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Abstract

Purpose To estimate the disease burden due to 15 mental
disorders at both individual and population level.
Methods Using a population-based survey (NEMESIS,
N = 7,056) the number of years lived with disability per
one million population were assessed. This was done with
and without adjustment for comorbidity.

Results At individual level, major depression, dysthymia,
bipolar disorder, panic disorder, social phobia, eating dis-
order and schizophrenia are the disorders most markedly
associated with health-related quality of life decrement.
However, at population level, the number of affected
people and the amount of time spent in an adverse health
state become strong drivers of population ill-health. Simple
phobia, social phobia, depression, dysthymia and alcohol
dependence emerged as public health priorities.
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Conclusions From a clinical perspective, we tend to give
priority to the disorders that exact a heavy toll on indi-
viduals. This puts the spotlight on disorders such as bipolar
disorder and schizophrenia. However, from a public health
perspective, disorders such as simple phobia, social phobia
and dysthymia—which are highly prevalent and tend to run
a chronic course—are identified as leading causes of pop-
ulation ill-health, and thus, emerge as public health
priorities.
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Introduction

Mental disorders are gradually moving up to the higher
levels in the hierarchy of leading causes of population ill-
health [1-4]. For example, a study looking at the main
contributors of years lived with disability found that the
top-5 was composed of mental disorders, neurological and
sense organ disorders, chronic respiratory diseases, diabe-
tes mellitus and cardiovascular disease [3]. Nevertheless,
many countries are still dedicating only a small fraction of
their health-care budget to mental disorders [5, 6]. This is
unlikely to be a rational manner of resource allocation.
Continuation of these policies is expected to increase rather
than bridge the mental health gap [5, 7], since today’s
societies, with mostly knowledge-, service- and innovation-
driven economies, are exerting pressure on the cognitive,
social and creative skills of people, and these pressures are
unlikely to decrease in the near future. At the same time,
the current economies would benefit from a mentally fit
and resilient population successfully engaged in today’s
economies. These important issues should place burden of
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disease studies with a focus on mental health in the lime-
light of attention of policy makers across sectors such as
health, social affairs, employment and education.

Our study differs from previous burden of disease
studies in several ways. We estimate the burden of disease
stemming from 15 DSM-III-R mental disorders and
express burden of disease in terms of non-fatal disease
burden, i.e. the number of years lived with disability
(YLD). The YLD estimates are based on a representative
population-based psychiatric survey in the Netherlands,
allowing us to correct the YLD estimate for one disorder
for existing comorbidities with other mental disorders or
somatic illnesses. Previous burden of disease studies were
mostly based on the assessment of medical experts,
whereas in our research, we base our results on how the
general population values the health states across a range of
mental disorders and somatic illnesses. Furthermore, bur-
den of disease will be described at both the individual (per-
person) level and population level. It will be shown that
ranking the disorders by disability leads to different hier-
archies when taking the clinical perspective on individuals
or a public health perspective on populations. A clear
distinction between both perspectives is important to
accurately inform decision makers, clinicians and
researchers in the health care sector such that the efforts to
scale up and improve the mental health services can be
undertaken in a substantiated way.

Materials and methods
Sample

We used the data of the Netherlands Mental Health Survey
and Incidence Study (NeMmEsis). This study has been
described in detail elsewhere [8]. In brief, a random, strat-
ified, multistage sample was obtained in three steps in 1996.
First, municipalities were stratified by urbanisation, and 90
municipalities were drawn randomly and proportionately
from these strata. Second, within each municipality,
households were randomly drawn from the postal register.
Finally, within each household, the person with the most
recent birthday was selected on condition that he or she was
aged between 18 and 65 years and was sufficiently fluent in
Dutch to be interviewed. Eligible persons who were not
immediately available were contacted later in the year. The
response rate was 69.7 %, resulting in a sample of 7,076
people. For 20 people (0.3 %), the disability weight could
not be computed and the effective sample size was, there-
fore, 7,056. The sample followed the same multivariate
distribution over age, gender, civil status and urbanisation
as the general Dutch population; however, males in the age
group of 18-24 years were slightly underrepresented.
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Measures

Demographics include gender, age, partner status, level of
education, and employment status (working at least 8 h per
week in a paid job).

