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Objective: To provide an overview of the importance of the data generated by the European Study of the
Epidemiology of Mental Disorders (ESEMeD), which found that prevalence and burden of mood and anxi-
ety disorders were high and that care of individuals with mental disorders was suboptimal. Thus, ESEMeD
data, based on 21,425 noninstitutionalized adults from Belgium, France, Germany, Italy, the Netherlands,
and Spain who underwent computer-assisted personal interviews, confirmed previous findings from epi-
demiologic studies performed in other locations. In addition, how this large and unique dataset may be uti-
lized for maximum benefit to patients is outlined. Participants: The co-chairmen David J. Nutt, M.D., Ph.D.,
and Ronald C. Kessler, Ph.D., invited 6 faculty members to participate: Jordi Alonso, M.D., Ph.D.; Alastair
Benbow, M.B., M.R.C.P.I.; Yves Lecrubier, M.D.; Jean-Pierre Lépine, M.D.; David Mechanic, Ph.D.; and
André Tylee, M.D. Evidence: The consensus statement is based on the 6 review articles published in this
supplement, which include ESEMeD data and data from pertinent scientific literature. Consensus Process:
The faculty met over a 2-day period: day 1 included discussion of the review articles, during which the chair-
men identified issues for further debate; day 2 included discussion of key issues to arrive at a consensus
view. The consensus view was drafted by the chairmen and approved by all attendees. Conclusions:
ESEMeD provides a very important opportunity to improve knowledge on the epidemiology of mood and
anxiety disorders. Despite a decade of educational initiatives, the diagnosis and treatment of mood and anx-
iety disorders remain suboptimal. Lack of awareness and stigma surrounding mental illness, variations in
physicians’ ability to diagnose and treat psychiatric conditions, and physician time pressures all contribute to
the problem. Future education initiatives should include patients, primary care physicians, employers, and
health policy influencers. Patients with mood and anxiety disorders may benefit from targeted antidepressant
treatment, which should optimize the chance of patients’ receiving appropriate therapy. In addition, depend-
ing on the patients’ circumstances, psychotherapy, counseling, or social support may also be initiated.

(J Clin Psychiatry 2007:68[suppl 2]:42–48)

ood and anxiety disorders represent a serious
health care problem due to their high prevalenceM

in the community and high costs to both individuals and
society. Although important insights into the prevalence
and burden of these psychiatric conditions can be derived
from large-scale general population epidemiology surveys,
any potential benefit of such studies to patients or society
can be realized only if the data are easily understood, prac-
tically applied, and widely disseminated. Unfortunately,
previous studies have failed to provide this information.
For example, the World Health Organization (WHO)
Psychological Problems in General Health Care (PPGHC)
study focused only on primary care,1 whereas the Depres-
sion Research in European Society (DEPRES) study ex-
plored only a limited diagnosis range in a nonrepresenta-
tive population sample.2

The European Study of the Epidemiology of Mental
Disorders (ESEMeD) project was designed to collect im-
portant data on the prevalence and burden of, and care of
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individuals with, mental disorders across Europe.3 Data
were collected from representative samples of the adult
population in 6 countries: Belgium, France, Germany, Italy,
the Netherlands, and Spain. If the sample size (> 21,400
individuals), the range of mental disorders assessed, and
the comprehensiveness of the data collected are consid-
ered, ESEMeD is one of the largest population-based epi-
demiologic studies in mental health conducted to date.
The ESEMeD project was the result of the joint effort of
investigators from several European countries and the
WHO and was funded by the European Union Commission
and GlaxoSmithKline Pharmaceuticals (Research Triangle
Park, N.C.).

In September 2003, a roundtable meeting of experts in
the fields of psychiatry and epidemiology, including
ESEMeD Scientific Committee members, was held to dis-
cuss the first data set generated by ESEMeD and its rel-
evance to primary care physicians, psychiatrists, patients,
caregivers, health care policy makers, and employers. This
article represents the consensus of the panel on the state of
current knowledge on the prevalence and burden of mood
and anxiety disorders and their recognition and treatment.
The role of ESEMeD in addressing the unmet need in terms
of the underrecognition and undertreatment of mood and
anxiety disorders was also discussed. Finally, various edu-
cation and health care initiatives were proposed to improve
the diagnosis and care of patients with depression and
anxiety.

