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The Global Burden of Anxiety and Mood Disorders:
Putting the European Study of the Epidemiology of

Mental Disorders (ESEMeD) Findings Into Perspective

Ronald C. Kessler, Ph.D.

This article compares the preliminary, descriptive European Study of The Epidemiology of Mental
Disorders (ESEMeD) findings reported in this supplement with 8 broad patterns of results found in
previous psychiatric epidemiologic surveys. It is a systematic review of the literature on community
epidemiologic surveys of anxiety and mood disorders. It concludes that the ESEMeD findings are
broadly consistent with the patterns found in previous surveys but faults the preliminary ESEMeD
analyses for failing to distinguish cases by severity and to consider the effects of severity on need for
treatment. The fact that the ESEMeD surveys collected much richer data than previous psychiatric
epidemiologic surveys on role impairment, symptom severity, and episode duration makes it possible
to develop more useful classifications of clinical severity in future analyses. Elaborations that feature
such distinctions have the potential to substantially increase the relevance of the ESEMeD findings
for European health care policy. (J Clin Psychiatry 2007;68[suppl 2]:10–19)

lthough community epidemiologic surveys of
mental disorders have been carried out in manyA

parts of the world since shortly after World War II,1–3 the
absence of common standards and operational procedures
for diagnostic interviews has hampered efforts to make
cross-national comparisons. This situation changed in the
early 1980s with the development of the Diagnostic Inter-

view Schedule (DIS),4 the first fully structured psychiat-
ric diagnostic interview designed for use by trained inter-
viewers who are not clinicians. For the first time, the DIS
made it possible for trained lay interviewers to carry out
assessments of clinically significant mental disorders. In
addition, computerized algorithms created in conjunction
with the DIS made it possible to generate accurate di-
agnoses. The DIS was first used in the Epidemiologic
Catchment Area (ECA) study,5 a large survey of the prev-
alence and correlates of mental disorders in the United
States, and soon became the standard instrument for com-
munity epidemiologic surveys of mental disorders.

A number of surveys modeled on the ECA study
were carried out in other countries during the 1980s.6–12

These surveys were subsequently brought together in
a series of cross-national, comparative analyses of spe-
cific disorders.13–15 All of these surveys focused on Diag-
nostic and Statistical Manual of Mental Disorders, Third
Edition (DSM-III) criteria, the system on which the
DIS was based. However, the World Health Organization
(WHO) International Classification of Diseases (ICD)
system was used by the health care systems in a number
of these countries, limiting the usefulness of the DIS find-
ings. The WHO, recognizing this problem, developed a
second, fully structured, research diagnostic interview,
the WHO Composite International Diagnostic Interview
(CIDI),16 which expanded the DIS to include the ques-
tions needed to make diagnoses according to the defi-
nitions and criteria of the ICD-10 system.16 In addition,
the WHO coordinated the translation of the CIDI into
many different languages and carried out extensive cross-
national CIDI field trials to guarantee that the CIDI trans-
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lations yielded results of comparable reliability and valid-
ity across countries.17

Version 1.0 of the CIDI was released in 1990.18 Diag-
noses were made on the basis of both the DSM-III-R and
the ICD-10 criteria. The CIDI was subsequently revised to
include DSM-IV criteria.19 In the decade since it first be-
came available, the CIDI has been used in a number of
large-scale, community epidemiologic surveys throughout
the world.20–26 In recognition of this wide use, the WHO
created a research consortium—the WHO International
Consortium in Psychiatric Epidemiology (ICPE)—to
coordinate comparative analyses. The ICPE has subse-
quently generated a large body of comparative cross-
national data on the epidemiology of mental disorders.27–31

The European Study of the Epidemiology of Mental
Disorders (ESEMeD) surveys are part of the generation of
surveys using an expanded version of the CIDI that was
built on the ICPE experience. The motivation for this CIDI
expansion was the realization that the cross-national com-
parative analyses in the ICPE surveys were severely lim-
ited in that the original version of the CIDI consisted ex-
clusively of diagnostic questions and basic demographic
questions. No questions were included about risk factors,
consequences, treatment, or barriers to seeking treatment.
Although some of the ICPE surveys collected information
about these other factors, the assessments were not com-
parable, making it impossible to carry out systematic
cross-national comparisons. As additional investigators
began to contact the ICPE about carrying out new CIDI
surveys, a decision was made to expand the CIDI to re-
solve this problem by developing sections on correlates
and treatment.