Mental disorders were assessed with the Dutch 1.1 ver-
sion of the Composite International Diagnostic Interview
(CIDI), which was developed by the World Health Orga-
nization for use by trained interviewers who are not clini-
cians [9, 10]. The CIDI is a computerized psychiatric
interview and generates 1-month, 1-year and life-time
prevalence rates of the DSM-III-R axis-I mental disorders.
WHO field trials have documented acceptable reliability and
diagnostic validity [11]. To be better able to study comor-
bidity and its effects on the disease burden, we used the CIDI
without imposing the rules for the hierarchy among the
disorders, meaning that if a person manifests with two dis-
orders, for example, both a depression and schizophrenia,
we count this as two distinct disorders, and not as a single
disorder (a depression as part of schizophrenia).

Somatic illnesses were self-reported by the respondents.
Examples included chronic obstructive lung disease,
emphysema, osteoarthritis, heart disease, diabetes mellitus.
In total, the list contained 31 medical conditions. For each
of the illnesses, it was also asked whether the patient
received medication or another form of regular medical
attention. The self-reported illnesses were deemed to be
measured with a greater reliability when the illnesses were
said to be under medical attention.

Health-Related Quality of Life (HRQoL) valuations
were obtained from the Medical Outcome Study Short
Form 6 Dimensions (SF-6D) using Brazier’s algorithm
[12]. The SF-6D is a much used and well-validated
instrument derived from the Medical Outcomes Study
Short Form [13], and the one well-validated algorithm that
was applicable to our data. It is of note that the SF-6D can
describe as many as 18,000 health states, all referring to
descriptive health states [i.e. all the permutations of the
items (1) physical functioning, (2) role limitations, (3)
social functioning, (4) pain, (5) mental health, and (6)
vitality, each of which has five or six possible answers]. To
obtain HRQoL valuations of all 18,000 health states would
be a daunting task. Therefore, Brazier and colleagues used
a sub-sample of 249 health states to elicit valuations in a
representative sample (N = 836) from the general public in
the UK. During a personal interview each respondent was
asked to value the selected health states, and valuation was
carried out using the standard gamble method, which was
originally developed by Von Neumann and Morgenstern in
1953 [14]. In standard gamble, individuals are asked to
choose between the certainty of living in a health state
versus a treatment, which entails a chance of getting well at
probability P and dying at probability 1-P. The idea is that
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people are more willing to accept a risky treatment that
involves a higher risk of dying when their health-related
quality of life is poor. The trade-off between quality of life
and survival can be converted into disability weights
(DWs5) for each of the health states on a 0—1 scale, where O
is the best possible health state (no disability) and 1 is the
worst possible health state, equal to death [15]. Finally,
Brazier and colleagues used the health state valuations thus
obtained in an econometric model to predict the values of
all 18,000 health states that can be described by the SF-6D.
The Brazier algorithm is based on this econometric model
and can be obtained from John Brazier at the Sheffield
University. We employed the algorithm developed for use
in the SPSS statistical package.

Analysis

We linked the disability weights to each of the DSM-III-R
axis-I disorders. Here, we took two approaches: one
without, and another with adjustments for comorbid mental
disorders and somatic illnesses. Unadjusted DWs for each
of the disorders were computed as the average DW of all
respondents meeting the diagnostic criteria for a particular
disorder. While this approach may portray a realistic pic-
ture of the disease burden in groups that meet the diag-
nostic criteria for a disorder, it can be criticised for over-
estimating the disease burden attributable to a specific
disorder when there are comorbid conditions that lend extra
weight to the disability.