EPIDEMIOLOGIC SURVEYS

Epidemiologic surveys of psychiatric disorders have
been undertaken in one form or another since the middle of
the 19th century. Early surveys combined clinical and
screening interviews, but there was little consensus on the

true prevalence of a specific mental disorder due to the lack
of standardized diagnostic criteria. The introduction of the
International Statistical Classification of Diseases and
Related Health Problems, Tenth Revision (ICD-10)4 and
Diagnostic and Statistical Manual of Mental Disorders,
Third Edition (DSM-III) criteria5 provided the consistency
needed to collect rigorous epidemiologic data. However,
most epidemiologic studies were conducted in isolated
countries, with differences in methodologies making com-
parisons difficult. For example, some European studies
used ICD-10 criteria for diagnosis, whereas studies in the
United States tended to use DSM criteria. International
studies have concentrated on particular disorders and thus
have not involved a comprehensive collection of data but
rather have tended to focus mainly on prevalence data.

ESEMeD
ESEMeD has a number of unique features that make it

a valuable source of epidemiologic data (Table 1). It is the
first European survey to use DSM-IV criteria6; simulta-
neous inclusion of the ICD-10 enables direct comparison
between the 2 diagnostic instruments. Another innovation
was the fact that this survey assessed a wider spectrum of
disorders than previous studies because it also included
posttraumatic stress disorder (PTSD), Axis II disorders,
and separation anxiety. Moreover, in addition to measures
included in previous surveys (data on comorbidity, gender,
age, and country), ESEMeD also collected data that had
not previously been assessed, including data on severity,
impairment, duration, quality of treatment, and barriers to
treatment.

Also, in contrast to most previous studies, data were col-
lected on the entire adult population, including those aged
65 years and over. The sampling methodologies, compre-
hensive psychiatric instruments, and quality control proce-
dures used rendered the ESEMeD database a unique and
important source of information.7 The ESEMeD preva-
lence estimates are generally lower than those found previ-
ously, perhaps due to the fact that ESEMeD data were
based on DSM-IV and a revised version of the Composite
International Diagnostic Interview and thus yield better es-
timates.8 However, Carta and Angst9 stated that the preva-
lence rate may be underestimated in studies in which epi-
demiologic data are derived from interviews performed by
lay staff since these data reflect only the patients’ point of
view; thus, Carta and Angst believe that the diagnostic gold
standard should not be determined by data obtained by in-
terview alone. Furthermore, although the ESEMeD sample
was restricted to only the noninstitutionalized population,
the institutionalized population would be insignificant
among such a large sample.

The first data from ESEMeD show that, of subjects sur-
veyed (N = 21,425), 14.7% had a lifetime history of any
mood disorder and 14.5% had a lifetime history of any anx-
iety disorder.10,11 National surveys in the United States,10,12

Table 1. ESEMeD—A Unique Epidemiology Survey
Features Unique to ESEMeD
Use of DSM-IV diagnostic criteria
Expanded set of disorders, including PTSD, Axis II disorders,

and separation anxiety
Data on severity (clinical severity measures for each disorder,

eg, HAM-D score for depression, YBOCS score for OCD)
Data on impairment (functional disability and impairment assessed

using the SF-12 and the WHO-DAS-II)
Data on duration of disorder and treatment
Data on quality of treatment and treatment barriers

Other Features Studied
Age (data in the elderly)
Sex
Country
Treatment
Comorbidity with medical and psychiatric conditions

Abbreviations: ESEMeD = European Study of the Epidemiology of
Mental Disorders, HAM-D = Hamilton Rating Scale for Depression,
OCD = obsessive-compulsive disorder, PTSD = posttraumatic
stress disorder, SF-12 = 12-item Short Form Health Survey,
WHO-DAS-II = World Health Organization Disablement Assessment
Schedule II, YBOCS = Yale-Brown Obsessive Compulsive Scale.
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Australia,13 and the Netherlands14 have also found the
prevalence of psychiatric disorders in the general popu-
lation to be high. For example, in 2001–2002, the U.S.
National Comorbidity Survey Replication study (NCS-R)
found the lifetime prevalence of major depressive disorder
(using DSM-IV criteria) to be 16.2%.10 A high degree
of comorbidity of depression with other psychiatric disor-
ders was apparent from these surveys.10,13,14 ESEMeD also
found high levels of psychiatric comorbidity; for example,
54.2% of subjects with major depression experienced at
least 1 other mental disorder within the past year.11,15 In ad-
dition, in the NCS-R, the majority (72.1%) of patients with
lifetime major depression also had a comorbid psychiatric
disorder.10