In addition to including entirely new sections on risk
factors, consequences, treatment, and barriers to treat-
ment, this new version of the CIDI included questions
in the diagnostic sections to update the DSM assessment
from version III-R to version IV. It introduced a number
of impulse-control disorders to the diagnostic assessment
(e.g., intermittent explosive disorder, pathological gam-
bling, bulimia, borderline personality disorder) and ret-
rospective assessments of several important childhood
disorders (attention-deficit/hyperactivity disorder, conduct
disorder, oppositional defiant disorder, and separation anx-
iety disorder). Furthermore, important changes in the diag-
nostic sections of the CIDI improved completeness and
accuracy of reporting. These changes were based on the
cognitive interviewing methodology strategies used in the
United States National Comorbidity Survey (NCS)32,33 and
were guided by the empirical findings in the clinical cali-
brations of the NCS34 and the Munich version of the
CIDI.35 These changes improved the clinical validity of the
CIDI substantially, although they reduced the comparabil-
ity of this new version with the DIS and the original CIDI.
A more detailed discussion of these changes is presented
elsewhere.36

The new version of the CIDI was completed in 1999,
at which time WHO established a World Mental Health
(WMH) Survey Initiative, aimed at carrying out surveys
with the new CIDI (WMH-CIDI) in a representative set of
countries in all major regions of the world.37 WMH col-
laborations were established in 28 different countries. The
6 ESEMeD surveys are the WMH collaborating surveys in
Western Europe. Additional European surveys that joined
the WMH collaboration after ESEMeD have either been
completed or are currently being carried out in Bulgaria,
Israel, Northern Ireland, Romania, Scotland, Turkey, and
Ukraine. Results from these surveys will soon be available
to provide additional comparisons with the ESEMeD re-
sults. In addition, clinical calibration studies are currently
underway to validate the WMH-CIDI in a number of coun-
tries. Three ESEMeD countries are participating in this
calibration exercise (France, Italy, and Spain) along with
countries in all other major regions of the world (including
China, Colombia, India, Mexico, Nigeria, Panama, South
Africa, and the United States).

COMPARISON OF THE EUROPEAN STUDY OF THE
EPIDEMIOLOGY OF MENTAL DISORDERS RESULTS

WITH PREVIOUS FINDINGS

Comparison of the preliminary ESEMeD results with
the findings from the larger set of WMH surveys will be
the most valuable comparisons in the future. However,
only preliminary results from a small number of the other
WMH surveys are currently available. As a result, it is nec-
essary to turn to the published results from the early DIS
surveys and the more recent ICPE surveys for comparative
data. Eight broad patterns of results can be detected in the
basic descriptive epidemiologic findings from these earlier
surveys:

1. Wide variation has been found in these previous
surveys in both lifetime and recent prevalence esti-
mates of anxiety disorders (Figure 1) and mood dis-
orders (Figure 2). The ESEMeD lifetime prevalence
estimates were in the middle of this range and recent
(6- to 12-month) prevalence was somewhat lower
than average.41

2. An examination of the implicit slopes in Figures
1 and 2 shows that anxiety and mood disorders are
highly persistent consistently, as indicated indirectly
by the ratio of 6-month or 12-month to lifetime prev-
alence. Roughly 60% to 70% of survey respondents
with a lifetime anxiety disorder in these surveys
report that their anxiety has been active in the
6 to 12 months before the interview. The comparable
percentages for mood disorders are 40% to 50%. The
same general pattern holds in the ESEMeD data,
with the persistence of anxiety disorders somewhat
higher than that of mood disorders, although the
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persistence ratios for both anxiety and mood disor-
ders are lower in ESEMeD than in most of the earlier
surveys.41

3. Retrospective reports in earlier surveys have shown
that, typically, anxiety and mood disorders have
early ages at onset. Figures 3 (anxiety) and 4 (mood),
which are based on the ICPE surveys, demonstrate
substantial cross-national consistency in these pat-
terns, with estimated median ages of 15 years for
anxiety disorders and 26 years for mood disorders.

