgia  - - -   
Kazakhstan  - - -   
Kyrgyzstan  - - -   
Mongolia  - - -   
Tajikistan  - - -   
Turkmenistan  - - -   
Uzbekistan  - - -   
Asia, East           
China [6] [6] -  Yes Yes 
Hong Kong  - - -   
Democratic People’s Republic of 
Korea (North Korea)  - - -   
Taiwan  - - -   
Asia, South           
Afghanistan  - - -   
Bangladesh  - - -   
Bhutan  - - -   
India [6] [6] -  Yes Yes 
Nepal  - - -   
Pakistan  - - -   
Asia, Southeast           
Cambodia           
Indonesia  - - -   
Laos People’s Democratic 
Republic  - - -   
Malaysia  - - -   
Maldives  - - -   
Mauritius  - - -   
Mayotte  - - -   
Myanmar  - - -   
Philippines  - - -   
Reunion Island  - - -   
Seychelles  - - -   
Sri Lanka  - - -   
Thailand  - - -   
Timore Leste  - - -   
Viet Nam  - - -   
Australasia           
Australia  - - -   
New Zealand [6] [6]   Yes Yes 
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Region /Country Depressive 
Disorders 
Past 
month 

Depressive 
Disorders 
Past year  

Depressive 
Disorders 
Lifetime 

Age 
Estimate 

Sex 
Estimate

Caribbean 
Anguilla  - - -   
Antigua and Barbuda  - - -   
Aruba  - - -   
Bahamas  - - -   
Barbados  - - -   
Belize  - - -   
Bermuda  - - -   
British Virgin Islands  - - -   
Cayman Islands  - - -   
Cuba  - - -   
Dominica  - - -   
Dominican Republic  - - -   
French Guiana  - - -   
Grenada  - - -   
Guadaloupe  - - -   
Guyana  - - -   
Haiti  - - -   
Jamaica  - - -   
Martinique  - - -   
Montserrat  - - -   
Netherlands Antilles  - - -   
Puerto Rico  - - -   
Saint Kitts and Nevis  - - -   
St. Lucia  - - -   
St. Vincent  - - -   
Suriname  - - -   
Trinidad and Tobago  - - -   
Turks and Caicos Islands  - - -   
Europe, Central      
Albania  - - -   
Bosnia and Herzegovina  - - -   
Bulgaria [6] [6]   Yes Yes 
Croatia  - - -   
Czech Republic  - - -   
Hungary  - - -   
Kosovo  - - -   
Poland  - - -   
Romania [6] [6] -  Yes Yes 
Serbia and Montenegro  - - -   
Slovakia  - - -   
Slovenia  - - -   
The Former Yugoslav Republic of 
Macedonia  - - -   
Yugoslavia  - - -   
Europe, Eastern           
Belarus  - - -   
Estonia  - - -   
Latvia  - - -   
Lithuania  - - -   
Republic of Moldova  - - -   
Russian Federation  - - -   
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Region /Country Depressive 
Disorders 
Past 
month 

Depressive 
Disorders 
Past year  

Depressive 
Disorders 
Lifetime 

Age 
Estimate 

Sex 
Estimate

Ukraine [6] [6]   Yes Yes 
Europe, Western           
Andorra  - - -   
Austria  - - -   
Belgium [6] [6]   Yes Yes 
Channel Islands  - - -   
Cyprus  - - -   
Denmark  - - -   
Faeroe Islands  - - -   
Finland  - - -   
France [6] [6] - Yes Yes 
Germany [6] [6] - Yes Yes 
Gibraltar  - - -   
Greece  - - -   
Greenland  - - -   
Holy See  - - -   
Iceland  - - -   
Ireland  - - -   
Isle of Man  - - -   
Israel [6] [6] - Yes Yes 
Italy [6] [6] - Yes Yes 
Liechtenstein  - - -   
Luxembourg  - - -   
Malta  - - -   
Monaco  - - -   
Netherlands [6] [6]  - Yes Yes 
Norway  - - -   
Portugal  - - -   
Saint Pierre et Miquelon  - - -   
San Marino  - - -   
Spain [6] [6]   Yes Yes 
Sweden  - - -   
Switzerland  - - -   
United Kingdom  - - -   
Latin America, Andean           
Bolivia  - - -   
Ecuador  - - -   
Peru  - - -   
Latin America, Central           
Colombia [6] [6]  - Yes Yes 
Costa Rica  - - -   
El Salvador  - - -   
Guatemala  - - -   
Honduras  - - -   
Mexico [6] [6]  - Yes Yes 
Nicaragua  - - -   
Panama  - - -   
Venezuela  - - -   
Latin America, Southern           
Argentina  - - -   
Chile  - - -   
Falkland Islands (Malvinas)  - - -   
Uruguay  - - -   
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Region /Country Depressive 
Disorders 
Past 
month 

Depressive 
Disorders 
Past year  

Depressive 
Disorders 
Lifetime 

Age 
Estimate 

Sex 
Estimate

Latin America, Tropical           
Brazil [6] [6]  - Yes Yes 
Paraguay  - - -   
North Africa/Middle East           
Algeria - - -   
Bahrain - - -   
Egypt - - -   
Iran (Islamic Republic of) - - -   
Iraq [6] [6] - Yes Yes 
Jordan - - -   
Kuwait - - -   
Lebanon [6] [6] - Yes Yes 
Libyan Arab Jamahiriya - - -   
Morocco - - -   
Occupied Palestinian Territory - - -   
Oman - - -   
Qatar - - -   
Saudi Arabia - - -   
Syrian Arab Republic - - -   
Tunisia - - -   
Turkey - - -   
United Arab Emirates - - -   
Western Sahara - - -   
Yemen - - -   
North America, High Income           
Canada  - - -   
United States of America [6] [6] -  Yes Yes 
Oceania           
American Samoa  - - -   
Cook Islands  - - -   
Fiji  - - -   
French Polynesia  - - -   
Guam  - - -   
Kiribati  - - -   
Marshall Islands  - - -   
Micronesia (Federated States of)  - - -   
Nauru  - - -   
New Caledonia  - - -   
Niue  - - -   
Northern Mariana Islands  - - -   
Palau  - - -   
Papua New Guinea  - - -   
Pitcairn  - - -   
Samoa  - - -   
Solomon Islands  - - -   
Tokelau  - - -   
Tonga  - - -   
Tuvalu  - - -   
Vanuatu  - - -   
Wallis and Futuna Islands  - - -   
Sub-Saharan Africa, Central           
Angola  - - -   
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Region /Country Depressive 
Disorders 
Past 
month 

