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Depressive disorders in Europe:

prevalence figures from the ODIN study
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Background Thisisthefirstreport
on the epidemiology of depressive
disorders from the European Outcome
of Depression International Network
(ODIN) study.

Aims To assess the prevalence of
depressive disorders in randomly selected
samples of the general population in five
European countries.

Method The study was designed as
a cross-sectional two-phase community
study using the Beck Depression
Inventory during Phase |, and the
Schedule for Clinical Assessment in
Neuropsychiatry during Phase 2.

Results An analysis of the combined
sample (n=8.764) gave an overall
prevalence of depressive disorders of
8.56% (95% C| 7.05—10.37). The figures
were 10.05% (95% CI 7.80—12.85) for
women and 6.619% (95% Cl 4.92-8.83) for
men. The centres fall into three categories:
high prevalence (urban Ireland and urban
UK), low prevalence (urban Spain) and
medium prevalence (the remaining sites).

Conclusions Depressive disorder

is a highly prevalent condition in Europe.
The major finding is the wide difference in
the prevalence of depressive disorders

found across the study sites.

Declaration of interest Funding
detailed in the Acknowledgements. GW. is
Editor of the British Journal of Psychiatry.

308

Depression has an impact on the community
greater than that of many chronic physical
diseases. Any attempt to address the public
health challenge posed by depressive dis-
orders in Europe should be based on
reliable epidemiological data which will
enable us to better understand depression
and assist us in allocating resources for
intervention. The prevalence of depression
appears to vary considerably
countries, and between urban and rural
areas (see Table 1). This variety of reported

across

outcomes could be attributable to differ-
ences in the measures used, and in the
selection and sampling of rural and urban
areas. In 1996, the European Commission
funded the Outcome of Depression Inter-
national Network (ODIN) study with two
aims: (a) to provide comparable data on
the prevalence and risk factors of depressive
disorders in rural and urban settings within
Europe, based on an epidemiological
sampling frame and using similar method-
ology; and (b) to assess the impact of two
psychological interventions on the outcome
of depression. We provide comparative
data on the prevalence of depressive dis-
orders in rural and urban settings in five
European countries, using a standardised
two-phase epidemiological survey.

METHOD

Selection of centres

Details of the study’s methodology and
organisation have been published elsewhere
(Dowrick et al, 1998). The following criteria
were used to identify suitable centres: exper-
tise in mental health epidemiological research
and/or research into strategies for the
prevention of depression; access to urban
and rural populations; and a geographical
and cultural spread across Europe. On this
basis, the project brought together five
independent partners in as many countries,
in Liverpool (UK), Dublin (Ireland), Oslo
(Norway), Turku (Finland) and Santander
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(Spain). Each centre identified one rural and
one urban setting in which to conduct its
research. Owing to funding restrictions
which arose after the study had been
designed, it was not possible to carry out
the epidemiological study in the Santander
site’s rural area. The urban areas divide into
three large coastal cities (Dublin, Liverpool
and Oslo) and two medium-sized ones
(Santander and Turku). The rural areas
were defined as having no centre of popu-
lation greater than 15 000 people, with at
least 20% of economically active citizens
engaged in occupations directly related to
agriculture, fishing or forestry. The British
rural research site was in the Welsh Vale
of Clwyd, and in Ireland it was the county
of Laois. In Norway it was the district of
Rakkestad, and in Finland the rural area
encompassed the three municipalities of
Marttila, Koskitl and Tarvasjoki.

Sampling

Target populations and sampling frames
Adults aged 18-64 years were the primary
survey population. Community

samples were identified through census
registers or lists of patients registered with

study

primary care physicians. These sampling
frames may be considered equally valid in
terms of the reliability of the data sets
(Shanks et al, 1995). Census registers may
be highly reliable at the time of collection,
but suffer from attrition over time, and the
quality of electoral registers in Britain has
been vitiated by their use for local taxation
purposes. Primary care registers, accessed
conjointly across a locality, offer a slightly
different but equally accurate representation
of the population. In the present study, the
different research teams involved made the
choice to use one sampling procedure or
the other — that is, either census records
or lists of patients registered with primary
care physicians — based on their previous
experience in community surveys. Three
centres (Oslo, Turku and Santander) had
previously achieved high response rates
through population register surveys, and
therefore used this method for Phase 1
screening in the ODIN study. Patients in
Britain and Ireland were identified through
primary health care registers, a selection
process similar to the one used in the
EURODEP study that assessed the preva-
lence of depression among those aged
>65 years at the Dublin and Liverpool
centres (Copeland et al, 1999). The Irish
research team had to reduce the scope of
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Tablel Prevalence of depression in European epidemiological studies