The ESEMeD data on age at onset have not yet been
reported.

4. Anxiety and mood disorders have been found in ear-
lier surveys to be highly comorbid.43,44 The vast ma-
jority of people who have a history of 1 anxiety dis-
order typically have also been found to meet criteria
for a second anxiety disorder. More than half of the
people with a history of either anxiety or mood disor-
der have been found to have both types of disorder.
Usually, anxiety has been the primary disorder

Figure 1. Lifetime and Recent (6-month or 12-month) Prevalence of Anxiety Disorders
in Previous Surveysa

aData from: Brazil, Andrade et al.26; Canada 1, Bland et al.6; Canada 2, Offord et al.38; Chile, Vicente
et al.39; Czech Republic, Dragomirecka et al.40; Germany 1, Wittchen et al.35; Germany 2, Wittchen
et al.12; Japan, Andrade et al.28; Mexico, Caraveo et al.24; The Netherlands, Bijl et al.25; Puerto
Rico, Canino et al.7; Turkey, Kýlýç22; United States 1, Kessler et al.23; United States 2,
Vega et al.21; United States 3, Robins and Regier5; Western Europe, Alonso et al.41
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Figure 2. Lifetime and Recent (6-month or 12-month) Prevalence of Mood Disorders in
Previous Surveysa

aData from: Brazil, Andrade et al.26; Canada 1, Bland et al.6; Canada 2, Offord et al.38; Chile, Vicente
et al.39; Czech Republic, Dragomirecka et al.40; Germany 1, Wittchen et al.35; Germany 2, Wittchen
et al.12; Japan, Andrade et al.28; Mexico, Caraveo et al.24; The Netherlands, Bijl et al.25; New
Zealand, Oakley-Brown et al.42; Puerto Rico, Canino et al.7; Turkey, Kýlýç22; United States 1,
Kessler et al.23; United States 2, Vega et al.21; United States 3, Robins and Regier5; Western
Europe, Alonso et al.42
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among people with a history of anxious depression.
Similar patterns have been shown in epidemiologic
studies of primary care samples45 and in clinical
samples of psychiatric patients.46 The preliminary
ESEMeD results have been strikingly similar to
these earlier findings.47

5. Analysis of retrospective age at onset reports in ear-
lier surveys has shown patterns that are consistent
with the suggestion that the lifetime prevalence of
anxiety and mood disorders has increased in recent
cohorts.30 This increase is more pronounced for
mood than for anxiety disorders and, among people
with mood disorders, more pronounced for those
with comorbid anxious depression than for those
with pure depression. No data have yet been reported
on whether similar patterns exist in the ESEMeD
surveys.

6. Anxiety and mood disorders have been found in
earlier surveys to be associated with substantial
impairments in both productive roles (e.g., work
absenteeism, work performance, unemployment, un-

deremployment) and social roles (e.g., social isola-
tion, interpersonal tensions, marital disruption).48,49

Other evidence on this issue has come into existence
over the past decade based on primary care surveys,
employer disability claims data, and clinical trials.
These studies, which have been reviewed elsewhere
for anxiety disorders50,51 and mood disorders,31,52

document consistent, extensive role impairments as-
sociated with anxiety and mood disorders. The pre-
liminary ESEMeD data reported in this supplement
support these results.

7. In addition to being associated with the indicators of
disadvantaged achievement status that follow from
impairments in productive roles (e.g., low income
and education), anxiety and mood disorders have
also been associated with disadvantaged ascribed so-
cial status (e.g., racial-ethnic minority status, female
gender). Indeed, these patterns of association have
been found in epidemiologic surveys of psychologi-
cal distress and mental disorders since the early
1950s.53,54 The ESEMeD data are consistent with
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Figure 3. Age at Onset Distributions for Any Anxiety Disorders in the International
Consortium in Psychiatric Epidemiology Surveysa

aData from Alegria et al,27 Andrade et al,28 Bijl et al,29 WHO ICPE,30 and Wang et al.31
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Consortium in Psychiatric Epidemiology Surveysa
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these previous results with regard to gender but are
weaker than previous results regarding socioeco-
nomic status. No ESEMeD data have yet been re-
ported on minority status.