Depressive 
Disorders 
Past year  

Depressive 
Disorders 
Lifetime 

Age 
Estimate 

Sex 
Estimate

Central African Republic  - - -   
Congo  - - -   
Congo (Democratic  Republic of)  - - -   
Equatorial Guinea  - - -   
Gabon  - - -   
Sub-Saharan Africa, East           
Burundi  - - -   
Comoros  - - -   
Djibouti  - - -   
Eritrea  - - -   
Ethiopia  - - -   
Kenya  - - -   
Madagascar  - - -   
Malawi  - - -   
Mozambique  - - -   
Rwanda  - - -   
Somalia  - - -   
Sudan  - - -   
Tanzania (United Republic of)  - - -   
Uganda  - - -   
Zambia  - - -   
Sub-Saharan Africa, Southern           
Botswana  - - -   
Lesotho  - - -   
Namibia  - - -   
South Africa [6] [6]  - Yes Yes 
Swaziland           
Zimbabwe           
Sub-Saharan Africa, West           
Benin  - - -   
Burkina Faso  - - -   
Cameroon  - - -   
Cape Verde  - - -   
Chad  - - -   
Cote d’Ivoire  - - -   
Gambia  - - -   
Ghana  - - -   
Guinea  - - -   
Guinea-Bissau  - - -   
Liberia  - - -   
Mali  - - -   
Mauritania  - - -   
Niger  - - -   
Nigeria [6] [6]  - Yes Yes 
Saint Helena           
Sao Tome and Principe  - - -   
Senegal  - - -   
Sierra Leone  - - -   
Togo  - - -   
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Table 2. Summary of data available for prevalence of MDD or Dysthymia 
from literature review 
Region /Country MDD or Dysthymia 

Past Month  
MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

Asia Pacific, High 
Income           
Brunei - - -   
Japan [7-9] [7, 8] [7, 8] Yes Yes 
Republic of Korea 
(South Korea) - [10] [11] Yes Yes 
Singapore           
Asia, Central           
Armenia  - - -     
Azerbaijan  - - -     
Georgia  - - -     
Kazakhstan  - - -     
Kyrgyzstan  - - -     
Mongolia  - - -     
Tajikistan  - - -     
Turkmenistan  - - -     
Uzbekistan           
Asia, East           
China  - [12] [13] Yes No 
Hong Kong  - - -     
Democratic People’s 
Republic of Korea 
(North Korea)  - - -     
Taiwan  - [14, 15] [14, 16] Yes Yes 
Asia, South           
Afghanistan  - - -     
Bangladesh  - - -     
Bhutan  - - -     
India [17] -  - No No 
Nepal  - - -     
Pakistan [18] -  - No No 
Asia, Southeast           
Cambodia [19] -  - No No 
Indonesia  - - -     
Laos People’s 
Democratic Republic  - - -     
Malaysia  - - -     
Maldives  - - -     
Mauritius  - - -     
Mayotte  - - -     
Myanmar  - - -     
Philippines  - - -     
Reunion Island  - - -     
Seychelles  - - -     
Sri Lanka  - - -     
Thailand [20] -  - Yes Yes 
Timore Leste  - - -     
Viet Nam  - - -     
Australiasia           
Australia [21-23] [21, 24] -  Yes Yes 
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Region /Country MDD or Dysthymia 
Past Month  

MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

New Zealand [25-29] [3, 25-27, 29] [3, 30] Yes Yes 
Caribbean           
Anguilla  - - -     
Antigua and Barbuda  - - -     
Aruba  - - -     
Bahamas  - - -     
Barbados  - - -     
Belize  - - -     
Bermuda  - - -     
British Virgin Islands  - - -     
Cayman Islands  - - -     

Cuba [31] [31] [31] Yes Yes 
Dominica  - - -     
Dominican Republic  - - -     
French Guiana  - - -     
Grenada  - - -     
Guadaloupe  - - -     
Guyana  - - -     
Haiti  - - -     
Jamaica  - - -     
Martinique  - - -     
Montserrat  - - -     
Netherlands Antilles  - - -     
Puerto Rico [32] [32] [32] Yes Yes 
Saint Kitts and Nevis  - - -     
St. Lucia  - - -     
St. Vincent  - - -     
Suriname  - - -     
Trinidad and Tobago  - - -     
Turks and Caicos 
Islands  - - -     
Europe, Central           
Albania  - - -     
Bosnia and 
Herzegovina  - - -     
Bulgaria  - - -     
Croatia [33] [33] - Yes Yes 
Czech Republic [9] -    No No 

Hungary [16] [16] [16] Yes Yes 
Kosovo  - - -     
Poland  - - -     
Romania  - - -     
Serbia and Montenegro  - - -     
Slovakia  - - -     
Slovenia  - - -     
The Former Yugoslav 
Republic of Macedonia  - - -     
Yugoslavia  - - -     
Europe, Eastern           
Belarus  - - -     
Estonia [34, 35]     No Yes 
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Region /Country MDD or Dysthymia 
Past Month  

MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

Latvia  - - -     
Lithuania  - - -     
Republic of Moldova  - - -     

Russian Federation  - [36] -  Yes Yes 

Ukraine [37] [37] [37] Yes Yes 
Europe, Western           
Andorra  - - -     
Austria  - - -     
Belgium -  [38, 39] -  Yes Yes 
Channel Islands  - - -     
Cyprus  - - -     
Denmark [40] -  - No Yes 
Faeroe Islands  - - -     
Finland [40-42] -  - No Yes 

France [43-46] 
[38, 43, 47, 

48] [45-47] No Yes 
Germany [9, 38, 49-51] [52, 53] [49, 52] Yes Yes 
Gibraltar  - - -     
Greece  - - -     
Greenland  - - -     
Holy See  - - -     
Iceland [54, 55] [54] [54, 56] Yes Yes 
Ireland [42] [27] -  Yes Yes 
Isle of Man  - - -     
Israel  - - -     
Italy  - [47] [47] No No 
Liechtenstein  - - -     
Luxembourg  - - -     
Malta  - - -     
Monaco  - - -     
Netherlands [9, 35, 57] [38] -  Yes Yes 
Norway [40, 42] [58] [58] Yes Yes 

Portugal [35] -  - No Yes 
Saint Pierre et Miquelon -  - -     
San Marino  - - -     
Spain [35, 42] [38] -  No Yes 
Sweden [40] [59] -  No Yes 

Switzerland -  [60] [61] Yes Yes 
United Kingdom [35, 42, 62, 63] [38, 64] -  Yes Yes 
Latin America, 
Andean           
Bolivia  - - -     
Ecuador  - - -     
Peru  - - -     
Latin America, Central           
Colombia  - - -     
Costa Rica  - - -     
El Salvador  - - -     
Guatemala  - - -     
Honduras  - - -     
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Region /Country MDD or Dysthymia 
Past Month  

MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

Mexico [9, 65] [65, 66] [65] No Yes 
Nicaragua  - - -     
Panama  - - -     
Venezuela  - - -     
Latin America, 
Southern           
Argentina  - - -     
Chile [9, 67] [68] -  No Yes 
Falkland Islands 
(Malvinas)  - - -     
Uruguay  - - -     
Latin America, 
Tropical           
Brazil [69, 70] [69] [69] Yes Yes 
Paraguay  - - -     
North Africa/Middle 
East           
Algeria  - - -     
Bahrain  - - -     
Egypt [71]  - - No No 
Iran (Islamic Republic 
of) [72]  - - No Yes 
Iraq [73] -  - Yes Yes 
Jordan  - - -     
Kuwait  - - -     