UNDERRECOGNITION OF DEPRESSION
AND ANXIETY IN PRIMARY CARE

Despite the high prevalence of mood and anxiety disor-
ders, studies have found poor levels of recognition of these
disorders in primary care. For example, the WHO study on
psychological problems in general health care found that
49% of patients identified as suffering from major depres-
sion had not been diagnosed by their primary care physi-
cian.16 Similarly low recognition rates have also been
found for anxiety disorders.

Barriers to the Recognition of
Depression and Anxiety in Primary Care

The reasons for the low rates of recognition of mood
and anxiety orders in primary care are complex and can be
broadly classified as those pertaining to the patient and
those pertaining to the physician.

It is well known that patients who do not complain of
psychological symptoms or severe functional impairment
are much less likely to be diagnosed as having a psychiat-
ric disorder than those who present with psychological or
functional problems.17–20 However, lack of awareness and
the high level of stigma surrounding mental health prob-
lems among the general population mitigate against their
presenting to primary care with psychological symptoms.
Some patients are in denial of the presence of psychologi-
cal symptoms, and many either do not report them or as-
sume that what they are experiencing is normal given their
life experiences. Indeed, ESEMeD data show that 63.2%
of patients with mood disorders and 79.4% of patients with
anxiety disorders did not seek help from formal health care
services in the previous 12 months (Figure 1).11,21

Physical symptoms are the most common presenting
symptoms at the onset of a psychiatric disorder, and the
physician is faced with the challenge of distinguishing
physical and psychological symptoms in order to make a
diagnosis. Although the presence of multiple (more than 3
or 4) unexplained somatic symptoms is likely to be indica-
tive of a psychiatric disorder, it has an adverse effect on the

recognition of depression,22 probably because emotional
symptoms are low on the list of reported symptoms of pa-
tients who are somatizers.23 Patients reporting pain and
fatigue and patients who are frequent attenders are also
likely to have a psychiatric condition. Physicians should
consider impairment, symptom severity, and duration of
symptoms while making their diagnosis. Men who are
functionally impaired by depression have fewer depressive
symptoms than women, which could have a negative im-
pact on the detection of depression in men.24 Comorbid
psychiatric conditions or physical illness may further con-
found the diagnosis of mood and anxiety disorders. More-
over, patients frequently believe that depression is a nor-
mal mood fluctuation and often attempt to normalize their
symptoms, complicating the diagnosis.25

There is considerable variation in the ability of primary
care physicians to diagnose mental health problems, which
relates to differences in knowledge about, skills concern-
ing, and attitudes toward mental illness. Primary care phy-
sicians are also under considerable time constraints, which
may increase the likelihood of misdiagnosis of a psychiat-
ric condition since these conditions may take relatively
longer to diagnose. Some physicians also lack confidence
in managing psychiatric disorders, often due to the limited
training received in this area, and so may be averse to diag-
nosing a disorder they feel unable to treat adequately. Pri-
mary care physicians also appear to be reluctant to diag-
nose young people with a potentially chronic disorder
such as depression. In addition, once a diagnosis is made,
comorbidities tend not to be probed for. However, the
prescription of an appropriate antidepressant agent may
minimize the effect of this problem, although the recent
concerns regarding the adverse effects of antidepressant
treatment of patients with undetected bipolar disorder indi-
cate that care must be taken. While ESEMeD did not as-
sess bipolar disorder, clinicians must inquire about per-
sonal and family history regarding bipolar disorder prior to
prescribing an antidepressant without a mood stabilizer.
In addition, both cognitive-behavioral and interpersonal

Figure 1. Proportion of Individuals, by Illness Group,
Consulting Any Type of Formal Health Care Service in
the Previous 12 Months (Part II sample N = 8796)a

aData from Alonso et al.11,21
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psychotherapies are effective in treating anxiety and mood
disorders and in some cases when used in combination
with medication are more efficacious than either medica-
tion or psychotherapy alone.26,27