8. There is evidence in the ICPE surveys that delays in
seeking professional treatment are widespread after
first onset of an anxiety or mood disorder, especially
among early-onset cases, and that only a minority of
people with prevalent disorders receive any formal
treatment.30 We are aware of only 1 study on this
issue other than in the ICPE surveys. A survey car-
ried out by ICPE investigators among members of
the Global Alliance of Mental Illness Advocacy Net-
work asked respondents about age at disorder onset
in relation to age when first receiving treatment.55

The results were consistent with those in the ICPE
surveys in finding both pervasive delays in initial
help-seeking and strong positive associations be-
tween speed of initial treatment contact and age at
onset. The ESEMeD surveys collected data that will
allow the same patterns to be studied, but these re-
sults have not yet been reported.

DIAGNOSTIC VALIDITY

Before turning to a discussion of proposed future direc-
tions of ESEMeD analyses, it is important to comment on
the validity of the ESEMeD assessment of mental disor-
ders. There are 2 key issues in comparing results of the
ESEMeD surveys with those of previous surveys. The first
is the issue of diagnostic validity: whether the instruments
used to operationalize DSM or ICD diagnoses in these sur-
veys are valid. The second is the issue of practical validity:
whether these diagnoses (even if valid in a narrow, techni-
cal sense of operationalizing the intended DSM or ICD
criteria) are valid more broadly in identifying the range of
people in need of treatment for mental disorders.

Diagnostic validity has been the focus of methodologi-
cal research since the early 1980s.56–58 As of the early
1990s, Wittchen reviewed the literature in this area,17

while a number of related reports have been published
subsequently that focus largely on the reliability or valid-
ity of revised versions of the CIDI.34,35,59–61 Three results
emerge consistently from this literature:

1. The concordance between diagnoses based on the
DIS or CIDI, compared with diagnoses based on
blind clinical reinterviews, is far from perfect, with
concordance for most diagnoses in the adequate-to-
good range using conventional standards to define
these characterizations.62 This lack of concordance
is often due to 1 or 2 criteria for a particular diag-
nosis that are inaccurately assessed in the DIS or
CIDI,59 resulting in substantially improved concor-
dance if these criteria are suppressed.

2. Substantial downward bias exists in the DIS and
early versions of the CIDI. For example, a compari-
son of results collected at baseline and 1-year
follow-up of the ECA study showed that a substan-
tial number of early-onset lifetime disorders re-
ported in the follow-up were not reported at base-
line.63 If we accept the well-known finding that
embarrassing behaviors are much more likely to be
underreported than overreported, this result is inter-
preted most plausibly as evidence of underreporting
in the baseline interview. This bias was substantial,
with up to 40% of true lifetime cases in the com-
bined 2-wave study missed in the baseline inter-
view. At least 2 plausible causes exist for this
underreporting: the tendency for people to find it
easier to recall past experiences when they are in a
mood similar to how they felt in the situation they
are being asked to recall; and the tendency for re-
spondents to vary their efforts at active memory
search for recall questions depending on their en-
gagement with the interviewer and the interview.
Extensive, experimental literature shows that these
2 processes have substantial effects on the accuracy
of responses to recall questions.64,65

3. These underreporting biases can be overcome at
least partially by the use of certain strategies devel-
oped by survey methodologists to increase motiva-
tion for active memory search and to facilitate it
when motivation exists.32,34,66 Six such strategies
were used in developing the WMH-CIDI:
A. The CIDI diagnostic stem questions for all dis-

orders were moved to the beginning of the in-
terview in a separate lifetime review section
rather than appearing at the start of each separate
diagnostic section. Such consolidation allowed
memory motivation and facilitation strategies to
be focused on these critical entry questions to
each diagnostic section and to be administered at
a point in the interview when respondents were
still fresh cognitively. It also allowed all stem
questions to be administered before respondents
became aware that endorsement of a stem ques-
tion would result in the administration of many
follow-up questions.