Lebanon  - - [74] Yes No 
Libyan Arab Jamahiriya  - - -     
Morocco  - - -     
Occupied Palestinian 
Territory  - - -     
Oman  - - -     
Qatar  - - -     
Saudi Arabia  - - -     
Syrian Arab Republic  - - -     
Tunisia  - - -     

Turkey [9] -  - No No 
United Arab Emirates  - - -     
Western Sahara  - - -     
Yemen  - - -     
North America, High 
Income           
Canada [9, 75-78] [76, 79-81] [80, 82, 83] Yes Yes 
United States of 
America [9, 84-88] 

[86, 87, 89-
94] 

[84, 86-88, 
92, 94] Yes Yes 

Oceania           
American Samoa  - - -     
Cook Islands  - - -     
Fiji  - - -     
French Polynesia  - - -     
Guam  - - -     
Kiribati  - - -     
Marshall Islands  - - -     
Micronesia (Federated  - - -     
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Region /Country MDD or Dysthymia 
Past Month  

MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

States of) 
Nauru  - - -     
New Caledonia  - - -     
Niue  - - -     
Northern Mariana 
Islands  - - -     
Palau  - - -     
Papua New Guinea  - - -     
Pitcairn  - - -     
Samoa  - - -     
Solomon Islands  - - -     
Tokelau  - - -     
Tonga  - - -     
Tuvalu  - - -     
Vanuatu  - - -     
Wallis and Futuna 
Islands  - - -     
Sub-Saharan Africa, 
Central           
Angola  - - -     
Central African 
Republic  - - -     
Congo  - - -     
Congo (Democratic  
Republic of)  - - -     
Equatorial Guinea  - - -     
Gabon  - - -     
Sub-Saharan Africa, 
East           
Burundi  - - -     
Comoros  - - -     
Djibouti  - - -     
Eritrea  - - -     
Ethiopia [95] -  [95] No Yes 
Kenya [96] -  - No No 
Madagascar  - - -     
Malawi  - - -     
Mozambique  - - -     
Rwanda [97] -  - No Yes 
Somalia  - - -     
Sudan [98, 99]  - - No No 
Tanzania (United 
Republic of)  - - -     
Uganda [100] -  - No No 
Zambia -  [101] - No No 
Sub-Saharan Africa, 
Southern           
Botswana  - - -     
Lesotho  - - -     
Namibia  - - -     
South Africa [102] -  - No No 
Swaziland  - - -     
Zimbabwe [103] [103] -  No No 
Sub-Saharan Africa, 
West           
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Region /Country MDD or Dysthymia 
Past Month  

MDD or 
Dysthymia  
Past Year 

MDD or 
Dysthymia 
Lifetime 

Age 
Estimate 

Sex 
Estimate 

Benin  - - -     
Burkina Faso  - - -     
Cameroon  - - -     
Cape Verde  - - -     
Chad  - - -     
Cote d’Ivoire  - - -     
Gambia  - - -     
Ghana  - - -     
Guinea  - - -     
Guinea-Bissau  - - -     
Liberia  - - -     
Mali  - - -     
Mauritania  - - -     
Niger  - - -     
Nigeria -  [104] [104] No No 
Saint Helena           
Sao Tome and Principe  - - -     
Senegal  - - -     
Sierra Leone  - - -     
Togo  - - -     

 

 

4.2 Remission data 
 

Data pertaining to remission of Depressive disorders were derived from general population 

cohort studies, and naturalistic longitudinal studies of outpatient samples or samples 

identified through case registers. Remission was defined as no longer meeting diagnostic 

criteria for the Depressive disorder. Studies that reported a follow-up of less than one year 

were excluded, as were those reporting on the same cohort. 

 

Work is continuing on sourcing and extracting data for remission of Depressive disorders. 

Preliminary estimates and calculations will be available in January 2009. 

 

4.3 Mortality data 
 

Estimates of excess mortality are sought for each disorder. Where a high quality meta-

analysis of excess mortality has been carried out, the derived mortality measurement will be 

used, with clear documentation of the source of data and authors of the study.  

 

The data is currently being collated and revised estimates will be available in January 2009.  
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5.0 Principles for data manipulation and imputation  
 
 
5.1 Prevalence estimates - data manipulation and imputation 
  
Missing past month prevalence estimates. 
 
Many studies report the “lifetime” risk of mental disorders but not past month prevalence. A 

decision was made to apply the observed proportions, derived from studies that reported 

prevalence of lifetime, 12-month and past month mental disorders, to countries that only 

reported lifetime or 12-month cases. Where possible, and based upon studies rated as being 

of sufficiently high quality, region-specific proportions of past year cases among lifetime 

cases were applied (population-weighted if estimates were available from more than one 

country). 

 
 
Prevalence estimates for specific diagnoses for Depressive disorders 
 
Studies have been identified that report an overall estimate for the broad disorder but not the 

specific diagnoses within the disorder. For some mental disorders the decision was taken to 

disaggregate a broad disorder into specific subtypes for the GBD purpose of capturing 

different levels of disability (for example MDD and dysthymic disorder). Many studies report 

the prevalence for the broad disorder rather than the specific diagnoses or health states 

required for DALY calculations. A decision was made to apply the observed proportion of 

prevalence for the specific diagnoses (in this case MDD and dysthymia) from studies that 

reported prevalence of both broad disorder and specific diagnoses. Where possible, and 

based upon studies rated as being of sufficiently high quality, region-specific rate ratios will 

be applied.  

 
 
Missing age-specific estimates  
 
Many studies only report an estimate for one overall age range, whereas the GBD study 

requires more age-specific estimates. A decision was made to apply the observed age 

pattern from countries that reported age-specific prevalence to countries where that data is 

not available. Where possible, and based upon studies rated as being of sufficiently high 

quality, region-specific rate ratios will be applied.  

 
Missing sex-specific estimates 
 
Some studies do not report a male/female specific estimate. A decision was made to apply 

the observed sex ratios from countries that reported male and female estimates to countries 
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that reported only an overall prevalence estimate. Where possible and based on studies 

rated as being of sufficiently high quality, region-specific sex ratios will be applied 

(population-weighted if estimates were available from more than one country). 

 
 
No direct country-specific estimates of prevalence of any sort  
 
Further attempts will be made to source prevalence data for countries for which no data has 

yet been found through searching all available sources (grey literature, contacting experts, 

national and NGO websites). Where no direct estimates of any sort are available, the 

weighted region-specific estimate, derived from studies in other countries within the region, 

will be applied (population-weighted if estimates were available from more than one country). 

In the case of depression and anxiety (which includes PTSD) countries with comparable 

characteristics (e.g. engaged in conflict, suffering recent natural disasters) within the same 

region or nearby regions will be used as the basis for a derived estimate. 

 
 
No direct region-specific estimates of prevalence of any sort 
 
Further attempts will be made to source any prevalence data for that region through all 

available routes (grey literature, contacting experts, national and NGO websites). Where no 

direct estimates of any sort are available, the region will be matched to other regions (based 

on population characteristics identified through sensitivity analysis), and the weighted region-

specific estimate will be applied (population-weighted if estimates were available from more 

than one country). 