Country Reference Site Instrument Period Age range Gender prevalence (%)
Male Female

Greece Mavreasetal, 1986 Athens 1984 PSE | month All ages 43 10.2
Norway Sandanger et al, 1999 Norway 1989-1991 CIDI 2 weeks 20-39 0.7 3.1
40-59 0.5 4.4

60-79 1.2 79

All ages 0.7 4.3

Netherlands Bijl et al, 1998 Netherlands 1996 CIDI | month 18—64 1.9 34
Spain Vazquez-Barquero et al, 1987 Santander 1984 PSE | month >17 4.3 5.5
UK Jenkins et al, 1997 UK household survey CIS-R | week 16-54 1.7 27
54-64 20 L1

PSE, Present State Examination (Wing et al, 1974). CIDI, WHO Composite International Diagnostic Interview (Robins et al, 1988). CIS—R, Revised version of the Clinical Interview

Schedule (Lewis et al, 1992).

its intended sampling and interviewing
procedures owing to operational problems
which arose during the study. At the rural
site in Ireland, the registers of five general
practitioners were involved, out of a total
of 27; in Dublin, the registers of two
general practitioners were involved, from
a total of 390. At the British rural site,
seven of the nine practices that covered
the population area took part in the study;
in Liverpool, 32 practices of the 106 that
covered the population area participated.

In Oslo, Turku and Santander, the
sample was randomly drawn from the
population registers of the five sites (two in
Norway and Finland, one in Spain) involved
in the study. In Liverpool, a random set of
patient names was obtained from health
authorities, and interviewers contacted the
practices with which the patients were
listed. In northern Wales and Ireland, the
procedure was to identify
practices, and obtain random sets of names
from their patient lists. The entire sample
was stratified by gender and age in all the
centres.

relevant

Assessment methods
First phase

The first-phase assessment identified poss-
ible cases of depression using the Beck
Depression Inventory (BDI) (Beck et al,
1961), with a threshold score above 12
(Nielsen & Williams, 1980; Lasa et al,
2000). The BDI was combined with a
questionnaire on social support (details
available from the author upon request),
the List of Threatening Experiences (Brugha
et al, 1985) and socio-demographic details.
In Santander, the first phase was conducted

by home-based personal interview. In all
other centres, it was conducted using an
initial postal survey, with postal, then tele-
phone, then home-visit follow-ups. All
refusals were accepted, and non-responders
were contacted up to three times.

Second phase

All of those scoring at or above the BDI
threshold and a random 5% of responders
were offered detailed interviews with
research workers trained in mental health,
conducted in the participant’s language. To
date, most of the epidemiological studies
on depression in the general population
have used strict definitions of depression,
according to DSM-III/IV (American Psychi-
atric Association, 1980, 1994) and ICD-10
(World Health Organization, 1992) criteria,
focusing on the prevalence of depressive epi-
sodes or major depression. This may lead to
a tendency to consider severe/major depres-
sion as the only affective disorder worthy of
intervention. In order to overcome such a
prejudice, in our study we extended the
definition of depressive disorders to include
dysthymia and adjustment disorders with
depressive mood. The Schedule for Clinical
Assessment in Neuropsychiatry (SCAN)
Version 2.0 (World Health Organization,
1994) was used to generate diagnoses of
depressive disorders on the basis of ICD-10
and DSM-IV categories. For ICD-10, these
include single and recurrent depressive
episodes (F32, F33), bipolar and persistent
affective disorders (F31, F34) and adjust-
ment disorders with a depressive compo-
nent (F43.2). For DSM-IV, these include
depressive, bipolar and adjustment disorders
with a depressive component (codes 293.83,
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296.xx, 300.4, 309.xx, 311, V62.82). Other
instruments administered at this phase have
been described elsewhere (Dowrick et al,
1998).