B. An explanation was included at the beginning of
the WMH-CIDI lifetime review section aimed at
increasing respondent understanding that serious
memory search was required to answer the life-
time stem questions.

C. Motivational components were included in this
introduction to encourage active memory search.
Specifically, respondents were told, “It is very
important for the research to get complete and
accurate answers to this next set of questions, so
please take your time and think carefully before
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answering.” Respondents were then administered
a commitment probe that asked them, with this
injunction as a background, if they were ready to
begin. Methodological research has shown that
commitment probes of this sort, in which respon-
dents are required to acknowledge their under-
standing that active memory search is needed,
along with their willingness to engage in it, sig-
nificantly improve the accuracy of responses to
survey questions that require recall.67

D. Interviewers were trained to read the stem ques-
tions slowly and deliberately. The aims of this
approach were to make sure respondents heard
all the elements of the questions, to convey the
importance of the questions, and to give respon-
dents time to begin their memory search before
the questions were finished.

E. Interviewers were trained to use feedback probes
aimed at encouraging active memory search. A
nondirective, reinforcing feedback probe such as
“Thanks, that’s very useful,” for example, was
periodically used when the respondent appeared
to be taking time to think before answering. This
sort of probe was used regardless of whether the
respondent answered yes or no to the question. A
corrective probe such as, “You answered that one
awfully quickly. Are you sure there’s not some-
thing you forgot?” was used if the respondent ap-
peared to be giving a superficial answer.

F. The stem questions were presented to respon-
dents on a card, as a visual aid aimed at improv-
ing question comprehension and focus.

A field experiment carried out in conjunction with the
NCS showed that this set of 6 strategies, when combined,
leads to a dramatic decrease in diagnostic underreporting
bias as well as to an associated increase in concordance
with diagnoses based on clinical reappraisal interviews.34

Indeed, there were no statistically significant differences
in this experiment between prevalence estimates based on
the version of the CIDI that used these methodological
strategies and prevalence estimates based on blind clinical
interviews for 12 of 14 DSM-III-R diagnoses. Further-
more, an independent investigation showed that a single
interview that adhered closely to these methodological
strategies reproduced prevalence estimates obtained by
combining data over 2 waves of a similar, fully structured
interview that did not use these strategies.63

Based on these results, one would expect, all else being
equal, that the ESEMeD prevalence estimates would be
more strongly concordant with independent clinical di-
agnoses. An ESEMeD clinical reappraisal substudy will
eventually allow us to make a definitive evaluation of this
expectation. One would also expect that the prevalence es-
timates would be higher than in previous surveys, all else

being equal. This expectation can be evaluated now. Based
on the results in Figures 1 and 2, prevalence estimates in
the ESEMeD surveys are roughly comparable with those
of earlier surveys. In considering this result, we must
recognize that the ESEMeD prevalence estimates differ
in at least 1 important respect from those obtained in
earlier surveys: the ESEMeD surveys, as a component of
the larger WHO WMH Survey Initiative, are among the
first large-scale, international, community epidemiologic
surveys to base prevalence estimates on DSM-IV criteria.
Previous DIS and CIDI surveys used DSM-II and
DSM-III-R criteria primarily. This distinction is important
because DSM-IV criteria are more strict than those in pre-
vious versions of the DSM, as a result of the more promi-
nent emphasis on the requirement that a syndrome be as-
sociated with clinically significant distress or impairment
to qualify as a disorder. Controversy exists as to the wis-
dom of this requirement, based on the observation that
many serious medical conditions, such as hypertension
and hypercholesterolemia, do not cause meaningful im-
pairment until many years after they begin.68 In any event,
this difference means that we would expect a downward
drift in ESEMeD prevalence estimates compared with ear-
lier surveys.