UNDERTREATMENT OF
MOOD AND ANXIETY DISORDERS

Data from ESEMeD indicate that mood and anxiety
disorders are still undertreated,28 supporting data from pre-
vious worldwide epidemiologic studies. Only a small pro-
portion (22.2%) of individuals with mood, anxiety, or al-
cohol disorders surveyed in ESEMeD had sought help, and
this help was mostly from a primary care physician or a
mental health professional (Figure 2).11,21 The percentage
of patients with mood or anxiety disorders who presented
to a health care professional but then did not receive any
treatment was surprisingly high at 20.7%.11,21 Further, pa-
tients were often not prescribed appropriate therapy; for
example, only 21.2% of patients with pure major depres-

sion received an antidepressant drug (Figure 3).28 (See also
the article by Alonso and Lépine,11 this supplement.) Even
when pharmacologic treatment was prescribed, many pa-
tients received inappropriate treatment, such as an anxio-
lytic agent alone for major depression (18.4%).28

Noncompliance is a further potential barrier to patients’
receiving appropriate therapy for the required duration. Pa-
tients may stop taking medication if they think that it is
causing even a mild side effect, such as constipation or
diarrhea, even though these usually will resolve quickly if
treated. In addition, many patients stop their treatment as
soon as they start to feel better, thus maximizing the risk of
relapse. The need to continue treatment to prevent relapse
must therefore be communicated at diagnosis.

CONSEQUENCES OF UNDERRECOGNITION
AND UNDERTREATMENT OF

MOOD AND ANXIETY DISORDERS

Mood and anxiety disorders are associated with high
levels of morbidity and increased mortality. Patients with
mood and anxiety disorders experience significant im-
pairment in their daily functioning,29 which means they
often have poorer social and physical functioning than
patients with chronic physical illnesses, such as diabetes
and congestive heart failure.30,31 Indeed, it is predicted
that by 2020, major depression will become the second
most disabling medical condition worldwide (after ische-
mic heart disease).32 In addition, depression and anxiety are
frequently comorbid with, and may exacerbate, physical
illnesses.

ESEMeD data confirm that psychiatric disorders are
associated with a significant level of functional disability.33

The disorders found to be associated with the highest dis-
ability risk (as measured by the mean work lost days score
during 30 days) were agoraphobia, PTSD, panic disorder,
and generalized anxiety disorder (Figure 4). Major de-
pression, specific phobia, and social anxiety disorder were
also associated with high functional disability (Figure 4).
Furthermore, the mean work lost days (WLDs) for any
mood disorder (23) and any anxiety disorder (19) were
greater than those for chronic physical conditions, such
as heart disease (18) and diabetes (12). ESEMeD also
found that the more comorbid psychiatric disorders that
are present, the greater the disability experienced by the
individual. Furthermore, disability for an individual with
major depression and comorbid agoraphobia was greater
than for an individual with major depression and comorbid
arthritis.11,33

The burden associated with depression and anxiety dis-
orders not only significantly affects the quality of life of
patients, but also has a huge impact on society, including
economic costs (discussed in more detail below). Thus,
it is important to address the underrecognition and under-
treatment of these disorders.

Figure 2. Subjects With Any Mood or Anxiety Disorder Who
Consulted Any Formal Health Care Services in the Previous
12 Months by Service Type (total N = 21,425)a

aData from Alonso et al.11,21
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Figure 3. Proportion of Patients With Any Mood Disorder,
Pure Major Depression, or Any Anxiety Disorder Treated
With Any Psychotropic, Antidepressant, Anxiolytic, or
Antipsychotic Drug in the Last 12 Months (total N = 21,425)a

aData from Alonso et al.28
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THE ROLE OF ESEMED IN
ADDRESSING THE UNMET NEED

Despite more than a decade of education initiatives,
data from ESEMeD show that the diagnosis and treatment
of mood and anxiety disorders are still suboptimal. Some
progress has been made in the care of these patients,
largely due to the availability of improved treatment op-
tions. The selective serotonin reuptake inhibitors (SSRIs)
and serotonin-norepinephrine reuptake inhibitors (SNRIs)
are recommended as first-line treatment since they are
effective and well tolerated and are consequently increas-
ingly prescribed. In addition, the SSRIs and SNRIs are ef-
fective against some of the comorbid psychiatric disorders
as well as the primary diagnosis. However, depending on
the severity, duration, patient behavior, and preferences,
counseling may also be an appropriate first-line treatment.