There are various ways to adjust DWs for comorbidity
[16]. One is to select ‘pure’ cases presenting with a single
disorder and average their DWs, but it should be mentioned
that this approach has been criticised for being unrealistic,
because comorbidity is the rule rather than the exception,
and DWs would then be based on atypical disease patterns.
A second approach is to attribute the disease burden to the
hierarchically more important ‘primary’ diagnosis in the
presence of ‘secondary’ disorders. However, assessing
which disorders rank first and second is a difficult task,
involving arbitrary decisions, and we preferred to stay clear
of such complexities. Therefore, we took a third approach,
adjusting for comorbidity by regressing DWs simulta-
neously on all the mental disorders and somatic illnesses.
The regression coefficients are then interpreted as the DW
of one disorder adjusted for the other disorders and ill-
nesses in the model, thus resulting in adjusted DW esti-
mates. The intercept (constant) in the regression model is
0.14 DW (with a standard error of 0.0015). The intercept
represents the average DW, conditional on DSM-III-R
disorders and illnesses. The intercept can be interpreted as
the HRQoL decrement, attributable to unobserved factors
affecting HRQoL such as minor illnesses, accidents and
conditions that were not measured such as personality

disorders. It should be noted that when a person presents
with depression, he has the adjusted DW corresponding to
depression (0.11) plus the base-rate DW (0.14), thus, a total
DW equal to 0.25. In this way, the adjusted DWs were
computed for all disorders.

Finally, YLD were computed as the DWs attributable to
a specific disorder multiplied by the number of people
suffering from that disorder, while taking the duration of the
disorder into account. This number of people starting to
suffer from a disorder multiplied by the duration of the
disorder is commonly referred to as person-years, which is
approximated by the point-prevalence of a disorder. Finally,
to facilitate extrapolation of our results to other countries,
we calculated YLD per one million population: YLD/mln =
DW x pyrs/min. For data-analytical purposes, we used the
1-month prevalence rates as the best-available proxy for the
point prevalence of the mental disorders.

To account for non-response, post-stratification weights
were used in all analyses, see Ref. [8] for technical details.
After weighting, the sample followed exactly the same
multivariate distribution over age, gender, civil status and
urbanisation as the population according to Statistics
Netherlands (downloadable from www.cbs.nl). The Brazier
algorithm for the SF-6D was executed in SPSS (version
15.0 for Windows), while all other analyses were con-
ducted in Stata (version 8.2 for Windows). Since the data
were weighted, we used robust statistical techniques (the
Huber-White Sandwich Method) to obtain correct sample
errors (SE) and P values under weighting [17].

Results
Characteristics of the studied population

The whole sample has, on average, a disability weight of
0.167 (SE = 0.001) on a scale of 0 (no disability; optimal
health) to 1 (completely disabled; extremely poor health)
indicating that people generally do not experience quality
of life to its optimum, but 16.7 % below its optimum
(Table 1). For each of the groups, the average unadjusted
disability weight was calculated and ¢ tests were conducted
to see whether the DWs differed significantly across cate-
gories. Differences between SF-6D based DWs are said to
be clinically important when exceeding 0.041 [18]. On
average, women experience poorer quality of life than men.
A greater amount of disability is experienced by people
who had received less education, were not living with a
partner, were jobless, and suffered from a mental disorder
or a somatic illness. The mean age was 39.6 years
(SE = 0.196; range 18-65 years) and age was significantly
associated with disability: for every additional year of age,
the DW showed a linear increase by a factor of 0.00049

@ Springer


http://www.cbs.nl

1594

Soc Psychiatry Psychiatr Epidemiol (2013) 48:1591-1599

(SE = 0.00014; r = 3.58; P < 0.001), indicating that the
quality of life decreases somewhat with increasing age. We
found no evidence for a non-linear (quadratic) relationship
between DW and age.

Unadjusted disability weights

Table 2 presents the unadjusted disability weights, the
number of person years spent in illness per million popu-
lation (pyrs/mln), and the number of years lived with dis-
ability per one million (YLD/mln) for each of the 15 DSM-
III-R axis-I disorders. It is of note that people who meet the
diagnostic criteria for any mental disorder have a health-
related quality of life that is 24 % lower than the theoret-
ical maximum. Mood disorders, panic disorder, obsessive
compulsive disorder, social phobia, eating disorders and
schizophrenia emerged as the disorders with a relatively
high disease burden at individual level: these disorders are
associated with a relatively large DW.

