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Outcome of major depression in Ethiopia

Population-based study
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Background The outcome and impact
of major depression in developing
countries are not clear.

Aims To describe the outcome of major
depression and compare the disability and
patterns of service use among different

outcome groups.

Method
within a population-based survey of

In a case cohort study, nested

68 000 participants using the Composite
International Diagnostic Interview (CIDI),
300 participants were randomly selected
from those with current major depression
and 300 from those with no lifetime
history. Participants were re-interviewed
after 18—62 months to ascertain current
diagnosis, psychological symptoms,
disability and use of health services.

Results Of participants with major
depression at baseline 26% also met
criteria for major depression at follow up.
Mortality ratio standardised for age and
gender was 3.55 (95% CI1.97 to 6.39). All
indices of measure of disability were
significantly higher in the persistently
depressed group compared with the
completely recovered group. Participants
who had recovered partially resembled
participants with persistent depression.
Two-thirds of those with persistent
depression had not sought any help.

Conclusions Major depression was
associated with mortality and disability.
Those with residual symptoms remained

disabled. Help-seeking was unusual.
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The Global Burden of Disease (GBD)
report of the World Health Organization
(WHO)
evidence on the relative impact of health
problems worldwide (Murray & Lopez,
1996). The marked association of depres-
sion with disability, high levels of health
service use (Lepine et al, 1997; Kessler et
al, 2003) and high mortality risk (Lee &
Murray, 1988) have been reported in North
America and Europe. Low- and middle-
income countries lack resources and most

provides the best available

people with mental disorders do not receive
treatment. The outcome of major depres-
sion and its impact in such communities is
not known. Ethiopia, with a population of
70 million (Central Statistics Authority,
2000), has health service coverage of 61%
(Ethiopian Ministry of Health, 2002) and
9 psychiatrists.

Our aim was to describe the outcome of
major depression, the associated disability
and patterns of service use among different
outcome groups, in a naturalistic, prospec-
tive study of a representative case cohort
in an Ethiopian community.

METHOD

Setting

The study was carried out in the Meskan
and Mareko district in Ethiopia. The
estimated size of the district is 797 km?. It
has a total population of 227000 (Office
of Population and Housing Census
Commission, 1994) and is located 135 km
south of the capital city, Addis Ababa. As
part of an ongoing study of the course
and outcome of schizophrenia and bipolar
affective disorder, 68 378 individuals aged
15-49 years completed the Composite
International Diagnostic Interview (CIDI;
World Health Organization, 1997) in a
cross-sectional house-to-house screening
survey between March 1998 and May
2001 (Kebede et al, 2003a,b). This survey

population, excluding 9 inaccessible
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sub-districts, formed the base population
for the prospective study described here
(n=56441).

Design

The case cohort study was nested within a
population-based survey. Data from the
affective disorder module of the initial CIDI
survey were used to identify two sampling
frames. “Major depression’ included those
identified by CIDI as having major de-
pression in the past 12 months at the
time of the baseline survey (n=694). ‘No
depression’ included all those in the base-
line survey who did not meet CIDI criteria
for any lifetime depression (n=54173).
Using the Statistical Package for the Social
Sciences (SPSS) version 11.0 for Windows,
300 participants were selected at random
from each sampling frame defined at base-
line and then approached for re-assessment
18 to 52 months after baseline.

Measures
Sociodemographic status
In the baseline survey, data were collected
on each participant’s age, gender, religion,
ethnicity, status,
occupation

marital family size,

education, and monthly

income.

Psychiatric morbidity

At baseline and follow-up, mental health
status was ascertained using the CIDI 2.1,
a fully structured instrument produced by
the WHO and for use across cultures
(Sartorius & Janca, 1996). Translation
and back-translation from English to Am-
haric were completed using standard
WHO guidelines. CIDI was evaluated in
patient and community samples and re-
ported to perform well (Rashid ez al,
1996), and has been used in several studies
(Kebede et al 1999; Kebede et al, 2003a,b).