ESEMeD provides an unprecedented amount of data on
mood and anxiety disorders in the European general popu-
lation. Data from ESEMeD on the prevalence, underrecog-
nition, and undertreatment of these disorders agree with
previous studies conducted worldwide. Therefore, findings
derived from ESEMeD may also be applicable worldwide.
Following review of the ESEMeD data and discussion of
the reasons for the suboptimal diagnosis and treatment of
mood and anxiety disorders, we identified 4 key areas in
which the vast ESEMeD database could be used to provide
a greater understanding of the problems relating to diagno-
sis and treatment (Table 2). However, it should be noted
that the criteria used in ESEMeD differ from those used in
assessing patients for treatment, for in the latter case fac-
tors including duration, associated disability, and presence
of stressor all need to be determined.

Identification of Types of Patients That Would
Most Benefit From Diagnosis and Intervention

Data could be provided from ESEMeD on the severity
of illness and associated impairment to identify the type of
patients it is most important to treat. Identification of these
patients would release the health care team—particularly
primary care physicians—from feeling that every patient
should be questioned about his or her mental health. Data
showing the benefit for individuals and society of appro-
priately treating patients with severe depression and/or
anxiety would also be of value.

Prevention of Dropout
Society and patients need to understand that effective

treatments for mood and anxiety disorders are available. It
would therefore be of interest to discover how much “inap-
propriate” treatment of depression and anxiety across the
ESEMeD database was a result of patients’ stopping treat-
ment. Analysis of what treatment was prescribed and for
how long compared with what was taken by patients would
be of value, as would an assessment of the comorbidity of

mood and anxiety disorders with physical illness and the
extent that this affects severity of illness and impairment.

Appropriate Treatment
Education of both physicians and patients is important to

ensure that the most appropriate treatment is received. Phy-
sicians should be aware that the sole use of benzodiaze-
pines for depression is not appropriate, while education of
patients will help them to expect good quality of care. Rea-
sons for inadequacy of treatment across ESEMeD, such as
prescription of inappropriate medication (including inad-
equate dose or duration), noncompliance, and taking non-
prescribed medication, need to be explored further. Break-
down of prescribed treatment items by health care setting,
i.e., primary care physician versus psychiatrist, would show
whether differences in prescribing patterns exist.

Economic Issues
Failure to accurately diagnose and appropriately treat

and manage mood and anxiety disorders has enormous eco-
nomic impact. Depression is associated with increased ac-
cidents at work; for example, depressive symptoms have
been found to be a risk factor for accidents among agricul-

Table 2. Key Areas in Which ESEMeD Can Increase
Understanding of the Unmet Need for Improved Recognition
and Treatment of Depression and Anxiety Disorders
Key Area Target Audience

Identification of patients Health care team (including primary care
physicians, other physicians,
psychiatrists, and nurses)

Prevention of dropout Patients, media
Appropriate treatment Health care team (including primary care

physicians, other physicians,
psychiatrists, and nurses), patients, media

Economic issues Large employers, health policy influencers,
media

Abbreviation: ESEMeD = European Study of the Epidemiology of
Mental Disorders.

Figure 4. Mean Work Lost Days (WLDs) Per 30-Day Period
Due to Mental Disorder During 12 Months (Part II
sample N = 8796)a

aData from Alonso et al.11,33
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tural workers.34 Psychiatric disorders are also associated
with high levels of absenteeism, loss of productivity when
at work, and a high workforce turnover (early retirement,
leaving, being dismissed). These issues can also have ad-
verse effects on the work performance of others. In the
United States, mental disorders are the fastest growing
cause of disability, with depression being the number one
cause of work disability.35

The number of subjects affected by depression and anx-
iety disorders and the number of disability days due to
these conditions across ESEMeD could be used to calcu-
late the overall cost in disability days. These data would be
of great interest to a wide audience including large em-
ployers, health policy influencers, and the media.