Unadjusted years lived with disability

At population level, both the number of affected people and
the actual disease duration become important drivers of
disease burden. Both factors are captured in the number of
person-years spent in illness. It appeared that the common
mental disorders, such as anxiety and substance use disor-
ders, emerged as prominent causes of disease burden. It is of
note that simple phobia, a seemingly mild disorder, is not
only associated with a relatively large number of person-
years, but has in addition a markedly high average disability
weight, making it the single leading cause of disability in
the field of mental health. Here, we must emphasise that the
YLD have not yet been adjusted for comorbidity.

Adjusted disability weights
Table 3 presents the results when statistical adjustments

are made for all comorbidities including somatic illnesses,
but not for demographics such as age and gender. It appears

that the adjusted DWs are lower than the unadjusted ones
by 28 % on average. A large reduction in the DWs was to
be expected, because now we assess the unique contribu-
tion of each of the distinct disorders to disease burden. The
DWs of eating disorders and simple phobias are particu-
larly reduced after adjustment for comorbidity; somatic
illnesses and drug dependence are least affected by
adjustment.

Adjusted number of years lived with disability

At population level, the YLD are on average 28 % lower
after adjustment, but the rank-order as causes of population
ill-health remains unaffected; both the unadjusted and
adjusted YLD show the same hierarchy: simple phobia
emerges as the leading cause of non-fatal disability, fol-
lowed by social phobia, depression, dysthymia and alcohol
dependence and these are followed by eating disorders and
schizophrenia (mainly due to the small number of affected

people).

Discussion
Main findings

Mental disorders are a major cause of disease burden, but a
distinction should be made between disease burden at
individual level and at population level.

At individual level, depression, bipolar disorder, dys-
thymia, panic disorder, obsessive compulsive disorder and
schizophrenia have a severe and adverse impact on health-
related quality of life. In addition, people presenting with
eating disorders and simple phobias tend to experience
greatly reduced health-related quality of life, but this is
largely attributable to comorbid conditions.

At population level, the number of people and the
amount of time spent in an adverse health state become
prominent drivers of population ill-health. Leading causes
of years lived with disability are simple phobia, social

Table 1 Description of the sample: prevalence rates and standard errors (SE), disability weight (DW), and the P value for the difference in the

disability weights (N = 7,056)

Variable Prevalence (%) SE DW SE P*

Male/female 50.3/49.7 0.76 0.159/0.193 0.002/0.002 <0.001
With/without partner 70.0/30.0 0.60 0.172/0.188 0.002/0.003 <0.001
High/low education 60.8/39.2 0.73 0.170/0.184 0.002/0.003 <0.001
With/without a job 70.7/29.3 0.68 0.163/0.205 0.002/0.003 0.004
Without/with disorder 85.6/16.4 0.48 0.164/0.242 0.001/0.004 <0.001
Without/with illness 60.7/39.3 0.71 0.149/0.220 0.002/0.002 0.003

* P value for the DW difference relative to the first (reference) category of the variable
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Table 2 Unadjusted disability weights (DW), standard errors (SE), person years (pyrs) spent in illness per annum, and years lived with disability

(YLD) per 1 million population by DSM-III-R mental disorder, not adjusted for comorbidity and somatic illnesses (N = 7,056)

Disorder DW SE pyrs/mln SE YLD/mln SE* Ranking
Any disorder 0.24 0.004 164,456 4,829 39,469 1,333 -
Mood disorders 0.34 0.008 39,329 2,380 13,508 868 ii
Depression 0.35 0.009 26,037 1,969 9,117 728 3
Bipolar 0.31 0.018 6,128 957 1,925 317 10
Dysthymia 0.36 0.012 16,854 1,524 6,007 585 4
Anxiety disorders 0.26 0.005 96,741 3,685 25,275 1073 i
Panic 0.34 0.013 14,654 1,466 5,027 534 6
Agora 0.30 0.014 10,155 1,194 3,078 385 8
Social 0.28 0.008 37,207 2,304 10,305 710 2
Simple 0.30 0.007 55,437 2,895 16,804 951 1
Generalised 0.25 0.020 8,147 1,141 2,066 329 9
Obsess. comp. 0.33 0.034 2,661 606 880 219 12
Substance use 0.20 0.006 58,067 3,187 11,553 726 iii
Alcohol abuse 0.16 0.007 24,821 2,335 4,057 412 7
Alc. dependence 0.21 0.010 27,145 2,248 5,744 545 5
Drugs abuse 0.22 0.027 2,595 697 560 169 14
Drugs dependence 0.22 0.021 7,061 1,214 1,524 305 11
Eating disorders 0.32 0.030 2,524 576 810 199 13
Schizophrenia 0.30 0.056 1,598 483 483 170 15