At follow-up we also used the Self
Reporting Questionnaire (SRQ-20; World
Health Organization, 1994), an instrument
developed by the WHO to detect mental
health problems in primary healthcare
attendees in low-income countries. Our
aim was to identify persistent psychiatric
morbidity that did not meet criteria for
major depression. SRQ-20 identifies symp-
toms mainly related to anxiety and depres-
sion. It has previously been validated
(Kortmann, 1988) and used in several
surveys in Ethiopia (Alem et al, 1999;
Kebede et al, 1999).
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Definitions

Major depression was defined according to
DSM-IV criteria (American Psychiatric
Association, 1994). Since the incident cases
of major depression (in the last 12 months)
at follow-up were very few (n=35) this
group was excluded from the analysis.
There were subsequently 3 groups chosen
for comparison. The no depression group
included participants with no depression
either at baseline or within the 12 months
preceding the follow-up assessment. The
group included
participants with major depression at base-

recovered  depression

line but not within the 12 months preceding
the follow-up assessment. This group was
further divided into partially recovered
(SRQ scores above the cut point) and
completely recovered (SRQ scores below
the 5/6 cut point). The persistent depression
group included participants with major
depression both at baseline and within the
past 12 months preceding the follow-up
assessment.

Information on the reason for loss to
follow-up (for example moved away, died)
was obtained from family members and
local community leaders.

Disability

The 36-item fully structured interviewer-
administered version of the World Health
Organization Disability ~ Assessment
Schedule (WHODAS-II) was used at
follow-up. WHODAS-II assessed the level
of disability and the number of days lost
from work in the past 30 days. This
measure was developed with a view to
cross-cultural validity and applicability
across a spectrum of educational back-
grounds (Vazquez-Barquero et al 2000;
Chwastiak et al, 2003). Two disability
outcomes were assessed.

Disability days referred to the propor-
tion of those reporting more than 15 dis-
ability days lost from work and normal
activities in the past month. Disability
scores assessed day-to-day functioning in
six activity domains: understanding and
communicating, getting around, self-care,
getting along with people, life activities
and participation in society. Results
provided a profile of functioning within
the domains as well as overall score.
Weighted scores ranged from 0 to 100, with
higher scores reflecting greater disability.

Use of health services

A modified version of the Client Service
Receipt Inventory (Chisholm et al, 20004)
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was used to collect data on contact with
health care services in the past 3 months.
This questionnaire was devised for use in
low- and middle-income  countries
(Chisholm et al, 2000b6), and

information on primary healthcare visits,

elicits

in-patient admission and consultation with
practitioners, including local
healers, as well as medications and

private

investigations provided as part of care.
The WHODAS-II and Client Service
Receipt Inventory were forward-translated
into Amharic and then back-translated to
English for this study. The two versions
were sent to Ethiopia to be examined by a
panel of bilingual experts. Rewording of
some of the items was carried out, and the
measures were finally re-examined by a

bilingual mental health researcher in
Ethiopia.
Procedure

Five data collectors and a coordinator, ex-
perienced in the use of CIDI, were recruited
from the district and trained in the use of
additional fully structured assessments.
Community leaders were approached to
identify study subjects. All interviews were
conducted in participants’ homes over a 4-
month period in 2002. Interviewers were
masked to the participant’s baseline status.
Data were then entered onto Epi Info™ (a
series of computer programs for analysis
of epidemiological data developed by the
US Centers for Disease Control and
Prevention) and CIDI data entry programs.

The study was reviewed and approved
by the research ethics committees in the
Institute of Psychiatry and the Department
of Community Health in Addis Ababa Uni-
versity. After complete description of the
study, informed consent was obtained from
all participants.

Analysis

Data were analysed using SPSS 11.0 soft-
ware. Three participants from the no
depression group and 5 from the major
depression group, who could not be
matched confidently with baseline data
were excluded from further analysis.
Proportions and rate ratios with 95%
CI were used to compare mortality, disabil-
ity days and health service use between the
groups. Total and domain-specific
WHODAS-II scores were treated as indi-
vidual continuous dependent variables.
The WHODAS-II score was skewed, and
so median and interquartile ranges were
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computed for each outcome group to de-
scribe the distribution. A non-parametric
Mann-Whitney U-test compared score dis-
tributions between the outcome groups,
two-tailed tests were used and P-values pre-
sented. The generalised linear model
(GLM) assessed variance of WHODAS-II
score (log-transformed) explained by de-
pression status at follow-up, adjusting for
age, gender and socioeconomic status and
partial eta-squared value given. The Scheffé
test compared the different outcome groups.