EDUCATION AND HEALTH CARE INITIATIVES

Education of the general population about depression
and anxiety may help affected individuals to understand
that they have a treatable condition and reduce the stigma
associated with mental illness. This increased understand-
ing and reduced stigma would increase the number of in-
dividuals seeking help and may allow patients to more
readily express that they feel low or need help, facilitating
initial diagnosis. The stigma associated with mental ill-
ness, which can affect health care professionals as well as
patients and caregivers, is partly due to ignorance within
society and the negative imagery reinforced by the media.
Balanced documentaries or television story lines moni-
tored by professional bodies may help to alleviate miscon-
ceptions and highlight the truth about mental illness. How-
ever, media-communication is a vast industry, and so this
may have little impact; it therefore may be more sensible
to work around stigma and direct limited resources else-
where. The development of social networks—sharing
knowledge and experience with peers—may be a more
powerful tool in improving understanding of psychiatric
conditions and treatment possibilities for both health care
providers and patients. Demand management—a relatively
new concept developed in the United States—involves
educating patients about their illness prior to consultation
with their doctor. It is thought that this will empower pa-
tients to get the best care from their doctor. Patient advo-
cacy or “self-help” groups have the same aim and are com-
mon across Europe and the United States.

Other barriers to patients’ seeking help, such as surgery
waiting times, access to health care services, and the need
to take time off work to visit the doctor, are harder to over-
come and may require government initiatives. The U.K.
Department of Health, for example, is currently conduct-
ing a consultation exercise to reduce waiting time and im-
prove access. In the United States, disease management
companies are being employed by clinics to help reduce
waiting times by using strategies such as phone triage sys-
tems, the allocation of nurses to high utilizers, or the iden-

tification of high-use/high-cost patients with whose care the
management companies can assist. Other health care initia-
tives could involve publicizing online screening tools, the
use of screening as part of a multifaceted program, evalua-
tion of the economic impact, the promotion of disease man-
agement approaches for primary care, depression awareness
days, and encouraging the increased use of well-trained
counselors. However, even with the diverse differences glo-
bally, none of these health care systems is proving to be
more beneficial in the treatment of patients with mood and
anxiety disorders. In view of the huge impact of depression
and anxiety on economic productivity, occupational health
service providers must be fully aware of the best practices
in diagnosis and especially treatment of these disorders.
One option to improve outcomes is for companies to pay for
caseworkers to assist recovery of staff.

As primary care physicians vary in their interest and
knowledge of psychiatric conditions, education is key to
improving the care of patients with mood and anxiety dis-
orders. Mental health skills training, adapting nationally
derived guidelines on the detection and treatment of mood
and anxiety disorders to meet local circumstances, is impor-
tant for primary care physicians. Training in mental health
should also be improved for medical students to avoid phy-
sicians’ developing negative attitudes toward mental health
later in their career. Multidisciplinary team working and the
use of physician extenders (such as, in some instances, chi-
ropractors, acupuncturists, and counselors) should be en-
couraged to share the burden of patient management. Given
the relatively longer time needed to make a psychiatric
diagnosis, physicians should be encouraged, rather than
discouraged, to have more than one consultation with their
patient before making a diagnosis.

CONCLUSIONS

ESEMeD is a unique survey that provides an opportunity
to find out more about the epidemiology of depression and
anxiety disorders than has been known before. This knowl-
edge can be used to promote change, which will potentially
benefit both patients and society. Further, these data can be
used in the prioritization of resource allocation according to
need rather than demand.

Review of the ESEMeD data shows that, despite a dec-
ade of education initiatives, the diagnosis and treatment of
mood and anxiety disorders remain suboptimal. Lack of
awareness and the high level of stigma surrounding mental
health problems have resulted in a widespread patient reluc-
tance to present to primary care with psychological symp-
toms. Moreover, considerable variation exists in the ability
of primary care physicians to diagnose and treat mental
health problems; this variation is related to differences
in knowledge about, skills regarding, and attitudes toward
mental illness. Further, primary care physicians often feel
that they do not have the time needed to make an accurate
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psychiatric diagnosis. Education of the general population
about the prevalence of mood and anxiety disorders and
that effective treatment is available may reduce stigma sur-
rounding mental health issues and ultimately increase the
number of individuals who seek help. Graduate and post-
graduate training is also needed to improve the diagnosis
and treatment of mood and anxiety disorders in primary
care, while multidisciplinary team working should be en-
couraged to share the burden of patient management. Physi-
cians should also be encouraged to take the time needed to
make an accurate psychiatric diagnosis.