* Standard error calculated using the standard rules when multiplying two variables, under the assumption that both (DW and pyrs/mln) are

independent

Table 3 Adjusted disability weights (DW), standard error (SE), person years (pyrs) spent in illness per annum, and years lived with disability

(YLD) per 1 million population by DSM-III-R mental disorder (N = 7,056)

Disorder Adj DW SE pyrs/mln SE YLD/mIn SE?* Ranking
Mood disorders 0.27 0.002 39,329 2,380 10,790 658 ii
depression 0.25 0.003 26,037 1,969 6,524 500 3
bipolar 0.24 0.004 6,128 957 1,457 229 10
dysthymia 0.22 0.003 16,854 1,524 3,684 337 5
Anxiety disorders 0.20 0.001 96,741 3,685 19,045 732 i
Panic 0.21 0.003 14,654 1,466 3,117 315 7
Agora 0.20 0.002 10,155 1,194 2,060 243 8
Social 0.18 0.001 37,207 2,304 6,580 409 2
Simple 0.17 0.001 55,437 2,895 9,349 491 1
Generalised 0.19 0.004 8,147 1,141 1,585 224 9
Obs.comp. 0.23 0.006 2,661 606 625 143 12
Substance use 0.15 0.001 58,067 3,187 8,904 492 iii
Alc. abuse 0.13 0.001 24,821 2,335 3,314 313 6
Alc. dependence 0.16 0.001 27,145 2,248 4,268 354 4
Drugs abuse 0.16 0.004 2,595 697 424 114 13
Drugs depend. 0.19 0.004 7,061 1,214 1,366 237 11
Eating disorders 0.16 0.007 2,524 576 404 94 14
Schizophrenia 0.23 0.001 1,598 483 363 110 15
Somatic illness 0.20 0.003 392,600 6,132.60 80,203 1737 -

# Standard error calculated using the standard rules when multiplying two variables, under the assumption that both (adj DW and pyrs/mln) are

independent
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phobia, depression, dysthymia and alcohol dependence—
all of which are prevalent disorders or disorders that tend to
persist over time. Our top-5 list remains unaltered after
adjusting for comorbidity, indicating that each of these
disorders significantly contribute to population ill-health in
their own right, even when some of these conditions are
often accompanied by concurrent disorders, as is the case
for the simple phobias, social phobia and dysthymia. It
may, therefore, be assumed that these disorders can be seen
as priority targets for further scientific scrutiny and public
health intervention.

Context and other studies

We need to place our findings in the wider context of the
literature. The simple phobias are the most common mental
disorders, and in our study, the phobias dominate other
disorders in terms of their contribution to population ill-
health. Previous Burden of Disease studies [1-4] did not
specifically look into the disability caused by simple
phobias.

A cost of illness study [19] shows that the simple pho-
bias are associated with very modest health-care costs,
indicating that people with simple phobia receive relatively
little medical attention. Our data suggest that this might
have important implications. First, many people suffer
from these phobias and the phobias are often precursors of
other mental disorders [20]. Treating the phobias may,
thus, have preventive value. Second, the corresponding
disability weight is relatively high: 0.30 (unadjusted) and
0.17 (adjusted). The fact that the adjusted disability
weights are quite lower indicates that simple phobias are
often comorbid with other conditions, but have, neverthe-
less, a fairly large disability weight in their own right. It is
worth noting that our results are consistent with the liter-
ature. First, in one of our own studies [19], we demon-
strated that the simple phobias are associated with
remarkably high economic costs due to absenteeism from
work, but not due to health-care uptake. This lends support
to the impression that people with simple phobias are not
often the recipients of professional care, and yet often stay
away from their work, suggesting a certain amount of
functional impairment stemming from this condition. The
latter is also observed in the European-wide ESEMeD
study: the simple phobias do not attract much medical
attention, but are notoriously associated with work absen-
teeism [21]. A recent study on the effect of mental disor-
ders on productivity shows that simple phobia is associated
with additional days of absenteeism, although the effect is
less pronounced [22].