RESULTS

Characteristics of participants
selected for follow-up

Most participants were farmers or house-
wives, earning less than 100 Birr/month
(equivalent to US$18/month) (Table 1).
Major depression at baseline was signifi-
cantly associated with male gender
(x?=5.2, 1d.f., P=0.02) and older age
(x?=13.5, 1d.f., P=0.000), but not with

occupation or monthly income.

Follow-up

Of 600 participants, 423 were re-
interviewed between 18 and 52 months
after baseline, giving an overall follow-up
proportion of 70.5%. This proportion was
similar to the proportion of those with no
depression (71.0%) and with major depres-
sion (70.0%) at baseline. The reasons for
loss to follow-up were also similar between
these groups, except for the proportions
known to have died (see below under
impact of depression). Overall loss to
follow-up was significantly higher in the
15-19 years’ age group (37.1%), in people
who were not from major tribal groups in
Butajira (38.3%), in those who had never
been married (40.8%) and in those with
no children (38.5%).

Major depression at follow-up

Among the 210 participants with no de-
pression at baseline, 5 (2.4%) had major
depression at the time of the follow-up
assessment or within the previous 12-
month period (incident major depression),
and these were excluded from subsequent
analyses. The remaining 205 participants
(97.6%) had no significant depressive
symptoms at the time of the follow-up
assessment, or within the previous 12-
month period (no depression). However,
there were 9 participants (4.3%) who had


https://doi.org/10.1192/bjp.bp.105.013417

Table |

OUTCOME OF MAJOR DEPRESSION IN ETHIOPIA

Baseline sociodemographic characteristics of patients selected for follow-up

Characteristic No depression Major depression Total
n=300 n=300 n=600
n (%) n (%) n (%)

Gender

Female 155 (51.7) 127 (42.3) 282 (47.0)

Male 145 (48.3) 173 (57.7) 318 (53.0)
Age group (years)

15-19 74 (24.7) 31 (10.3) 105 (17.5)

20-29 94 (31.3) 113 (37.7) 207 (34.5)

30-39 84 (28.0) 85 (28.3) 169 (28.2)

40-49 48 (16.0) 71 (23.7) 119 (19.8)
Occupation

Farmer 115 (38.3) 128 (42.7) 243 (40.5)

Housewife 86 (28.7) 63 (21.0) 149 (24.8)

Other' 99 (33.0) 109 (36.3) 208 (34.7)
Monthly income (Birr/month)

None 83 (27.7) 89 (29.7) 172 (28.7)

1-100 163 (54.3) 156 (52.0) 319 (53.2)

101200 41 (13.7) 46 (15.3) 87 (14.5)

>201 13 (4.3) 9 (3.0) 22 (3.7)
Followed-up (%)

Yes 213 (71.0) 210 (70.0) 423 (70.5)

No 87 (29.0) 90 (30.0) 177 (29.5)

I. Includes student, daily labourers, government employee and small traders.

major depression after baseline assessment
but before the 12-month follow-up assess-
ment. Among the 205 participants with
major depression at baseline, 54 (26.3%)
had major depression at the time of the
follow-up assessment, or within the pre-
vious 12-month period (persistent major
depression), 27 (13.2%) had no major
depression at follow-up but did have
more than 5 SRQ symptoms (partially
recovered), the 124
(60.5%) had no significant depressive
symptoms (completely recovered).

and remaining

Methodological factors
influencing outcome

Among those with major depression there
was no association between outcome status
and mean duration of follow-up, which for
those with persistent major depression was
30.1 months (s.d.=9.3 months), and for
those partially or completely recovered
was 32.7 months (s.d.=11.0 months), a
mean difference of 2.5 months (95% CI
—0.5 to 5.6 months). According to the
protocol of the Butajira baseline study, all
participants with major depression that
was subsequently confirmed by clinicians
Schedules Clinical in

for Assessment

Neuropsychiatry (SCAN) interview were
offered tricyclic antidepressants, primarily
amytriptyline. However, compliance was
poor, with only 25% remaining in contact
for half or more of the follow-up period.
Of the cases of major depression included
in this follow-up, 42 (20.5%) were clini-
cally confirmed using SCAN in the baseline
phase. The outcome, measured as persis-
tence of depression, was worse in SCAN-
positive cases (rate ratio 2.11, 95% CI
1.35-3.28).