In addition, during discussion, some cross-cultural epi-
demiology, interpretation, symptom reporting, and cross-
country comparison difficulties were debated. These prob-
lems highlight the requirement for further methodological
studies to improve the reliability, validity, and cross-
cultural comparability of this type of data.

Patients with mood and anxiety disorders may benefit
from treatment with an appropriate antidepressant, psycho-
therapy, counseling, or social support. This recommen-
dation should optimize the chances that patients will re-
ceive appropriate therapy in terms of both the prescribed
therapy’s being effective and increased patient compliance.

Financial disclosure: Dr. Nutt has been a consultant for MSD, Pfizer,
GlaxoSmithKline, and Organon; has received grant/research support
from MSD, AstraZeneca, and Wyeth; has received honoraria from
Wyeth, Organon, and Lundbeck; has been on the speakers or advisory
boards for Janssen, Wyeth, and Organon; and is a stock shareholder
in GlaxoSmithKline. Dr. Kessler has been a consultant for and has re-
ceived grant/research support from GlaxoSmithKline. Dr. Benbow is an
employee of and a stock shareholder in GlaxoSmithKline. Dr. Lecrubier
has been on the speakers or advisory board of GlaxoSmithKline.
Dr. Lépine has received grant/research support from Eli Lilly,
GlaxoSmithKline, and Pfizer and has been on the speakers or advisory
boards of Pfizer, GlaxoSmithKline, Eli Lilly, and Pierre Fabre. Dr.
Mechanic has received honoraria from GlaxoSmithKline. Dr. Alonso
has received grant/research support from GlaxoSmithKline. Dr. Tylee
reports no other financial affiliation relevant to the subject of this article.

REFERENCES

1. Sartorius N, Ustun TB, Costa e Silva JA, et al. An international study of
psychological problems in primary care: preliminary report from the World
Health Organization Collaborative Project on ‘Psychological Problems in
General Health Care.’ Arch Gen Psychiatry 1993;50:819–824

2. Lepine JP, Gastpar M, Mendlewicz J, et al. Depression in the community:
the first pan-European study DEPRES (Depression Research in European
Society). Int Clin Psychopharmacol 1997;12:19–29

3. ESEMeD/MHEDEA 2000 Investigators. The European Study of the Epidemi-
ology of Mental Disorders (ESEMeD/MHEDEA 2000) project: rationale and
methods. Int J Methods Psychiatr Res 2002;11:55–67

4. World Health Organization. International Statistical Classification of Diseases
and Related Health Problems, Tenth Edition, Revised. Geneva, Switzerland:
World Health Organization; 1992

5. American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders, Third Edition. Washington, DC: American Psychiatric Association;
l980

6. American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition. Washington, DC: American Psychiatric Association;
l994

7. Alonso J, Angermeyer MC, Bernert S, et al. Sampling and methods of the
European Study of the Epidemiology of Mental Disorders (ESEMeD) project.
Acta Psychiatr Scand Suppl 2004;420:8–20

8. Alonso J, Angermeyer MC, Bernert S, et al. Prevalence of mental disorders
in Europe: results from the European Study of the Epidemiology of Mental

Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl 2004;420:21–27
9. Carta MG, Angst J. Epidemiological and clinical aspects of bipolar disorders:

controversies or a common need to redefine the aims and methodological
aspects of surveys. Clin Pract Epidemiol Ment Health 2005;1:4

10. Kessler RC, Berglund P, Demler O, et al. The epidemiology of major
depressive disorder: results from the National Comorbidity Survey Replication
(NCS-R). JAMA 2003;289:3095–3105

11. Alonso J, Lépine J-P. Overview of key data from the European Study of the
Epidemiology of Mental Disorders (ESEMeD). J Clin Psychiatry 2007;68
(suppl 2):3–9

12. Kessler RC, McGonagle KA, Zhao S, et al. Lifetime and 12-month prevalence
of DSM-III-R psychiatric disorders in the United States. Arch Gen Psychiatry
1994;51:8–19

13. Henderson S, Andrews G, Hall W. Australia’s Mental Health: an overview of
the General Population Survey. Aust N Z J Psychiatry 2000;34:197–205