 
 
Data for 1990 or 2005 are not available. 
 
If no direct estimates are available for 1990 or 2005, but data is available for other years, 

attempts will be made to estimate any trend across time. If only one estimate is available 

and no direct estimates of trend could be made, data on trends from other countries within 

the same region will be used. 

 
 
Multiple data sources are available for the same country and time period.  
 
Where multiple studies have been reported for the same country in the same time period, 

those of low quality or not considered representative will be excluded after careful 

consideration, and the estimates from the remaining countries will be pooled and the median 

value calculated. Statistical advice will be sought on the calculation of confidence intervals 

around the derived median value. 
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Implausible estimates 
 
Where estimates reported are thought to be implausible, based on expert opinion, possibly 

due to cultural differences within the survey instrument, case ascertainment or sample 

selection, researchers will use indirect sources to compile estimates of what the prevalence 

might look like if imputations are required. This can then be used as a baseline comparison 

for the reported estimates. 

 
 
5.2     First steps of data manipulation and imputation 
 

The first steps of data manipulation, using decision rules agreed upon by the Expert group, 

have begun. Each study reporting prevalence for overall depressive disorders, was reviewed 

to determine whether multiple prevalence types were reported. Where a study was identified 

as reporting a past month and past year/lifetime prevalence estimate, all prevalence types 

from that study were collected. These estimates, which were assumed to have been 

calculated from the same sample using the same methodology, were used to calculate a 

ratio relative to the past month prevalence. Table 2 presents the ratios calculated for lifetime 

to past year to past month prevalence. Where data was collected AND REPORTED as part 

of a large international collaborative study, these ratios are reported together for the ease of 

comparison. The mean and median of the observed ratios are presented at the end of each 

list. 

 

Further investigations will be carried out to determine if region-specific ratios can be 

calculated. The median of these ratios will be used to impute data from surveys that only 

report on past year or lifetime prevalence of anxiety disorders.  Median rather than mean will 

be used to minimize the influence of extreme ratios.  Sex specific ratios will be used for 

studies that report prevalence of depressive disorders disaggregated by sex.  
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Table 3.Ratios of lifetime, past year and past month prevalence of 
Depressive Disorders. 
 
Depression        
Source LP:PYP:PMP     
  Male Female Total 
NEMESIS study (Bijl, 1998) 5.70:2.20:1 5.90:2.20:1 5.70:2.10:1 
Major Depressive Disorders in Mexico (Slone, 
2006) 2.72:1.30:1 2.79:1.33:1 2.78:1.33:1 
Icelandic Cohort Study (Stefansson, 1991 & 
1994) 2.71:1.71:1 2.90:1.35:1 2.81:1.44:1 
NIMH Epidemiologic Catchment Area Study 
(ECA) (Weissman, 1988)  - - 2.75:1.63:1 
Depressive and Bipolar Disorders in Hungary 
(Szadoczky, 1998) 5.11:2.61:1 6.16:2.73:1 5.81:2.73:1 
Mood Disorders in Rural Udmurtia, Russia 
(Pakriev, 1998) - - 1.56:1.12:1 
German Health Interview and Examination 
Survey (Jacobi, 2004) 2.64:2.03:1 3.38:2.03:1 3.05:1.91:1 
Major depression in Kunming, China (Lu, 2008) 2.39:1.21:1 2.13:1.30:1 2.11:1.17:1 
Ukraine WMH survey (Bromet,2005) 3.30:1.87:1 2.95:1.72:1 3.03:1.75:1 
Major Depressive Disorder in Edmonton, Canada 
(Spaner, 1994) - - 3.74:2.00:1 
Epidemiological Community Study of Urban 
Japan (Kawakami, 2004 & 2005) - - 2.42:2.42:1 
 ICPE Surveys       
Brazil - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 3.20:1.49:1 
Canada - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 4.37:2.26:1 
Chile - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 2.73:1.70:1 
Czech Republic - International Consortium of 
Psychiatric Epidemiology (ICPE) Surveys 
(Andrade, 2003) - - 7.80:2.00:1 
Germany - International Consortium of 
Psychiatric Epidemiology (ICPE) Surveys 
(Andrade, 2003) - - 8.85:4.00:1 
Japan - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 3.33:1.33:1 
Mexico - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 3.68:2.05:1 
Netherlands - International Consortium of 
Psychiatric Epidemiology (ICPE) Surveys 
(Andrade, 2003) - - 5.82:2.16:1 
Turkey - International Consortium of Psychiatric 
Epidemiology (ICPE) Surveys (Andrade, 2003) - - 2.03:1.13:1 
United States - International Consortium of 
Psychiatric Epidemiology (ICPE) Surveys 
(Andrade, 2003) - - 3.67:2.17:1 
  LP:PMP     
Major mental disorders in Addis Ababa, 
Ethiopia (Kebede, 1999) 1.43:1 1.29:1 1.26:1  
Major Depression in a National Community 
Sample (NCS) National Comorbidity Survey 
(Blazer, 1994) 3.34:1 3.61:1 3.48:1 
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Depression        
Epidemiological Community Study of Urban 
Japan (Kawakami, 2004 & 2005) 3.44:1 2.00:1 - 
       
  PYP:PMP     
Epidemiology of Mood Disorders in Florence 
(Faravelli, 1990) (DSM-III) 2.66:1 2.13:1 2.25:1 
Epidemiology of Mood Disorders in Florence 
(Faravelli, 1990) (DSM-III-R) - - 2.21:1 
Australian National Mental Health Survey 
(Andrews, 2001) - - 1.97:1 
        
Median 3.01:1.95:1 2.92:1.88:1 3.05:1.95:1 
Mean 3.26:1.95:1 3.45:1.85:1 3.74:1.93:1 

 
 
 
Table 4.Ratios of lifetime, past year and past month prevalence of 
Dysthymic Disorders. 
 
Dysthymia        
Source LP:PYP:PMP     
  Male Female Total 
NEMESIS study (Bijl, 1998) 3.80:1.40:1 2.60:1.40:1 3.00:1.80:1 
Ukraine WMH survey (Bromet,2005) 2.15:1.33:1 2.28:1.47:1 2.22:1.42:1 
Epidemiological Community Study of Urban 
Japan (Kawakami, 2004 & 2005) - - 2.33:1.67:1 
        
  LP:PMP     
Epidemiological Community Study of Urban 
Japan (Kawakami, 2004 & 2005) 1.57:1 3.2:1   
        
  PYP:PMP     
Epidemiology of Mood Disorders in Florence 
(Faravelli, 1990) (DSM-III) 9.81:1 2.21:1 3.00:1 
Epidemiology of Mood Disorders in Florence 
(Faravelli, 1990) (DSM-III-R) - - 3.25:1 
Australian National Mental Health Survey 
(Andrews, 2001) - - 1.22:1 
        