The impact of major depression
and subclinical symptoms

Mortality

Over the follow-up period, 2 (0.7%) of the
participants with no depression and 9
(3.0%) of the participants with major de-
pression were reported to have died. The
mortality ratio standardised for age and
gender was 3.55 (95% CI 1.97-6.39).

Disability days

Within the 30 days preceding the follow-up
assessment, 15 or more disability days were
reported by 14 (6.8%) of those with no

depression, 6 (4.8%) of those with
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completely recovered depression, by 13
(48.1%) of those with partly recovered
depression and 24 (44.4%) of those with
persistent depression. The prevalence ratio
those with persistent depression,
compared with those with no depression,
was 6.51 (95% CI 3.62-11.71). There
was no significant difference between the
group with persistent depression and the

for

partially recovered group (prevalence ratio
0.92; 95% CI 0.50-1.51), or between those
with no depression and the completely
recovered group (prevalence ratio 0.71;
95% CI 0.28-1.80).

Disability

WHODAS-II disability scores were posi-
tively skewed in all groups. The median
(and interquartile range) was 0.0 (0.0-0.0)
for those who were not depressed, 0.0
(0.0-5.4) for those who had recovered
and 19.8 (0.0-44.8) for those with persis-
tent depression. Disability scores were
significantly higher in the recovered group
than in those with no depression (Mann—
Whitney U-test; Z=—3.5, P=0.001), and
those with persistent depression
compared with those who had recovered
(Mann-Whitney U-test; Z=-35.8,
P<0.001). After log transformation of the
overall WHODAS disability score, using a
Scheffeé
between-group comparisons, the group
with persistent depression did not differ
significantly from the partially recovered

in

test to account for multiple

group (P=0.27). However, both the group
with persistent depression (P<0.0001)
and the partially recovered group
(P=0.004) were
impaired than the completely recovered
group. Depression status at follow-up
explains 27.5% (partial eta squared) of
the variance in WHODAS-II without
adjustment, and 26.6% when adjusted
for age, gender and income.

Individual disability domain scores

significantly  more

were significantly greater for those with
persistent depression than for those who
had completely recovered in all 6 domains
of functioning (Mann-Whitney U-test,
P<0.001). Further analysis, within the
recovered group, identified no significant
difference in the profile of domain scores
between those with persistent depression
and the partially recovered, other than
mobility disability, which was higher in
the partially recovered (P=0.02), and dis-
ability in getting on with others, which
was greater in the group with persistent
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Table2 WHODAS-II total and domain-specific scores by clinical outcome status

Clinical outcome status Never depressed
(n=205)

Mean, median (IQR)

Completely recovered
(n=124)
Mean, median (IQR)

Partially recovered
(n=27)
Mean, median (IQR)

Persistently depressed
(n=54)
Mean, median (IQR)

WHODAS-II domain

16.1, 0.0(0.0-0.0)
243, 12.5 (0.0-43.8)
0.7, 0.0(0.0-0.0)
0.6, 0.0(0.0-0.0)
47.8,50.0 (0.0-80.0)
32.0, 35.0 (0.0-50.0)
20.5,21.5 (7.6-21.7)

27.4,20.0 (0.0-55.0)
13.0, 0.0 (0.0-14.06)
6.5, 0.0(0.0-0.0)
16.8, 0.0 (0.0-18.8)
40.6, 35.0 (0.0-90.0)
37.9,30.0 (0.0-66.3)
247, 19.6 (0.0-44.8)