Social phobia is a prevalent disorder with an onset
typically in adolescence or early adulthood, and it is likely
to run a chronic course when left untreated. These factors
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combine to make social phobia a disorder associated with a
sizeable number of person-years spent in illness:
37,207 pyrs/mln in our study, ranking second after the
simple phobias. In addition, social phobia is likely to have
an adverse impact on academic achievement and profes-
sional performance, especially in the context of today’s
communication and service-driven economy [23]. Its rel-
atively large disability weight of 0.28 (unadjusted) and
0.18 (adjusted) has to be placed in this context. Social
phobia featured prominently in the top-5 of leading causes
of disability in the HRQoL study by Saarni et al. [23] and
our evidence adds to theirs.

The presence of major depression on our top-5 list does
not come as a surprise, because it has been consistently
identified as a leading cause of disability [1, 4, 24-26].
Currently, depression is the single leading cause of non-fatal
disease burden in high-income countries and it is projected
to become the second leading cause of disability-adjusted
life year (DALY) disease burden (which also accounts for
mortality) by 2020, second only to ischemic heart disease
[1]. More recent projections predict that depression might
become the single leading cause of DALY disease burden in
the high-income countries by the year 2030 [4].

Dysthymia has been under-studied as a contributor to
population ill-health, possibly because its disability weight
was often assumed to be equivalent to mild depression, and
because major depression and dysthymia were sometimes
combined into a single disease category [27]. However,
more recently, Saarni et al. [24] identified dysthymia as the
single leading cause of health-related quality of life dec-
rement in Finland when basing the disability weight of
dysthymia on valuations directly obtained from the target
population. Saarni argued that the general population tends
to weigh health states more heavily when these persist over
time. Indeed, we obtained a DW for dysthymia of 0.36,
adjusted to 0.22 when comorbidity was taken into account,
which is still higher than the weight of 0.14 for mild
depression [28] commonly used as a proxy for dysthymia
in other studies. This would explain why dysthymia has not
often been identified as a significant cause of disability in a
population. Elsewhere, we showed that dysthymia is
associated with the highest economic costs among the
common mental disorders, thus, underscoring its relative
importance as a disabling condition [19].

Alcohol dependence also ranks in the top-5 of our list of
most disabling disorders at population level. There is no
doubt about its importance as a risk factor for population ill-
health and our study is more likely to under-estimate than to
over-estimate its importance. After all, it is a condition
associated with premature death [29], and we did not take
mortality into account. Moreover, alcohol dependence is
not only a clinical endpoint, but perhaps more importantly a
risk factor for more than 60 medical conditions, ranging
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from cancer to liver sclerosis with all due consequences
[30-33]. Alcohol dependence is, therefore, an important
public health target and one may speculate that this is also
true for the less severe but more common manifestations of
alcohol misuse, such as hazardous and harmful use that are
not part of the DSM classification.

Strengths and limitations

The strengths of this study include the population-based
large-scale representative dataset on which the analyses
were based and the use of formal DSM classifications of
the mental disorders which were reliably assessed with the
CIDI. The use of national, rather than regional or global,
burden estimates makes our findings particularly useful to
the Netherlands’ health service system.

Another strength is the disability weights being derived
from the general population. This is important, because
there are several ways of eliciting HRQoL valuations (e.g.
from professionals in the medical field), but these are
surrounded by controversy, and ultimately we need to
understand how populations evaluate their own health-
related quality of life [24].

A final strength is that we could compute both unad-
justed and adjusted years lived with disability (YLD) either
by accepting comorbidity with other mental disorders and
somatic illnesses as a fact of life, or adjusting for comor-
bidity. Unadjusted YLD portray an accurate picture of the
burden of disease in groups of people that are likely to have
comorbid conditions—after all, in real life, we do not
encounter people who have been adjusted for comorbidity.
Therefore, unadjusted YLD may have value from a public
health perspective. However, when the aim is to assess the
YLD attributable to a specific disease, then adjusted esti-
mates are preferred, because adjusted YLD give informa-
tion about the amount of disability due to a specific
disorder without confounding by co-occurring conditions.
In our study, we explored both approaches and were, thus,
able to shed light on both issues.