Training and quality control

The diagnostic interviewers were psychia-
trists, general practitioners or psychologists.
All interviewers received an initial week-
long training course at an approved SCAN
training centre, and subsequently practised
the full diagnostic interview schedule on at
least 10 volunteers. Interrater reliability over
time was monitored by means of assessment
and feedback using a standardised video-
taped consultation. A videotape including
a full SCAN interview was used for this
exercise, supplied by the WHO-approved
SCAN training centre that trained ODIN’s
first-phase diagnostic interviewers. Each
diagnostic interviewer was asked to rate
and score the interview, then send their
score sheets to a central analysis centre
(Liverpool). Scores were compared with the
‘official’ set of ratings which accompanied
the video. The videotaped interview con-
tained 113 questions that could be rated,
and all 13 of the interviewers were included
in this exercise. A 100% agreement was
reached for overall diagnosis (moderate
depressive episode) and for diagnostic
category (F32.1). There was 70% inter-
rater agreement on scores for individual
questions.

Statistical analysis

Routine data management and descrip-
tion of the results were carried out using
SPSS 7.5 for Windows (SPSS Corporation,

309


https://doi.org/10.1192/bjp.179.4.308

AYUSO-MATEOS ET AL

1997). Prevalence estimates were carried
out using STATA Release 6.0 (Stata
Corporation, 1999) after allowing for both
the two-phase sampling procedure and
different response rates across sites through
the use of weights (Pickles et al, 1995; Dunn
et al, 1999). Information arising from the
Phase 1 screening results and the Phase 2
sampling mechanism was processed by
assigning a ‘sampling weight’ to each
individual participant, given by the inverse
of the Phase 2 sampling fraction. The
sampling weight is an indicator of how
many participants in Phase 1 are ‘repre-
sented by’ each of the Phase 2 records. We
used adjustment weights
standardise the overall prevalence estimates

in order to

at each centre for the age and gender distri-
bution of the population of Santander,
which served as our reference. Prevalence
estimates were obtained via a logistic
model, producing a symmetrical confidence
interval for the regression coefficient, and
then reversing the logistic transformation
to produce the corresponding interval for
the prevalence itself. Prevalence estimates
were calculated separately for each of the
study sites. We also carried out a meta-
analysis of the pooled data from the nine
centres to obtain an overall weighted
prevalence.

RESULTS

Sample compositions

Table 2 shows the demographic charac-
teristics across centres. The different study

samples’ age-gender compositions were
compared with those of the census popu-
lations at each of the nine study sites. There
were no significant differences between the
samples and the populations in terms of
gender at any site nor, in rural Ireland,
Norway, Finland and Santander, in terms
of age profiles. At the two British sites
and in Dublin, the samples had significantly
lower proportions of younger participants
than the census populations.

Response rates

Table 2 describes the response rate and
exclusions owing to errors in census regis-
ters or lists of patients registered with
primary care The
response rate for the first phase of the
survey was 65%, which included variations

physicians. overall

by study site, ranging from 54% (rural
Ireland) to 90% (urban Spain). The overall
response rate for the Phase 2 survey was
73%, with a variation from 55% (rural
Ireland) to 92% (rural Finland). Non-
responders were more likely to be male,
young and socio-economically disadvan-
taged. For the screening phase of the
survey, gender differences in non-response
rate were significant at P<0.05 in rural
Britain, Ireland and Norway. Response
rates increased with age.

Prevalence estimates

Figure 1 gives the weighted prevalence of
depressive disorders (ICD-10 and/or DSM-
IV criteria) for survey responders on each

Table2 Demographic characteristics of the study sample in participating centres

site, together with the 95% CIs. An analysis
of the combined sample (n=8.764) gave an
overall prevalence of 8.56% (95% CI 7.05-
10.37). The figures were 10.05% (95% CI
7.80-12.85) for women and 6.61% (95%
CI 4.92-8.83) for men. Rates in Liverpool
were more than six times higher, and in
Oslo over three times higher, than those in
There little
variation among the four rural areas, with
weighted prevalence ranging from 6.1% in
Wales to 9.3% in rural Norway. In Britain
and Ireland urban rates were two to three

Santander. was relatively

times higher than in their rural commu-
nities, but in Norway and Finland there
was little difference between the urban and
rural figures. Figures 2 and 3 show that, at
seven study sites, women present higher
proportions of depressive disorders than
men, although 95% CIs overlap at all the
centres. A higher prevalence of depressive
disorders in the female population was
found in the five urban settings. Gender
differences in prevalence were not so
evident in the rural settings.