Median 2.15:1.4:1 2.60:1.47:1 2.33:1.74:1 
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Table 5.Ratios of Depressive Disorders to Dysthymic Disorders. 
MDD:Dysthymia Ratio 
Norwegian psychiatric epidemiological study 
(Kringlen, 2001) 1.78:1 
Epidemiology of Mood Disorders in Florence 
(Faravelli, 1990) 2.80:1 
Depressive and Bipolar Disorders in Hungary 
(Szadoczky, 1998) 3.36:1 
NIMH Epidemiologic Catchment Area Study 
(ECA) (Weissman, 1988)  1.42:1 
Major Depressive Disorder in Edmonton, Canada 
(Spaner, 1994) 5.73:1 
Ukraine WMH survey (Bromet,2005) 4.85:1 
Edmonton Epidemiological Catchment Area 
Study (Bland,1988) 0.87:1 
Australian National Mental Health Survey 
(Andrews, 2001) 3.56:1 
Dunedin Multidisciplinary Health and 
Development Study (DMHDS) (Feehan, 1994)  4.16:1 
    
Median 3.36:1 
Mean 3.17:1 

 
 
 
 
 
Table 6.Depressive disorders Urban/Rural ratios. 
Depression Urbanicity (U:R) Ratio 
Canadian Community Health Survey (Nguyen, 
2005)  1.23:1 
Korean Psychiatric Epidemiology Study (Lee, 
1990) 0.95:1 
    
Median 1.09:1 
Mean 1.09:1 
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5.2 Remission estimates - data manipulation and imputation 
 
 
Remission rates 
 
Where several remission data sources are available across different follow-up periods, the 

annualised remission rates (ARR) will be calculated and pooled as per methodology 

described by Mathers and colleagues [106] and Saha and colleagues[107]. 

 

 
 
 
 
 
 
 
 
The pooled annualised remission rate will be used across all countries. While it is 

acknowledged that remission may differ in countries where treated prevalence differs, 

insufficient data (country-specific treated prevalence and difference in remission rate by 

country) are available to estimate country- or region-specific remission rates.  

 
 
5.3 Mortality estimates - data manipulation and imputation 
 
 
Mortality rates 
 
 
The derived estimate for excess mortality will be used across all countries. While it is 

acknowledged that mortality may differ in countries where treated prevalence differs, 

insufficient data (country-specific treated prevalence and country-specific excess mortality 

estimates) are available to estimate country- or region-specific remission rates.  

 

ARR weighted (%) 

d = ∑[a*{(-ln(1 - b))/c}]/∑a 



 

 
   

34. 

References 
  
[1] Stroup DF, Berlin JA, Morton SC, Olkin I, Williamson GD, Rennie D, et al. Meta-
analysis of observational studies in epidemiology: a proposal for reporting. Meta-analysis of 
Observational Studies in Epidemiology (MOOSE) group. . JAMA. 2000;283(15):2008-12. 
[2] Rush JA, ed. Handbook of Psychiatric Measures. Washington, DC.: American 
Psychiatric Association 2000. 
[3] Wells JE, Oakley Browne MA, Scott KM, McGee MA, Baxter J, Kokaua J. 
Prevalence, interference with life and severity of 12 month DSM-IV disorders in Te Rau 
Hinengaro: The New Zealand Mental Health Survey. Australian and New Zealand Journal of 
Psychiatry. 2006;40(10):845-54. 
[4] Demyttenaere K, Bruffaerts R, Posada-Villa J. Prevalence, severity, and unmet need 
for treatment of mental disorders in the World Health Organization Mental Health Surveys. 
Journal of the American Medical Association. 2004;291:2581-90. 
[5] Endicott J, Spitzer RL, Fleiss JL, Cohen J. The Global Assessment Scale: A 
procedure for measuring overall severity of psychiatric disturbance. Archives of General 
Psychiatry Vol 33(6), Jun 1976, pp 766-771. 1976. 
[6] WMHS. World Mental Health Survey. 
[7] Kawakami N, Shimizu H, Haratani T, Iwata N, Kitamura T. Lifetime and 6-month 
prevalence of DSM-III-R psychiatric disorders in an urban community in Japan. Psychiatry 
Research. 2004 Jan;121(3):293-301. 
[8] Kawakami N, Takeshima T, Ono Y, Uda H, Hata Y, Nakane Y, et al. Twelve-month 
prevalence, severity, and treatment of common mental disorders in communities in Japan: 
Preliminary finding from the World Mental Health Japan Survey 2002-2003. Psychiatry and 
Clinical Neurosciences. 2005;59(4):441-52. 
[9] Andrade L, Caraveo-Anduaga JJ, Berglund P, Bijl RV, De Graaf R, Vollebergh W, et 
al. The epidemiology of major depressive episodes: Results from the International 
Consortium of Psychiatric Epidemiology (ICPE) Surveys. International Journal of Methods in 
Psychiatric Research. 2003;12(1):3-21. 
[10] Cho MJ, Kim JK, Jeon HJ, Suh T, Chung IW, Hong JP, et al. Lifetime and 12-month 
prevalence of DSM-IV psychiatric disorders among Korean adults. Journal of Nervous and 
Mental Disease. 2007;195(3):203-10. 
[11] Lee C, K, Wwak YS, Yamamoto J. Psychiatric epidemiology in Korea. Part II Urban 
and rural differences. J Nerv Ment Dis. 1990;178:247-52. 
[12] Shen YC, Zhang MY, Huang YQ, He YL, Liu ZR, Cheng H, et al. Twelve-month 
prevalence, severity, and unmet need for treatment of mental disorders in metropolitan 
China. Psychological Medicine. 2006;36(2):257-67. 
[13] Lee S, Tsang A, Zhang MY, Huang YQ, He YL, Liu ZR, et al. Lifetime prevalence and 
inter-cohort variation in DSM-IV disorders in metropolitan China. Psychological Medicine. 
2007;37(1):61-71. 
[14] Hwu H-G, Chang IH, Yeh E-K, Chang C-J, Yeh L-L. Major depressive disorder in 
Taiwan defined by the Chinese Diagnostic Interview Schedule. Journal of Nervous and 
Mental Disease. 1996 Aug;184(8):497-502. 
[15] Chien IC, Chou YJ, Lin CH, Bih SH, Chou P. Prevalence of psychiatric disorders 
among National Health Insurance enrollees in Taiwan. Psychiatric Services. 2004;55(6):691-
7. 
[16] Szadoczky E, Papp Z, Vitrai J, Rihmer Z, Furedi J. The prevalence of major 
depressive and bipolar disorders in Hungary. Results from a national epidemiological 
suyrvey. journal of Affective disorders. 1998;50:153-62. 
[17] Srinath S, Girimaji SC, Gururaj G, Seshadri S, Subbakrishna DK, Bhola P, et al. 
Epidemiological study of child & adolescent psychiatric disorders in urban & rural areas of 
Bangalore, India. Indian Journal of Medical Research. 2005;122(1):67-79. 
[18] Nisar N, Billboo A, Gadit AA. prevalence of depression and the associated risks 
factors among adult women in a fishing community. JPMA. 2004;54:519-. 



 

 
   

35. 