Another methodological issue that may have played an
important part in creating an underestimation of preva-
lence in the ESEMeD surveys involves fundamental sur-
vey conditions, 4 of which are especially relevant here:

1. The ESEMeD interviews differed from the typical
market research interviews that the professional in-
terviewers were used to carrying out. The ESEMeD
interviews were, on the whole, longer, with an aver-
age administration time of about 2 hours. However,
there was a greater range in the length of interviews
than in a typical market research scenario, with the
shortest taking just 45 minutes (for a respondent
who denied all diagnostic stem questions) and the
longest taking 4 hours (for a respondent who en-
dorsed all stem questions and had a complex psychi-
atric history).

2. The interviewers were paid per interview rather than
per hour and generally did not receive any additional
compensation for a long interview.

3. The stem-branch structure of the CIDI creates an op-
portunity for interviewers to guarantee that the inter-
view will be short merely by entering negative re-
sponses to the small number of diagnostic stem
questions that guide the interview skip logic. Bias
of this sort can occur either by interviewers con-
sciously entering negative responses even when re-
spondents answer the stem questions affirmatively
or by more subtle methods that involve using voice
tone, speed of reading the questions, or incorrect use
of the feedback probes to induce negative responses.
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4. The interviewer quality-control procedures used in
the ESEMeD surveys did not guard against this type
of downward-recording bias adequately. The re-
quired controls include supervisors’ monitoring of
the clock in the computerized software used to ad-
minister the ESEMeD interviews to make sure that
diagnostic stem questions were not rushed. They
also include supervisor telephone recontact of a
high proportion of respondents shortly after the
completion of their interviews to repeat diagnostic
stem questions and make sure that responses were
elicited correctly and recorded accurately. It should
be noted that the ESEMeD investigators specifically
contracted survey firms that had carried out surveys
with similar quality-control requirements, but the
firms did not implement these procedures with the
rigor required to prevent bias.

Preliminary data files only became available to the
ESEMeD coordinating center in Spain midway through
the completion of data collection. Staff of the coordinat-
ing center detected problems of the sort described imme-
diately when they were able to inspect the data. The
ESEMeD committee made truly heroic efforts to correct
the most egregious of these problems, including discard-
ing a nearly complete survey in 1 country based on evi-
dence that an interviewer was cheating, and conducting
the survey afresh with new fundamental survey conditions
designed to prevent a repeat of the same problems. How-
ever, it must be acknowledged that there is no foolproof
method of guarding against subtle forms of these prob-
lems when interviewers have financial disincentives to
conduct long interviews. The only truly foolproof method
to deal with this problem is to pay interviewers in a way
that removes any incentive to decrease the duration of the
interview; paying per hour or providing a financial bonus
for longer interviews are the 2 most reasonable ap-
proaches. ESEMeD used the second of these methods in
some countries once it became clear that downward bias
was a serious problem. It is almost certainly the case,
though, that some residual downward bias remains in the
data, although we have no way of knowing how large this
bias might be.

PRACTICAL VALIDITY

These considerations suggest that the ESEMeD preva-
lence estimates might be interpreted as valid lower
bounds on the true prevalence of DSM-IV disorders. Even
if this tentative conclusion is accepted, though, it remains
important to confront the issue of practical validity:
whether these estimates define the people in need of treat-
ment for mental disorders. Ever since the ECA study 2
decades ago estimated that one third of people in the gen-
eral population of the United States meet criteria for a

DSM-III mental disorder at some time in their lives, critics
have argued that these estimates are of little value for
policy-planning purposes because they encompass a much
higher proportion of the population than could be helped
with available treatment resources.69 As reported in the
last section, we now know from numerous methodological
studies that the prevalence estimates in these lay interview
surveys either underestimate, or are consistent with, those
obtained in blind clinical interviews. However, this fact is
irrelevant to the question of practical validity, as critics
who focus on practical validity call into question the
overinclusiveness of the DSM and ICD systems more than
the surveys that attempt to operationalize the diagnoses in
these systems.