Subtypes of depressive disorders

Table 3 shows the weighted prevalence of
the different diagnostic categories according
to the ICD-10 classification included under
the depressive disorder umbrella diagnosis
used in the ODIN study. In the global
sample, the weighted prevalence of depres-
sive episodes (F31-F33.3) was more than
higher than the
prevalence of dysthymia and adjustment
disorder. This pattern was also found at

six times weighted

UK UK Ireland Ireland Norway  Norway Finland Finland Spain Global
urban rural urban rural urban rural urban rural urban sample
Target population 307 900 24 814 299 554 28 157 308 071 4062 108 919 7738 124 261 1 211 596
Initial sample 1834 2000 46l 500 2444 2464 1500 1499 1685 14 387
Exclusions' 169 44 79 33 159 25 49 35 290 883
First phase responders (n) 90I 1239 222 250 1456 1594 969 98I 1250 8862
First phase response rate (%) 54 63 58.1 54 64 65 66 68 90 65
Female (%) 54.5 53.6 50.4 55.2 53.9 51.8 57.5 51.6 50 53.13
Age (%)
18-25 years 10.6 9.2 11.2 17.6 1.1 16.4 18.2 1.1 20.4 14.0
26-45 years 48.3 43.7 56.3 52.0 56.6 46.3 43.1 43.0 429 47.10
46—65 years 40.9 47.0 324 30.4 322 37.2 38.6 45.8 36.6 38.86
Second phase response rate 67 60 55 68 70 80 86 92 83 73
(%)

I. Subjects who had moved or died.
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each of the nine study sites, and in both
genders. Table 4 shows the weighted
prevalence of the different categories
according to the DSM-IV classification.
When DSM-IV and ICD-10 criteria were
compared, there were notable similarities
in the overall prevalence figures for all diag-
nostic categories. However, in Liverpool
and Dublin and at the rural UK site, to a
lesser extent, there is a discordance between
ICD-10 and DSM-IV diagnoses.

DISCUSSION

Limitations of the study

The apparent wide variation in prevalence
of depressive disorders among the nine
centres needs careful assessment. First of
all, the low response rate obtained at some
of the centres, that is, the UK and Ireland,
may have resulted in prevalence figures of
questionable reliability which are not rep-
resentative of the target population at these
sites. The reliability of the data derived from
community-based epidemiological studies
depends on at least two methodological
elements: (a) application of a reliable strategy
of psychopathological assessment; and (b)
the selection and assessment of a popu-
lation sample representative of the general
population. In our study, we believe that
the first condition has been met, with the
use of two psychopathological assessment
instruments (that is, the BDI and the SCAN)
that have proven high rates of validity and
reliability (Lasa et al, 2000), and which, as
discussed above, resulted in high rates of
interrater reliability, owing to the use of
appropriate training and quality-control
strategies for the psychopathological exam-
inations conducted. Regarding the other
conditioning element, its reliability rests,
first, on the elaboration of an initial sample
that is representative of the community to
be studied, for which the adequate represen-
tation of all significant population groups
must be guaranteed in the sample initially
chosen; and second, whether non-responders
who appear in the different phases of the
project (whether owing to refusal to partici-
pate or to technical difficulties) do not
introduce significant biases that are imposs-
ible to correct.

Critical analysis of the data from our
study, in which very significant morbidity
differences can be seen between some
centres, as well as excessively wide confi-
dence intervals, suggests that in some of
the participating centres, bias could have
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Fig.1 ODIN prevalence of depressive disorders in participating centres: diagnostic cases for men and women
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Fig.2 ODIN prevalence of depressive disorders in participating centres: diagnostic cases for women (95%

Cls).
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Mean; 95% CI
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Finland, rural { 4 56,1.7-16.5
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(n=574)
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Fig. 3 ODIN prevalence of depressive disorders in participating centres: diagnostic cases for men (95% Cls).