[19] Dubois V, Tonglet R, Hoyois P, Sunbaunat K, Roussaux JP, Hauff E. Household 
survey of psychiatric morbidity in Cambodia. International Journal of Social Psychiatry. 
2004;50(2):174-85. 
[20] Thai Mental Health Survey 2003: Thailand Department of Mental Health; 2003. 
[21] Andrews G, Henderson S, Hall W. Prevalence, comorbidity, disability and service 
utilisation: Overview of the Australian National Mental Health Survey. British Journal of 
Psychiatry. 2001;178:145-53. 
[22] Wilhelm K, Mitchel P, Slade T, Brownhill S, Andndrews G. Prevalence and correlates 
of DSM-IV major depression in an Austrlian national survey. Journal of Affective disorders. 
2003;75:155-62. 
[23] Hawthorne G, Goldney R, Taylor AW. Depression prevalence: is it really increasing? 
The Australian and New Zealand journal of psychiatry, 2008 Jul, 42(7):606-16. 
[24] Sawyer MG, Miller-Lewis LR, Clark JJ. The mental health of 13-17 year-olds in 
Australia: findings from the National Survey of Mental Health and Well-being. Journal of 
Youth and Adolescents. 2007;36:185-94. 
[25] Feehan M, McGee R, Shyamala Nr, Williams SM. DSM-III-R disorders in New 
Zealand. Austrlian and New Zealand Journal. 1994;28:87-99. 
[26] McGee R, Feehan M, Williams SM, Partridge F, Silva PA, Kelly J. DSM-III disorders 
in a large sample of adolecents. J Am Acad Child Adolesc Psychiatry. 1990;29(4):611-9. 
[27] McGee H, Watson D, Perry I, Barry M. SLAN: Mental Health and Well Being. Survey 
of Lifestyle, Attitudes AND Nutrition in Ireland: Main Report (SLAN). 2007:44-8. 
[28] Hankin BL, Abramson LY, Moffitt TE, Silva PA, McGee R. Development of 
Depression From Preadolescence to young Adulthood: 
Emerging Gender Differences in a 10-Year Longitudinal Study. Journal of Abnormal 
Psychology. 1998;107(1):128-40. 
[29] Kashani JH, Beck NC, Edwin W, Fallahi C, Corocan CM, McAllister JA, et al. 
Psychiatric disorders in a commmunity sample of adolescents. Am J Psychiatry. 
1987;144(5):584-98. 
[30] Wells JE, Bushnell JA, Hornblow AR, Joyce PR, Oakley-Browne MA. Christchurch 
psychiatric epidemiology study, Part I: methodology and lifetime prevelance for specific 
pyschiatric disorders. Australian and New Zealand Journal of Psychiatry. 1989;23:315-26. 
[31] Narrow WE, Rae DS, Moscicki EK, Locke BZ, Regier DA, Narrow WE, et al. 
Depression among Cuban Americans. The Hispanic Health and Nutrition Examination 
Survey. Social Psychiatry & Psychiatric Epidemiology. 1990 Sep;25(5):260-8. 
[32] Canino GJ, Bird H, Shrout PE, Rubio-Stipec M, Bravo M, Martinez R, et al. The 
prevalence of specific Psychiatric disorders in Pueto Rico. Archives of General Psychiatry. 
1987;44:727-35. 
[33] Bassoglu M, Livanou M, CrnobariÄ‡ C, FranciskoviÄ‡ T, SuljiÄ‡ E, DuriÄ‡ D, et al. 
Psychiatric and cognitive effects of war in former yugoslavia: association of lack of redress 
for trauma and posttraumatic stress reactions. JAMA : the journal of the American Medical 
Association. 2005 Aug 3;294(5):580-90. 
[34] Aluoja A, Leinsalu M, Shlik J, Vasar V, Luuk K. Symptoms of depression in the 
Estonian population: Prevalence, sociodemographic correlates and social adjustment. 
Journal of Affective Disorders. 2004;78(1):27-35. 
[35] King M, Nazareth I, Levy G, Walker C, Morris R, Weich S, et al. Prevalence of 
common mental disorders in general practice attendees across Europe. The British Journal 
of Psychiatry. 2008;192:362–7. 
[36] Pakriev S, Vasar V, Aluoja A, Saarma M, Shlik J. Prevalence of mood disorders in 
the rural population of Udmurtia. Acta Psychiatrica Scandinavica. 1998;97(3):169-74. 
[37] Bromet EJ, Gluzman SF, Paniotto VI, Webb CPM, Tintle NL, Zakhozha V, et al. 
Epidemiology of psychiatric and alcohol disorders in Ukraine: Findings from the Ukraine 
World Mental Health Survey. Social Psychiatry and Psychiatric Epidemiology. 
2005;40(9):681-90. 



 

 
   

36. 

[38] Lepine JP, Gastpar M, Mendlewics J, Tylee A. Depression in the community: the first 
pan-European study DEPRES (depression research in European society). International 
Clinical pharmacology. 1997;12(19-29). 
[39] Lorant V, Croux C, Weich S, Deliege D, Mackenbach Delie J, Ansseau M. 
Depression and socio-economic risk factors: 
7-year longitudinal population study. British Journal of Psychiatry. 2007;190:293-8. 
[40] Munk-Jørgensen P, Rasmussen I, Allgulander C, Virta A, Dahl AA, Huuhtanen M-T, 
et al. DSMPrevalence of Generalized Anxiety Disorder in General Practice in Denmark, 
Finland, Norway, and Sweden. Psychiatric Services. 2006;57(12):1738-44. 
[41] Almqvist F, Puura F, Kumpulainen K, Tuompo-Johansson E, Henttonen I, Huikko E, 
et al. Psychiatric disorders in 8–9-year-old children based on a diagnostic interview with the 
parents. European Child&Adolescent Psychiatry. 1999;8(supp 4):IV/17–IV/28. 
[42] Ayuso-Mateos JL, Vazquez-Barquero C, Dowrick D, Lehtinen V, Dalgard OS, Casey 
P, et al. Depressive disorders in Europe: Prevalence figures from the ODIN study. British 
journal of psychiatry. 2001;179:308-16. 
[43] Faravelli C, Degl'Innocenti BG, Aiazzi L, Incerpi G, et al. Epidemiology of mood 
disorders: A community survey in Florence. Journal of Affective Disorders. 1990 
Oct;20(2):135-41. 
[44] Hantouche EG, Akiskal HS, Lancernon S, Allilaire JF, Sechter D, Azorin JM, et al. 
Systematic clinical methodology for validating bipolar-II disorder: Data in mid-stream from a 
French national multisite study (EPIDEP). Journal of Affective Disorders. 1998;50:163-73. 
[45] Godin O, Dufoui C, Ritchie K, Dartigues J-F, Tzourio C, Pérès K, et al. Depressive 
Symptoms, Major Depressive Episode and Cognition in the Elderly: The Three-City Study. 
Neuroepidemiology. 2007;28:101-8. 
[46] Ritchie K, Artero S, Beluche I, Ancelin M-L, Mann AH, Dupuy A-M, et al. Prevalence 
of DSM-IV psychiatric disorder in the French elderly population. British Journal of Psychiatry. 
2004;184:147-52. 
[47] Carta M, V K, MC H, P M, S. M, B. C. Psychiatric disorders in Sardinian immigrants 
to Paris: a comparison with Parisians and Sardinians resident in Sardinia. Social Psychiatry 
& Psychiatric Epidemiology. 2002;37(3):112-7. 
[48] Akiskal HS, Akiskal KK, Lancrenon S, Hantouche EG, Fraud JP, Gury C, et al. 
Validating the bipolar spectrum in the French National EPIDEP Study: overview of the 
phenomenology and relative prevalence of its clinical prototypes. Journal of Affective 
Disorders. 2006 Dec;96(3):197-205. 
[49] Mergal R, Seidscheck I, Allgaier A-K, Moller H-J, Hegerl U, Henkel V. Depressive, 
Anxiety and Somatoform Disorders in Primary care: Prevalence and Recognition. 
Depression and Anxiety. 2007;24:185-95. 
[50] Heun R, Hein S. Risk factors of major depression in the elderly. European 
Psychiatry. 2005;20:199-204. 
[51] Wittchen H-U, Pittrow D. Prevalence, recognition and management of depression in 
primary care in Germany: the Depression 2000 study. Human Psychopharmacology. 
2002;17:s1-s11. 
[52] Oldehinkel AJ, Wittchen Hu, Schuster P. Prevalence, 20 Month Incidence and 
Outcome of Unipolar Depressive Disorders in a Community Sample of Adolescents. 
Psychological Medicine. 1999;29:655-68. 
[53] Essau CA. Course and outcome of major depressive disorder in non-referred 
adolescents. Journal of Affective Disorders. 2007;99:191-201. 
[54] Stefansson JGL, G. E BjOrnsson,  J. K., Gu6mundsdttir A. Period prevalence rates of 
specific mental disorders in an Icelandic cohort. Soc Psychiatry Psycbiatr Epidemiol. 
1994;29:119-25. 
[55] Acta PS. Prevalence of Affective Disorders at the Average AGe of 81.5 and 87 
Years. Acta Psychiatrica Scandinavica  1989;79 (s349):s78–s85. 
[56] Stefansson JG, Lindal. GE, Bjornsson JK. Lifetime Prevelence of specific mental 
disorders among people born in Iceland in 1931. Acta Psychiatr Scand. 1991;84:142-9. 