In recognition of the problem that the number of people
meeting criteria for mental disorders exceeds currently
available treatment resources, several more restrictive
definitions have been proposed that can be used to reduce
the number of people qualifying for treatment. In the
United States, for example, the National Institute of Men-
tal Health’s National Advisory Mental Health Council dis-
tinguished people with Severe and Persistent Mental Ill-
ness (SPMI) from other mentally ill people and suggested
that SPMI be the focus of efforts to provide universal
mental health insurance coverage, regardless of ability to
pay.70 Many health plans in the United States have fol-
lowed suit by restricting payment of mental health treat-
ment to people with a subset of DSM disorders that they
consider to be either very serious or “biologically based.”

This is a complex issue in at least 2 ways. Firstly, it is
not obvious how to define severity. Multiple dimensions
of functioning are affected by mental disorders, and no
clear rules exist for calibrating levels across these dimen-
sions. In addition, current distress and functioning are not
the only considerations, as patients who are currently
functioning quite well nonetheless might be at extremely
high risk of serious future problems based on their risk
profile. Secondly, severity should not be the only criterion
for deciding whether a person with a mental disorder
needs treatment, as it is often possible to treat mild condi-
tions with simple short-term treatments (e.g., behavioral
treatment of specific phobia). Instead, the problem of un-
met need for treatment should be addressed by developing
comprehensive triage rules, which allocate available re-
sources according to evidence-based assessments of the
cost-effectiveness of available treatments across the sever-
ity threshold of the disorder. Severity gradients are widely
used in this way in other branches of medicine.71 In the ab-
sence of such rules, which currently do not exist, ad hoc
decision-making is inevitable.

In light of these considerations, it would be very useful
for policy planning purposes if epidemiologic surveys dis-
tinguished cases that vary in severity. Consider, for ex-
ample, the finding in the United States WMH survey that
only 21.7% of the citizens who met criteria for DSM-IV
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major depressive disorder (MDD) in the 12 months before
the interview received adequate 12-month health care
treatment for that illness.72 This low rate of treatment might
be seen as a source of considerable concern by policy-
makers in light of evidence that MDD is a seriously impair-
ing disorder31 that usually responds quite well to treat-
ment.73 However, this result is seen differently when we
examine the effects of severity (as assessed by a fully struc-
tured version of a standard clinical severity scale74) on the
probability of obtaining adequate treatment (Table 1).72

This information shows that 39.1% of people with very se-
vere MDD received adequate treatment, while adequate
treatment was successively less common at lower levels of
severity. Based on even a superficial consideration of these
results, one comes to the conclusion quickly that the sum-
mary measure of 21.7% is of little value.

A great strength of the ESEMeD surveys is that they,
like all the WMH surveys, contain very detailed assess-
ments of symptom severity and role impairment. Some
ESEMeD data on role impairment are presented in this
supplement (see Alonso and Lepine75). However, no results
have yet been reported regarding the structured screening
versions of standard symptom severity measures that were
embedded in the ESEMeD surveys. Included here, for ex-
ample, are structured screens that are able to assign ap-
proximate scores on the Hamilton Rating Scale for Depres-
sion76 and the Panic Disorder Severity Scale.77

Furthermore, we await the use of information about role
impairment and symptom severity to classify cases in
terms of overall clinical severity. This information is of ut-
most importance in the examination of treatment. While
the ESEMeD results show clearly that only a minority of
respondents with recent anxiety or mood disorders re-
ceived treatment, we do not yet know whether this is true
among people with serious or severe disorders. This kind
of disaggregated analysis of treatment as a function of
clinical severity should be a high priority for future
ESEMeD analyses.

THE IMPORTANCE OF MILD CASES

Although we have focused on the importance of distin-
guishing between mild and more serious cases, it is impor-
tant for the ESEMeD analyses to retain information about
mild cases, even though treatment guidelines (once devel-
oped) will probably define treatment of mild cases as not
being cost-effective currently. It is important to keep these
mild cases in analyses both to acknowledge that mental
disorders, like physical disorders, vary in severity and also
to remind us that the development of cost-effective treat-
ments for mild disorders might prevent a substantial pro-
portion of future serious disorders.