been introduced in some of these elements
of the sample designing process. Thus, with
regard to the element of guaranteeing the
design of an initially representative sample,
the differing age profiles of the surveyed
samples and census populations in Britain
and Dublin may reflect a discrepancy
between samples drawn from census and
primary care sources. Younger people
may be less likely to be registered with a
general practitioner, may be less motivated
to take part in a study and may be more
mobile and have a less structured lifestyle —
both obstacles to participation in a com-
munity study like the one presented here.
There is evidence of systematic differences
between survey responders and the popula-
tions from which they were drawn. Respon-
ders were more likely to be female, and
older, than non-responders. Both of these
factors may have introduced a bias
towards higher prevalence rates among
responders than among the survey popula-
tions. This trend may have been com-
pounded at the British sites and in Dublin,
where the primary care groups were older
than their corresponding census popula-
tions. In addition, one of the nine study
sites (Dublin) used a sample covering only
part of the city, so it is possible that
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subgroups of the wurban population
characterised by the presence of negative
psychosocial characteristics were over-
represented.

between centres may relate more to the

Some of the differences
socio-economic indices of the area sampled
than to the city as a whole.

Regarding possible bias derived from
non-responders, in our study there were
highly significant differences in the response
rates. The response rates for Phase 1 of the
community survey were more than 20%
higher in Santander than elsewhere. It is
probable that this difference reflected the
decision of the Spanish team to use an initial
home interview, rather than the initial postal
approach employed at the other centres.
This hypothesis is supported by the fact that
there was no such discrepancy in response
rates between Santander and the other
centres for the later phases of the survey,
when similar methods were used across all
centres. During the later phases, the Finnish
sites tended to have the highest response
rates. This may have been due to the
efficiency and persistence of the research
team, or to the relatively higher accept-
ability of such studies in general within
the survey sample. This problem is more
evident in urban areas than in rural ones,
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and within the former, precisely in large
cities with areas suffering from social disin-
tegration (Dublin and Liverpool) in which
the sample selection process is more com-
plicated and difficult than in middle-sized
cities.

Multinational, multi-centric epidemio-
logical studies often run into problems due
to differing sampling frames and refusal
rate levels (Copeland et al, 1999). In such
studies, each centre must, necessarily, adapt
the common research methodology in order
to meet local administrative and ethical
norms. Among other factors involved in
such adaptation are different social atti-
tudes towards collaborating in epidemio-
logical studies, the quality of population
registers, budgetary constraints, and the
experience and ability of the local research
team. The impact of these problems can
partially be minimised in the morbidity
analysis by applying appropriate statistical
strategies. We have weighted our results to
take different response rates into account;
in addition, we used adjustment weights
in order to standardise the overall preva-
lence estimates at each centre for the age
and gender distribution of Santander’s
population, which served as our standard
of reference. Nevertheless, these features
of the survey impose some limitation on
the generalisability of the findings at some
of the study sites.

Other methodological considerations
should also be considered in trying to
explain the differences that we encoun-
tered, and the wide confidence intervals at
some centres. The methodological decision
to offer diagnostic interviews to only a 5%
sample of participants below BDI cut-off
led to considerably higher standard errors
(and hence wider confidence intervals) than
would have been the case if a larger
proportion of ‘BDI-negative’ participants
had been included in the second phase of
the community survey.

Prevalence estimates

The methodology used in this project,
two-phase sampling, is a type of stratified
design that has been proposed in psychi-
atric research as an efficient way of esti-
mating prevalence of psychopathology in
large epidemiological surveys. The diagnos-
tic instrument used in the second phase of
the study is the latest version of the SCAN,
which has been presented by some authors
(Brugha et al, 1999) as closely approximating
a “clinical gold standard’.
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Table 3 Weighted prevalence of depressive disorders’ diagnostic groups in participating centres (ICD—I0

criteria)'

Depressive episode Dysthymia Adjustment disorder
Mean (95% Cl) Mean (95% Cl) Mean (95% Cl)

Finland, urban

Total 47 (3.0-7.3) 0.3 (0.1-1.1) 0.8 (0.3-1.8)

Female 6.6 (3.9-11.0) 0.4 (0.1-1.6) 1.3 (0.5-3.3)