We acknowledge the following limitations of our study.
First, people with severe conditions may have been unable
to participate in this population-based survey because they
were hospitalised, and this is likely to have resulted in an
under-estimation of the disease burden. We expect the DW
estimates of schizophrenia, bipolar disorder, severe
depressions, and the more severe cases of anorexia nervosa,
to be most affected by this.

Second, YLD captures only the non-fatal component of
disease burden, as we did not include years of life lost
(YLL) due to mortality, this results in an under-estimation
of the overall disease burden, in particular, for conditions
associated with excess mortality such as some of the
somatic illnesses and the substance use disorders [1].

Third, we used the Brazier algorithm to calculate dis-
ability weights, but this algorithm was based on assess-
ments in a sample of British people, while our sample was
from the Netherlands. This may have distorted our out-
comes somewhat, although it is unlikely to change the
overall results in a substantial way, as differences in wes-
tern Europe between national value sets, such as the set for
the SF-6D, are small [34].

Fourth, available data made us use the 1-year prevalence
rates of the somatic illnesses, while we relied on the
1-month prevalence rates of mental disorders. Thus, we
could have over-estimated the YLD due to the somatic
illnesses. However, the somatic illnesses were all chronic,
making it unlikely that 1- and 12-month prevalence rates
would differ drastically. We therefore expect that this did
not substantially impact on our findings. An additional
limitation is that data on somatic illnesses is based on self-
report rather than diagnostic assessment, as well as the fact
that not every somatic illness was adjusted for in the
model. The fact that we did not adjust for every illness, but
only for 31 illnesses, may have inflated DW estimates. In
addition, since data on self-reported illnesses not under
medical attention were excluded, further DW inflation
might have occurred.

While we feel that the people should be the ultimate
judges of their own health, a panel of lays may be asso-
ciated with limitations that are worth noting, such as lesser
consistency, and the possibility that (healthy) lays have
difficulties passing judgments on the severe conditions.
This may have caused some under-estimation of the dis-
ability weights associated with the more severe disorders.
Indeed, regarding the severe conditions, Brazier et al. [12],
pointed out that “inconsistent estimates and over prediction
of the value of the poorest health states” might be seen as a
limitation of their method.

A final limitation is that our data were based on DSM-
III-R criteria, whereas one would prefer DSM-IV criteria
or, in the future, DSM-5 criteria.

Implications

Our study showed that a clinical perspective on individual
disease burden or a public health perspective on the disease
burden at population level result in different health prior-
ities. After all, the clinical approach brings individual
suffering into focus, but at population level, the number of
affected people and the duration of disorders become key
drivers of population ill-health.

The fact that different perspectives lead to different
conclusions about health priorities may not come as a
complete surprise, but the difference can be quite striking.
To illustrate, at individual level, one could have the
impression that the simple phobia is not a priority for
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intervention, but the sheer number of years lived with
disability due to simple phobia in the population does raise
questions about the ways to alleviate its disease burden.
Such paradoxes can be confusing. In debates about prior-
ities in health care, it is important to understand how these
paradoxes can arise—in particular when both clinicians
and public health decision-makers are at the same table.

Our study suggests that the clinicians may need to
reconsider the population-level impacts of disorders like
simple phobia, social phobia and dysthymia in terms of
HRQoL—especially in relatively disadvantaged groups
such as women, jobless people and people with lower
attained levels of education, those without a partner and
those presenting with comorbid conditions—and perhaps
identify phobias as targets of treatment more frequently.
Conversely, decision-makers in the field of public health
may have to be persuaded that for these disorders, clinical
interventions may perhaps not be appropriate, but that
attention should be directed to the question whether
acceptable, effective and economically affordable (mini-
mally supported) self-management interventions for these
disorders can be developed (for example, as self-help
interventions offered over the internet), evaluated and
implemented on a scale proportional to their disease bur-
den. Given the relatively low burden on individual level, in
combination with the large burden on population-level,
self-help interventions, when deemed appropriate, could
play an important role in bridging the health gap for this
population.
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