This fact is illustrated in a recently completed investiga-
tion that was carried out in the longitudinal component of
the United States NCS follow-up (NCS-2).78 This compo-

nent used the WMH-CIDI to reinterview a nationally repre-
sentative sample of 4375 respondents who participated a
decade earlier in the baseline NCS. For purposes of this
analysis, overall baseline 12-month prevalence was classi-
fied in terms of clinical severity: mild, moderate, serious,
and severe cases. Over half of all cases were found to be
mild. The researchers then went on to examine clinical out-
comes indicative of serious mental illness over the subse-
quent decade, such as hospitalization for an emotional
problem or a suicide attempt. Summary results are pre-
sented in Table 2.78 There is a clear gradient in risk of seri-
ous outcomes associated with baseline clinical severity.
However, risk of the outcomes is elevated among baseline
mild cases compared with noncases. Furthermore, because
of the much larger number of baseline mild cases than ei-
ther moderate or serious cases, the population-attributable
risk proportions of these outcomes due to mild cases
(10.8%–12.9%) are very similar in magnitude to those as-
sociated with baseline moderate (7.8%–13.7%) and serious
(10.7%–12.2%) cases.

As mentioned previously, formal cost-effectiveness
analysis presumably will find that currently available treat-
ments are not cost-effective for mild cases. This is because
many forms of psychiatric treatment are more effective in
reducing serious symptoms than in resolving mild symp-
toms and because of the fact that mild cases cause only a
small reduction in quality of life, meaning that the cost sav-
ings of successful treatment will be calculated as low. The
results in Table 2 remind us, though, that we need to include
risk of future serious outcomes in addition to current qual-
ity of life in cost-effectiveness calculations. Furthermore,
as new treatments that might be more effective and less ex-
pensive become available, cost-effectiveness results can
change dramatically. The WMH-CIDI was designed with
the possibility of such change in mind, recognizing that the
definitions of “unmet need for treatment” will change also.
This recognition was an important reason for including
extensive disorder-specific data on symptom severity and
role impairment in the instrument. The policy relevance of
ESEMeD will be increased substantially if these data are

Table 1. The Proportion of Respondents With 12-Month
Major Depressive Disorder Who Received Adequate Treatment
as a Function of Symptom Severity (United States World
Mental Health Survey, N = 514)a

Symptom Severityb % 95% CI

Mild 12.0 2.1 to 21.8
Moderate 15.5 11.2 to 19.8
Severe 24.6 17.7 to 31.5
Very severe 39.1 29.0 to 49.2
Total 21.7 18.1 to 25.2
χ2 23.6c

aAdapted with permission from Kessler et al.72

bSymptom severity was assessed with the Quick Inventory of
Depressive Symptomatology Self-Report (Rush et al.74).

cThe χ2 value measures the relationship between the percentage
of respondents and the 4 levels of symptom severity; p < .05
(2-sided test).
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used to refine the characterization of the descriptive epide-
miology of mental disorders in Europe.

CONCLUSIONS

The brief overview presented here shows that the pre-
liminary ESEMeD findings are, in general, consistent with
previous research. There remains great potential for the
ESEMeD surveys, as part of the larger WHO WMH Sur-
vey Initiative, to go beyond previous epidemiologic find-
ings and increase the policy relevance of results. Early
work of this sort has already been completed,79 and addi-
tional work is underway. A number of key analyses still
need to be carried out, especially basic comparisons of de-
scriptive pooled cross-national data (e.g., analysis of age
at onset distributions and trends in prevalence over succes-
sive cohorts) with other survey results.

Completion of the ESEMeD clinical reappraisal analy-
ses, to compare prevalence estimates based on the fully
structured WMH-CIDI with blind clinical diagnoses ob-
tained in reinterviews with selected ESEMeD respon-
dents, would also be useful. Ultimately, the richness of the
data captured by ESEMeD using WMH-CIDI with respect
to pathways and characteristics of treatment has the poten-
tial to provide important guidance regarding public health
interventions that could better meet treatment needs by in-
fluencing demand for or removing barriers to treatment.
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