Male 27 (1.2-6.1) 0.3 (0.04-2.3) 0.2 (0.03-1.9)
Finland, rural

Total 4.1 (1.7-9.1) 1.3 (0.7-2.4) 1.0 (0.5-2.1)

Female 38 (2.1-6.8) 1.5 (0.7-3.4) 1.9 (0.8-4.3)

Male 43 (1.0-16.9) Il (0.4-2.8) 0.1 (0.02-1.2)
Ireland, urban

Total 8.9 (3.8-19.4) 29 (0.9-8.6) 0.4 (0.05-3.5)

Female 15.2 (3.9-43.9) 39 (0.7-17.7)

Male 43 (1.2-13.9) 2.1 (0.3-10.9) 0.7 (0.08-6.5)
Ireland, rural

Total 6.2 (2.8-13.2) 0.5 (0.07-4.4) - -

Female 5.9 (2.6-16.8) - - - -

Male 8.l (2.1-26.1) 1.7 (0.1-14.2) - -
Norway, urban

Total 70 (4.6-10.4) 1.5 (0.8-2.9) 0.2 (0.03-1.9)

Female 9.4 (5.6-15.2) 2.6 (1.3-5.3) - -

Male 4.6 (2.3-8.8) 0.4 (0.1-2.1) 0.5 (0.07-3.9)
Norway, rural

Total 84 (4.0-16.8) 0.9 (0.4-1.9) - -

Female 10.0 (3.8-23.8) 0.4 (0.1-1.5) - -

Male 5.8 (3.0-10.6) 1.8 (0.7-4.6) - -
Spain, urban

Total 1.8 (1.1-3.0) 0.5 (0.2-1.2) 0.2 (0.09-0.9)

Female 1.8 (1.0-3.1) 0.7 (0.3-1.7) 0.2 (0.05-0.9)

Male 20 (0.7-5.3) - - 0.4 (0-3.5)
UK, urban

Total 15.01 (8.81-24.42) 0.2 (0.06-1.1) - -

Female 2115 (10.10-39.02) 0.5 (0.1-2.4) - -

Male 9.41 (4.98-17.07) - - - -
UK, rural

Total 4.8 (3.1-7.3) 0.3 (0.1-1.1) - -

Female 4.7 (0.2-7.9) 0.5 0.1-1.7) - -

Male 5.0 (2.4-10.0) - - - -
Global sample

Total 6.6 (5.4-8.4) 1.0 (0.6—1.4) 03 (0.1-0.5)

Female 79 (5.9-10.5) 1.0 (0.7-1.6) 03 (0.2-0.6)

Male 5.2 (3.7-7.1) 0.8 (0.4-1.7) 0.2 (0.09-0.7)

The major finding of the present study
is the wide difference in the prevalence of
depressive disorders found across the study
sites and between urban and rural centres.
Taking the genders together, the centres
fall into three categories: high prevalence

. Figures standardised to Santander age and gender distribution.

(urban Ireland and urban UK: 12.8-17.1%
respectively), low prevalence (urban Spain:
2.6%) and medium prevalence (the rest of
the sites: 6-9.3%). The study found high
proportions of depression among survey
responders in some centres, particularly
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among the female population in urban
areas. At seven of the nine study sites, the
prevalence of depressive disorders was
higher among women than among men,
confirming the results of several previous
studies (Bebbington et al, 1984; Weissman
et al, 1996). Over the past few decades,
there has been growing evidence of signifi-
cant intergender differences in the rates of
specific mental disorders (Lehtinen et al,
1990). A variety of social and medical
factors have been considered in an attempt
to explain the higher rate of depressive dis-
orders in women (Bebbington et al, 1984;
Vazquez-Barquero, 1987). Further analysis
of the data collected in the epidemiological
arm of the ODIN study will enable us to test
whether some of the gender differences in the
depressive disorders prevalence estimates
across sites could be explained by different
levels of exposure to life events and other
social factors.

When DSM-IV and ICD-10 criteria
were compared, there were notable simi-
larities in the global prevalence figures for
all diagnostic categories; however, at some
centres a discordance was found between
ICD-10 and DSM-IV diagnoses. Previous
studies have also documented discordance
between these two major psychiatric classi-
fication systems, for the diagnosis of cases
in community surveys (Andrews et al,
1999). This could be due to the ICD-10’s
lower threshold in the number of symptoms
required for the diagnosis of a depressive
episode.