 

 
   

37. 

[57] Beekman A, T. F, Deeg DJH, Tilburg T, Smit J, Hooijer C, Tilburg W. Major and 
minor depression in later life: a study of prevalence and risk factors. Journal of Affective 
Disorders. 1995;36:65-75. 
[58] Kringlen E, Torgersen S, Cramer V, Kringlen E, Torgersen S, Cramer V. A 
Norwegian psychiatric epidemiological study. American Journal of Psychiatry. 2001 
Jul;158(7):1091-8. 
[59] Bergdahl E, Gustavsson JMC, Kallin K, von Heideken Wågert P, Lundman B, Bucht 
G, et al. Depression among the oldest old: the Umeå 85+ study. International 
Psychogeriatrics. 2005;17(4):557-75. 
[60] Angst J, Gamma A, Benazzi F, DAjdacic V, Eich D, Roessler W. toward a re-difinition 
of subthreshold bipolarity: epidemiology and proposed criteria for Bipolar-II, monor bipolar 
disorders and hypomania. 2003;73:133-46. 
[61] Angst J. The emerging epidemiology of hypomania and bipolar II disorder. Journal of 
Affective Disorders. 1998;50:143-51. 
[62] Green H, McGinnty A, Meltzer H, Ford T, Goodman R. Mental Health of Children and 
Young People in Great Britain, 2004. UK National Statistics. 2004:1-156. 
[63] Jenkins R, G. L, P. B, T. B, M. F, B. G, et al. The National Psychiatric Morbidity 
surveys of Great Britain--initial findings from the household survey. Psychological Medicine. 
1997;27(4):775-89. 
[64] Villamil E, Huppert FA, Melzer D. Low prevalence of depression and anxiety is linked 
to statutory retirement ages rather than personal work exit: A national survey. Psychological 
Medicine. 2006;36(7):999-1009. 
[65] Slone LB, Norris FH, Murphy AD, Baker CK, Perilla JL, Diaz D, et al. Epidemiology of 
major depression in four cities in Mexico. Depression and Anxiety. 2006;23(3):158-67. 
[66] Medina-Mora ME, Borges G, Lara C, Benjet C, Blanco J, Fleiz C, et al. Prevalence, 
service use, and demographic correlates of 12-month DSM-IV psychiatric disorders in 
Mexico: Results from the Mexican National Comorbidity Survey. Psychological Medicine. 
2005;35(12):1773-83. 
[67] Araya R, Rojas G, Fritsch R, Acuna J, Lewis G. Common mental disorders in 
Santiago, Chile: Prevalence and socio-demographic correlates. British Journal of Psychiatry. 
2001;178(MARCH.):228-33. 
[68] Vicente B, Rioseco P, Saldivia S, Kohn R, Torres S, Vicente B, et al. [Chilean study 
on the prevalence of psychiatric disorders (DSM-III-R/CIDI) (ECPP)]. Rev Med Chil. 2002 
May;130(5):527-36. 
[69] Andrade L, Walters EE, Gentil V, Laurenti R. Prevalence of ICD-10 mental disorders 
in a catchment area in the city of Sao Paulo, Brazil. Social Psychiatry and Psychiatric 
Epidemiology. 2002;37(7):316-25. 
[70] Fleitlich-Bilyk B, Goodman R, Fleitlich-Bilyk B, Goodman R. Prevalence of child and 
adolescent psychiatric disorders in southeast Brazil. J Am Acad Child Adolesc Psychiatry. 
2004 Jun;43(6):727-34. 
[71] Okasha A, Khalil AH, El Fiky MR. Prevalence of depressive disorders in a sample of 
rural and urban Egyptian communities. Egyptian Journal of Psychiatry. 1998;2:167-81. 
[72] Mohammadi M-R, Davidian H, Noorbala AA, Malekafzali H, Naghavi HR, 
Pouretemad HR, et al. An epidemiological survey of psychiatric disorders in Iran. Clinical 
practice and epidemiology in mental health : CP & EMH. 2005 Sep 26;1:16. Epub: 2005 Sep 
26. 
[73] Al-Jawadi AA, Abdul-Rhman S. Prevalence of childhood and early adolescence 
mental disorders among children attending primary health care centers in Mosul, Iraq: A 
cross-sectional study. BMC Public Health. 2007;7(-):275. 
[74] Karam EG, Howard DB, Karam AN, Ashkar A, Shaaya M, Melhem N, et al. Major 
depression and external stressors: The Lebanon Wars. Revue Medicale Libanaise. 
2000;12(1):6-10. 
[75] Patten s. The Duration of Major Depressive Episodes in the Canadian General 
Population Chronic Disease Canada. 2001;22(1):1-. 



 

 
   

38. 