Understanding 2.1,0.0 (0.0-0.0) 0.73, 0.0 (0.0-0.0)
Mobility 2.4,0.0 (0.0-0.0) 2.5, 0.0(0.0-0.0)
Self-care 0.5, 0.0 (0.0-0.0) 0.2, 0.0(0.0-0.0)
Getting on with others 0.5, 0.0 (0.0-0.0) 0.8, 0.0(0.0-0.0)
Life activity 7.2,0.0 (0.0-0.0) 5.5, 0.0(0.0-0.0)
Participation 3.8,0.0 (0.0-0.0) 3.3, 0.0(0.0-0.0)
Total score 2.7,0.0 (0.0-0.0) 2.1, 0.0(0.0-0.0)
Using healthcare provision (%)
Government primary care 6.3 89
Private healthcare 6.8 4.0
Traditional healer 0.5 4.0
Any health service 12.2 16.1

74 16.7
37 9.3
1L 74
222 334

IQR, interquartile range; WHODAS-II, World Health Organization Disability Assessment Schedule.

depression (P=0.003). The partially re-
covered group had significantly more dis-
ability (P<0.001) than the completely
recovered group in all domains of
WHODAS-II except in self care and getting
on with others, which were not statistically
significant.

Use of health services

Only 25 of those with no depression
(12.2%), 20 of the completely recovered
(16.1%), 6 of the partially recovered
(22.2%) and 18 of those with persistent
depression (33.4%) had wused health
services of any kind in the 3 months before
follow-up assessment (Table 2). Those with
persistent major depression were more
likely to have used services than those
who had recovered (prevalence ratio 1.94,
95% CI 1.16-3.24) and than those who
were not depressed (prevalence ratio 2.73,
95% CI 1.61-4.63). The difference be-
tween the recovered and those with no
depression was not statistically significant
(prevalence ratio 1.41, 95% CI 0.85-
2.34). There was no significant difference
between the group with persistent depres-
sion and the partially recovered group
(prevalence ratio 1.50, 95% CI 0.67-3.34)
or between the completely recovered and
those with no depression (prevalence ratio
1.32, 95% CI 0.77-2.28).

Among participants with persistent
major depression, 9 (16.7%) had used
government primary healthcare services, 5
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(9.3%) private healthcare, and 4 (7.4%)
traditional and religious healers. However,
two-thirds had not used any service.

DISCUSSION

We believe this to be the first population-
based study of the clinical outcome, impact
and patterns of help seeking associated with
depression in sub-Saharan Africa. Of those
with major depression at baseline, 26% had
this diagnosis at follow-up 2 to 4 years
later. This figure is similar to estimates
from high-income countries (Sargeant et
al, 1990; Spijker et al, 2001), although
very few of our group with depression
accessed any form of healthcare. Persistent
depression was associated with a greater
likelihood of experiencing more than 15
disability days in the month, higher disabil-
ity scores and greater use of health services
compared with recovered from or absence
of depression. Complete recovery from de-
pression was associated with a pattern of
disability and health service use similar to
absence of depression, whereas participants
with residual subclinical symptoms re-
sembled, in these respects, those with
persistent major depression.

This study does have some limitations.
First, the baseline prevalence of major
depression from the original population
survey (694 out of 56441 or 1.2%) is lower
than in similar studies in high-income
similarly low

countries. However, a
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prevalence has also been reported in other
sub-Saharan African countries (World
Health Organization World Mental Health
Survey Consortium, 2004). This finding
could reflect a limitation of CIDI perfor-
mance in this part of the world, where there
is much illiteracy; mental health constructs
and the phrases used to describe them may
not be well understood. There may of
course be a genuinely low prevalence in this
region where, although there is much eco-
nomic hardship, there is a strong and stable
social structure. Second, our classification
of outcome status was based on 12-
month prevalence estimated at a single
follow-up assessment, which may have
missed fluctuations in clinical state over
the whole follow-up period. Third, the
attrition rate was 30%. We felt that the
response rate of 70% was acceptable,
considering the time interval between initial
assessment and follow-up and the difficulty
of home visits over a very large rural area.
Change of address was the main reason
for loss to follow-up, which was signifi-
cantly higher among the young, the never
married, those with no income and those
not from the major ethnic group in the dis-
trict; these participants may have been tem-
porary residents who came for work during
harvest periods and left in search of better
opportunities. The response rate and the
reason for non-response were similar across
the study groups, but the likely effect of
non-response upon outcome is hard to
predict. Those who migrate for work are
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often relatively healthy. The variability in
length of follow-up is also a limitation of
this study; however, its effect on outcome
status was not found to be significant.
Mortality was ascertained from close
family members and community leaders,
as there was no record-keeping system in
place. Of our sample, 8% could not be
had no
knowledge of their vital status. This is a
limitation, but there is little chance of
information bias, since the follow-up data
collectors were masked to baseline group