Urban—rural differences

Most research on the epidemiology of
depression in Europe has been conducted
settings.
studies assessing differences in prevalence
of depression between urban and rural

in urban The few available

areas vary widely in their findings (Brown
& Prudo, 1981; Vazquez-Barquero et al,
1987; Sievewright et al, 1991). This variety
of outcomes could be attributable to differ-
ences in the measures used, and in the selec-
tion and sampling of rural and urban areas.
In the ODIN study we tried to overcome
these problems by using the same method-
ology in the urban and rural sites at
each centre. We found that the weighted
prevalence of depressive disorders among
responders in the four rural communities
was relatively uniform, ranging between
6.5% and 9.3%. However, the weighted pre-
valence in the five urban communities varied
markedly, from 2.6 % in Santander to 17.1%
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Table 4 Weighted prevalence of depressive disorders’ diagnostic groups in participating centres (DSM-IV

criteria)'

Major depressive episode Dysthymia Adjustment disorder
Mean (95% Cl) Mean (95% Cl) Mean (95% Cl)
Finland, urban
Total 47 3.1-7.3) 0.3 (0.1-1.1) 0.8 (0.3-1.8)
Female 6.6 (4.0-10.9) 0.4 (0.09-1.6) 1.3 (0.5-3.3)
Male 27 (1.2-6.0) 0.3 (0.04-2.3) 0.2 (0.03-1.9)
Finland, rural
Total 4.1 (1.8-9.1) 1.3 (0.7-2.4) 1.0 (0.5-2.1)
Female 38 (2.1-6.8) 1.5 (0.7-3.4) 1.9 (0.8-4.3)
Male 43 (1.0-16.9) Il (0.4-2.8) 0.1 (0.02-1.2)
Ireland, urban
Total 15.1 (9.1-24.5) 0.6 (0.1-2.3) 0.3 (0.07-1.3)
Female 21.3 (10.3-39.2) 1.3 (0.3-4.9) 0.3 (0.05-2.8)
Male 9.5 (5.1-17.1) - - 0.2 (0.03-1.9)
Ireland, rural
Total 5.5 (3.7-8.4) 0.3 0.1-1.1) - -
Female 5.1 (3.1-8.4) 0.5 0.1-1.7) - -
Male 6.5 (3.3-12.5) - - - -
Norway, urban
Total 70 (4.7-10.2) 1.5 (0.8-2.9) 0.2 (0.03-1.9)
Female 9.4 (5.6-15.3) 2.6 (1.3-5.2) - -
Male 4.6 (2.4-8.9) 0.4 0.1-2.1) 0.5 (0.07-3.9)
Norway, rural
Total 8.48 (4.17-16.7) 0.9 (0.4-1.9) - -
Female 10.0 (3.8-23.6) 0.4 (0.1-1.5) - -
Male 5.8l (3.1-10.5) 1.8 (0.7-4.6) - -
Spain, urban
Total 1.8 (1.1-3.0) 0.5 (0.2-1.2) 0.2 (0.1-0.5)
Female 1.8 (1.9-3.1) 0.7 (0.3-1.6) 23 (0.05-0.9)
Male 20 (0.8-5.3) - - 0.4 (0.06-3.5)
UK, urban
Total 78 (3.3-17.5) 23 (0.7-7.5) Il (0.2-5.15)
Female 14.9 (3.9-43.5) 2.6 (0.4-14.4) 1.5 (0.1-13.8)
Male 27 (0.6-10.6) 2.16 (0.4-10.9) 0.7 (0.08-6.5)
UK, rural
Total 6.1 (2.8-13.0) Il (0.2-5.0) 0.6 (0.08-4.9)
Female 5.9 (2.2-14.9) - - 1.0 0.1-7.7)
Male 6.5 (1.6-22.6) 33 (0.6-16.3) - -
Global sample
Total 6.7 (5.4-8.2) 1.0 (0.7-1.4) 0.5 (0.3-0.8)
Female 8.0 (6.1-10.5) 1.0 (0.7-1.6) 0.6 (0.3-1.2)
Male 49 (3.6-6.8) 1.0 (0.5-1.9) 0.3 (0.1-0.8)

in Liverpool and 12.8% in Dublin. These
differences in the prevalence figures suggest
that there are cultural differences or different
risk-factor profiles across countries and
sites which may affect the expression of
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. Figures standardised to Santander age and gender distribution.