[76] Bland RC, Newman SC, Orn H. Period prevalence of psychiatric disorders in 
Edmonton. Acta Psychiatrica Scandinavica. 1988;77(SUPPL. 338):33-42. 
[77] Levitan RD, Rector NA, Sheldon T, Goering P. Childhood Adversities Associated with 
Major Depression and/or Anxiety Disorders in a Community Sample of Ontario: Issues of 
Co-morbidity and Specificity. Depression and Anxiety. 2003;17:34-42. 
[78] FLEMING JE, OFFORD DA, BOYLE MH. Prevalence of Childhood and Adolescent 
Depression in the Community Ontario Child Health Study. British Journal of Psychiatry. 
1989;155:647-54. 
[79] Offord DR, Boyle MH, Campbell D, Goering P, Lin E, Wong M, et al. One-year 
prevalence of psychiatric disorder in Ontarians 15 to 64 years of age. Canadian Journal of 
Psychiatry. 1996;41(9):559-63. 
[80] Spaner, Bland RC, Newman SC. Major depressive Disorder. Acta Psychiatr Scand. 
1994(suppl 376):s7-s15. 
[81] Newman S, CT. S, RC B. Prevalence of depression in an elderly community sample: 
a comparison of GMS-AGECAT and DSM-IV diagnostic criteria. Psychological Medicine. 
1998;28(6):1339-45, . 
[82] Bland RC, Orn H, Newman SC. Lifetime prevalence of psychiatric disorders in 
Edmonton. Acta Psychiatrica Scandinavica. 1988;77(SUPPL. 338):24-32. 
[83] Bland RC, Newman SC, Orn H. Age and remission of psychiatric disorders. 
Canadian Journal of Psychiatry. 1997;42(7):722-9. 
[84] Lewisohn PM, Hops H, Roberts RE, Seeley JR, Seeley JR, Andrews JA. Adolescent 
Psychopathology: Prevence and Incidence of Depression and Other DSM_III_R disorders in 
High School students. Journal of Abnormal Psychology. 1993;102(1):133-44. 
[85] Regier DA, Boyd JH, Burke JD, Rae DS, Myers JK, Kramer M. One-month 
prevalence of mental Psychidisorders in the United States. Based on five epidemiologic 
catchment area sites. Arch Gen Psychiatry 1988;45:977–86. 
[86] Weissman MM, Leaf PJ, Tischler GL, Blazer DG, Karno M, Bruce ML, et al. Affective 
disorders in five United States communities. Psychological Medicine. 1988;18:141-53. 
[87] Kessler RC, Walters EE. Epidemiology of DSM-III-R Major Depression and Minor 
Depression Among Adolescents and Young adults in the National Comorbidity Survey 
Depression and Anxiety. 1998;7:3-14. 
[88] Blazer DG, Kessler RC, McGonagle KA, swartz MS. The prevelence and distribution 
of major depression in a National community sample: the National comorbidity survey. 
American Journal of Psychiatry. 1994;151(7):979-86. 
[89] Akiskal Hs, Mallya G. Criteria for the "soft" Bipolar spectrum: Treatment Implications. 
Psycopharmacology Bulletin. 1987;23(1):68-72. 
[90] Costello E, J. Child Psychiatric disorders and their correlates: A primary care 
pediatric sample. J Am Acad Child Adolesc Psychiatry. 1989:851-5. 
[91] Manning JS, Haykal RF, Connor PD, Akiskal HS. On the nature of depressive and 
anxious states in a family practice settings: the high prevalence of bipolar II and related 
disorders in a cohort followed longitudinally. Compr Psychiatry. 1997;38:102-8. 
[92] Kessler R, McGonagle K, Zhao S, Nelson CB, Hughes M, Eshleman S, et al. Lifetime 
and 12-month prevalence of DSM_III_R psychiartic disorders in the United states: Results 
from the national comorbidity survey. Arch Gen Psychiatry. 1994;51(1):8-19. 
[93] Mojtabai R, Olfson M. Major depression in community-dwelling middle-aged and 
older adults: Prevalence and 2- and 4-year follow-up symptoms. Psychological Medicine. 
2004;34(4):623-24. 
[94] Kessler RC, McGonagle KA, Swartz M, Blazer, Dan G. , Nelson CB. Sex and 
Depression in the National Comorbidity Survey I: Lifetime Prevalence, Chronicity and 
Recurrence. Journal of Affective Disorders. 1993;29:85-96. 
[95] Kebede D. Major mental disorders in Addis Ababa, Ethiopia. II. Affective disorders. 
acta psychiatr scand. 1999;100:18-23. 
[96] Dhadphale M, Cooper G, Cartwright-Taylor L. Prevalence and Presentation of 
Depressive Illness in a Primary Health Care Setting in Kenya. The American Journal of 
Psychiatry. 1989;146(5):659-61. 



 

 
   

39. 

[97] Bolton P, Neugebauer R, Ndogoni L, Bolton P, Neugebauer R, Ndogoni L. 
Prevalence of depression in rural Rwanda based on symptom and functional criteria. J Nerv 
Ment Dis. 2002 Sep;190(9):631-7. 
[98] Kim G, Torbay R, Lawry L. Basic health, women's health, and mental health among 
internally displaced persons in Nyala Province, South Darfur, Sudan. American Journal of 
Public Health. 2007;97(2):353-61. 
[99] Shaaban KMA, Baashar TA. A community study of depression in adolescent girls: 
Prevalence and its relation to age. Medical Principles and Practice. 2003;12(4):256-9. 
[100] Muhwezi WW, Agren H, Musisi S. Detection of major depression in Ugandan primary 
health care settings using simple questions from a subjective well-being (SWB) subscale. 
Social Psychiatry and Psychiatric Epidemiology. 2007;42(1):61-9. 
[101] Mayeya J, Chazulwa R, Mayeya PN, Mbewe E, Magolo LM, Kasisi F, et al. Zambia 
mental health country profile. International Review of Psychiatry. 2004;16(1-2):63-72. 
[102] Bhagwanjee A, Parekh A, Paruk Z, Petersen I, Subedar H. Prevalence of minor 
psychiatric disorders in an adult African rural community in South Africa. Psychological 
Medicine. 1998;28:1137-47. 
[103] Abas MA, Broadhead JC. Depression and anxiety among women in an urban setting 
in Zimbabwe. Psychological Medicine. 1997;27(59-71). 
[104] Gureje O, Lasebikan VO, Kola L, Makanjuola VA. Lifetime and 12-month prevalence 
of mental disorders in the Nigerian Survey of Mental Health and Well-Being. British Journal 
of Psychiatry. 2006;188(MAY):465-71. 
[105] Harris EC, Barraclough B. Excess mortality of mental disorder. British Journal of 
Psychiatry. 1998;173:11-53. 
[106] Mathers CD, Vos T, Lopez AD, Solomon J, Ezzati M, eds. National burden of disease 
studies: a practical guide. Global program on evidence for health policy. Geneva: World 
Health Organisation 2001. 
[107] Saha S, Barendregt JJ, Vos T, Whiteford H, McGrath J. Modelling disease frequency 
measures in schizophrenia epidemiology. Schizophrenia Research. 2008 Jul 7;104(1-3):246-
54. 
 



 

 
   

40. 

Appendix A 
 
Flowchart of systematic data search for Mental Disorders 
 
 
 

 
 