14. Bijl R, Ravelli A, van Zessen G. Prevalence of psychiatric disorder in the gen-
eral population: results of The Netherlands Mental Health Survey and Incidence
Study (NEMESIS). Soc Psychiatry Psychiatr Epidemiol 1998;33:587–595

15. Alonso J, Angermeyer MC, Bernert S, et al. 12-Month comorbidity patterns
and associated factors in Europe: results from the European Study of the
Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatr Scand
Suppl 2004;420:28–37

16. Ustun TB, Sartorius N, eds. Mental Illness in General Health Care:
An International Study. Chichester, UK: John Wiley; 1995

17. Ormel J, Von Korff M, Ustun TB, et al. Common mental disorders and
disability across cultures: results from the WHO Collaborative Study on
Physiological Problems in General Health Care. JAMA 1994;272:1741–1748

18. Simon GE, Goldberg D, Tiemens BG, et al. Outcomes of recognized and
unrecognized depression in an international primary care study. Gen Hosp
Psychiatry 1999;21:97–105

19. Wittchen HU, Hofler M, Meister W. Prevalence and recognition of depressive
syndromes in German primary care settings: poorly recognized and treated?
Int Clin Psychopharmacol 2001;16:121–135

20. Furedi J, Rozsa S, Zambori J, et al. The role of symptoms in the recognition
of mental health disorders in primary care. Psychosomatics 2003;44:402–406

21. Alonso J, Angermeyer MC, Bernert S, et al. Use of mental health services in
Europe: results from the European Study of the Epidemiology of Mental
Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl 2004;420:47–54

22. Bridges KW, Goldberg DP. Somatic presentation of DSM III psychiatric
disorders in primary care. J Psychosom Res 1985;29:563–569

23. Kirmayer LJ, Robbins JM. Patients who somatize in primary care: a longitudi-
nal study of cognitive and social characteristics. Psychol Med 1996;26:937–951

24. Angst J, Gamma A, Gastpar M, et al. Gender differences in depression:
epidemiological findings from the European DEPRES I and II studies.
Eur Arch Psychiatry Clin Neurosci 2002;252:201–209

25. Kessler D, Lloyd K, Lewis G, et al. Cross sectional study of symptom
attribution and recognition of depression and anxiety in primary care. BMJ
1999;318:436–439

26. Roy-Byrne PP, Craske MG, Stein MB, et al. A randomized effectiveness trial
of cognitive-behavioral therapy and medication for primary care panic disorder.
Arch Gen Psychiatry 2005;62:290–298

27. Pediatric OCD Treatment Study (POTS) Team. Cognitive-behavior therapy,
sertraline, and their combination for children and adolescents with obsessive-
compulsive disorder: the Pediatric OCD Treatment Study (POTS) randomized
controlled trial. JAMA 2004;292:1969–1976

28. Alonso J, Angermeyer MC, Bernert S, et al. Psychotropic drug utilization
in Europe: results from the European Study of the Epidemiology of Mental
Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl 2004;420:55–64

29. Ormel J, Van Den Brink W, Koeter MWJ, et al. Recognition, management
and outcome of psychological disorders in primary care: a naturalistic
follow-up study. Psychol Med 1990;20:909–923

30. Wells KB, Sherbourne CD. Functioning and utility for current health of patients
with depression or chronic medical conditions in managed, primary care prac-
tices. Arch Gen Psychiatry 1999;56:897–904

31. Hays RD, Wells KB, Sherbourne CD, et al. Functioning and well-being out-
comes of patients with depression compared with chronic general medical
illnesses. Arch Gen Psychiatry 1995;52:11–19

32. Murray CJ, Lopez AD. Global mortality, disability, and the contribution of
risk factors: Global Burden of Disease Study. Lancet 1997;349:1436–1442

33. Alonso J, Angermeyer MC, Bernert S, et al. Disability and quality of life impact
of mental disorders in Europe: results from the European Study of the Epidemi-
ology of Mental Disorders (ESEMeD) project. Acta Psychiatr Scand Suppl
2004;420:38–46

34. Park H, Sprince NL, Lewis MQ, et al. Risk factors for work-related injury
among male farmers in Iowa: a prospective cohort study. J Occup Environ
Med 2001;43:542–547

35. Wang PS, Simon G, Kessler RC. The economic burden of depression and the
cost-effectiveness of treatment. Int J Methods Psychiatr Res 2003;12:22–33


	Table of Contents