traced and key informants

status. The observed mortality in the group
with major depression was more than 3.5
times higher than expected from the
mortality of those with no depression, after
standardising for age and gender. This is
the first time, to our knowledge, that such
a finding has been reported from a high-
mortality, low-income country
Epidemiological research among older
people in the developed nations suggests a
consistent independent association between

setting.

depression and mortality (Penninx et al,
1999; Abas et al, 2002). The strong associa-
tion observed in the relatively young
population studied here underlines the
seriousness of major depression. Physical
illness, unfortunately not measured directly
in this study, is an important covariate
likely to be associated with depression,
with complex bidirectional pathways
(Prince, 1998). Thus, the high mortality
rate among individuals with depression
may be explained by physical comorbidity,
suicide or accidental death; cause of death
could not be estimated with sufficient
certainty to be incorporated in our
analysis.

Major depression was strongly asso-
ciated with disability. Nearly 50% of those
with persistent depression at follow-up had
lost more than half of the days in the
previous month to disability (disability
days). This burden of disability is much
higher than in similar studies in high-
income countries, perhaps because of the
chronicity of depression in this community
where the accessibility of care is very low.
Such disability implies a major economic
effect upon the family and the community
at large. The completely recovered group
had a similar disability status to those with-
out depression indicating that spontaneous
clinical recovery is associated with con-
current good functional recovery. This is
an encouraging indication that the intro-
duction of more effective and accessible
care for those with major depression might

OUTCOME OF MAJOR DEPRESSION IN ETHIOPIA

have an important practical and economic
impact. Our study supports findings from
clinical settings in high-income countries,
that disability resolves with clinical symp-
toms (Von Korff et al, 1992; Simon et al,
2000). A pattern of increments in psycho-
social disability associated with different
levels of depression severity has been
observed in studies of clinical populations
in high-income countries (Ormel et al,
1993; Judd et al, 2000). However, in our
study the partially recovered group showed
a similar disability status to the group with
persistent depression, even though they did
not fulfil the diagnostic criteria for major
depression.

We observed low levels of health
service use, for both biomedical and
traditional services, across the groups
studied. The main reason could be lack of
recognition of the seriousness of mental
illness and lack of understanding about
the potential benefit of consultation. A
previous key informant case vignette study
in Ethiopia reported that depression was
regarded as the least serious mental dis-
order with the lowest rank order in
perceived frequency of occurrence (Alem
et al, 1999). The cost of private biomedical
and traditional healer services is relatively
high, and the opportunity costs (time off
work) associated with the use of govern-
ment services may also be a deterrent.
Although the frequency of service use was
generally about twice as high and among
those with persistent depression at follow-
up compared with who had
recovered, the large majority of those with
persistent major depression had not
contacted any provider in the past 3 months
despite the disability they
experienced in the same period. Our
population-based study provides a different

those

significant

perspective from that of previous research
in sub-Saharan Africa, which has tended
to focus upon participants recruited in
primary care. Studies in Zimbabwe (Patel
et al, 1997) and Tanzania (Ngoma et al,
2003) have drawn attention to the high
prevalence of mental disorder in primary
care, particularly among attendees in
traditional healer clinics. However, it
appears, at least in Butajira, that help seek-
ing is unusual in the community, even with
serious and chronic depression. Traditional
healers are rarely consulted. The imperme-
ability of the first filter between the
incidence of the condition in the
community and seeking help is therefore a
key issue that should be addressed. Much
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more information is needed regarding the
characteristics, beliefs, knowledge and ill-
ness attributes of those who are and those
who are not inclined to seek help. The
current study suggests that a considerable
burden of mortality, disability and unmet
need is associated with major depression.
Future research needs to make more
apparent the important links between
existing health priorities
disorders.

and mental
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