the disorder. The role of psychosocial fac-
tors (mainly life events and social support)
in explaining these wide differences in the
prevalence of depressive disorder across
study sites will also be examined in later

https://doi.org/10.1192/bjp.179.4.308 Published online by Cambridge University Press

publications. Our finding of lower preva-
lence of depressive disorders in rural areas
than in urban ones, in three of the four
countries where urban and rural samples
were studied, agrees with the results of
other epidemiological studies (Crowell et
al, 1986). In Britain, the National Psychi-
atric Morbidity Survey reported higher
rates of depression in urban areas than in
rural ones, but relied on the interviewers’
opinion of whether subjects lived in an
urban, semi-rural or rural areas (Jenkins et
al, 1997). The Netherlands Mental Health
Survey and Incidence Study also found that
people living in rural regions showed lower
prevalences of mood disorders (Bijl et al,
1998).

In the ODIN study, not only did the
rural communities show a lower prevalence
of depressive disorders than the urban ones,
but the prevalence figures in rural areas
remained strikingly similar across the differ-
ent sites, whereas the urban figures varied
markedly from one country to another. A
methodological factor in our design could
have influenced this uniform distribution of
depressive disorders among rural commu-
nities in Europe found in the ODIN study.
In our methodology, ‘rural’ was defined
according to a similar socio-economic defi-
nition: rural areas were those having no
centre of population greater than 15 000
people, with at least 20% of economically
active citizens engaged in occupations
directly related to agriculture, fishing or
forestry. On the contrary, ‘urban’ was
defined solely in terms of population density
criteria. Thus, the uniform distribution of
depressive disorders across the rural sites
could be merely a reflection of a similar
distribution of socio-economic factors. On
the contrary, the heterogeneity of the preva-
lence figures in the urban sites could be
related in part to the heterogeneous socio-
economic circumstances across the study
sites. Further analysis of the ODIN sample
will enable us to study to what extent these
urban-rural differences in the prevalence of
depressive disorders may be related to
differential exposure to life events or differ-
ential levels of social support networks, as
has been recently proposed by Paykel et al
(2000).

Implications

Although the representation of European
countries is incomplete, the centres in this
study are spread between northern and
southern Europe, representing different
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religious denominations and covering main-
land areas and islands. The information
gathered in the ODIN study could be used
to evaluate needs for treatment and the
allocation of health resources. However,
some authors have raised concerns about
the health policy implications of high preva-
lence rates of psychiatric disorders for
determining treatment needs (Regier et al,
1998; Spitzer, 1998). In particular, they
question whether making a psychiatric
disorder diagnosis can be equated with
demonstrating a treatment need. It is still
unclear to what extent the psychiatric dis-
orders, as defined by rigorous criteria such
as the ICD-10 or DSM-IV used in our pro-
ject, identified in community populations
are equivalent to those identified with the
same criteria in clinical settings, or whether
they have the same clinical significance and
response to treatment. The design of the
ODIN enables us to introduce new elements
of discussion into this debate, and adds
fresh evidence that validates the ability of
epidemiological studies to identify subjects
with depressive disorders who might benefit
from therapeutic interventions. As we have
described elsewhere (Dowrick et al, 1998),
this is the first population-based study that
incorporated into its design a randomised
controlled trial of individual problem-
solving treatment and a group psychoedu-
cation programme. Participants identified
as having depression in the epidemiological
phase were offered the chance to take part
in the controlled trial, the results of which
(Dowrick et al, 2000) suggest that psycho-
logical interventions are effective in reducing
depressive caseness, symptoms and personal
disability in the short term. Thus, our preva-
lence estimates identified a segment of the
population with a depressive disorder that
could benefit from an intervention.

We believe that the data in the present
study confirm that depressive disorder is a
highly prevalent condition among work-
ing-age adults in Europe, particularly in
urban centres, and that this epidemiological
information should be used to inform and
implement equitable and effective health
policies across the continent in order to
address this public health challenge.
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