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Abstract  

Objective: Examine the overall incidence of medically treated depression in Denmark 

among individuals 15-44 years old, and estimate the 5-year cumulative incidence of 

psychiatric hospital care among individuals treated first in non-hospital based care. 

Methods: We followed all individuals born in Denmark between 1969 and 1998 from age 15 

or 2006 (whichever came first) until first depression treatment; death; emigration; or 

December 31, 2013. Incidence rates were estimated using Poisson regression. Cumulative 

incidence of hospital care following treatment in non-hospital care was estimated using 

Kaplan-Meier curves. 

Results: In this sample of 2,014,760 individuals, incidence rates of depression in non-

hospital and hospital-based care in 2012-2013 were 6.6 (95% Confidence Interval: 6.5–6.7) 

per 1,000 person-years and 1.5 (95% CI: 1.5–1.6) per 1,000 person-years, respectively. 

Overall, 85-90% of first medical treatment for depression took place outside of psychiatric 

hospitals, but a quarter (26.3%) of individuals treated for depression received hospital care 

initially or within 5 years. Incidence of hospital care was higher in women and younger 

individuals. 

Conclusions: Most medical treatment for depression in Denmark takes place in non-hospital 

settings. Women and younger individuals are more likely to receive hospital care both 

initially, and within 5 years after first antidepressant treatment. 

 

Keywords: Depression, treatment, general practice, antidepressives, epidemiology 
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Significant Outcomes 

 The overall incidence of medically treated depression in Denmark in 2012-2013 

among individuals 15-44 years old ranged from 8.1 per 1,000 person-years to 10.1 

per 1,000 person-years depending on the definition of non-hospital-treated 

depression, equivalent to a mean annual incidence of 0.8-1.0%. 

 85-90% of first medical treatment for depression takes place in non-hospital based 

settings 

 One quarter (26.3%) of all medically treated depression cases received psychiatric 

hospital care for depression either initially, or within five years of their first 

antidepressant treatment. 

 

Limitations 

 Non-hospital treated depression was measured using antidepressant prescriptions 

with depression listed as the indication rather than diagnoses 

 This study could not distinguish between non-hospital-based medical treated 

provided by general practitioners vs. private practicing psychiatrists  
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Data Availability Statement 

The data that support the findings of this study are available from Statistics Denmark. 

Restrictions apply to the availability of these data, which were used under license for this 

study. For information on accessing the data see www.dst.dk. 

 

Introduction 

Unipolar depression is a common and serious mental disorder, associated with substantial 

morbidity and mortality worldwide (1-4). Recommended treatments vary depending on the 

severity of symptoms, preferences of the patient and history of treatment response, and 

include pharmacological medications such as antidepressants; psychotherapy; and in rare 

cases electroconvulsive therapy (5, 6). While some individuals receive treatment from 

psychiatrists and other specialists, previous reports suggest that the majority of individuals 

who seek treatment for unipolar depression do so from general medical practitioners (GPs) 

(7, 8). Treatment setting is not static, however, and many individuals receive treatment in 

both primary and specialty care settings (9).  

In Denmark, health care, including mental health care, is provided almost entirely through 

the public sector. As in many other countries, general medical care is provided by a GP who 

serves as a gatekeeper to specialty care, referring patients for specialty treatment when 

such care is deemed appropriate. Thus, individuals who seek treatment for unipolar 

depression usually begin the process by consulting their GP, who will either oversee their 

treatment personally or refer them for specialty care (10, 11). Decisions regarding treatment 
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plans and/or referrals are based in large part upon the severity of the symptoms and the 

age of the patient (12).  

Population-level estimates of incidence are valuable tools for public health research and 

practice, because they provide an overview of the disease burden and impact. Population-

level incidence rates of hospital care for psychiatric disorders in Denmark were previously 

estimated by Pedersen at al. (13), who found that the projected lifetime risk of hospital care 

for depression (single and recurrent) was 9% in males and 15.5% in females. Given past 

findings that most depression treatment takes place in primary care, it is reasonable to 

presume that the overall incidence of treated depression is far higher than estimates 

derived solely from hospital care would suggest. Skovlund et al. (14) examined incidence 

rates in Denmark of depression diagnoses and use of antidepressants, however 

antidepressants are often prescribed for conditions other than depression (15-17), so an 

antidepressant prescription on its own does not necessarily indicate an episode of 

depression. As such, a comprehensive overview of the incidence of medically treated 

depression in Denmark is still lacking.  

Our main goal in this study is to provide a comprehensive estimate of the incidence of 

medically treated depression in Denmark by age and sex in both hospital and non-hospital 

based settings. Recognizing that the course of depression varies substantially between 

individuals (18, 19) and that treatment needs can vary over time, we also estimated the 

proportion of individuals treated first in non-hospital care who go on to receive psychiatric 

hospital care within 5 years, both for depression and for other psychiatric disorders.  
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Methods 

Study design and population 

We conducted a historical prospective cohort study using data from Danish nationwide 

registers. All citizens and legal residents are assigned a unique personal identifier number, 

which permits linkage of data between nationwide register databases. Using the Civil 

Registration system (20), we identified subjects aged 15 years and over who were born 

during 1969-1998 and who were still alive and residing in Denmark in 2006 (N=2,146,250). 

To ensure that we captured only incident (i.e. first-onset) cases of depression, we excluded 

persons with a previous diagnosis of unipolar depression (ICD-8 codes 296.09, 296.29, 

298.09, 300.49; ICD-10 codes F32-F33) in a psychiatric hospital before 2006 (n=19,842) or 

their 15th birthday (n=1,674), as well as persons who redeemed any antidepressant 

prescription (Anatomical Therapeutic Chemical (ATC) codes N06A) before 2006 (n = 

106,818) or their 15th birthday (n=3,156). After exclusion, 2,014,760 persons were included 

in the analysis. 

Measures  

Information on depression treated in non-hospital settings was extracted from the Danish 

National Prescription Registry (DNPreR) (21). This register includes ATC codes and 

dispensation dates for all prescriptions dispensed in community pharmacies since 1995, and 

treatment indication from April 2004 onwards. Since 2009, the majority of prescriptions are 

increasingly sent electronically from prescribers to pharmacies (22). When issuing an 
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electronic prescription, an indication is required. The prescriber may select an indication 

code from a drop-down menu, or they can include the indication as free text, in which case 

no code is recorded (23). Due to substantial missing or unspecified indication codes in 2004-

2005 (over 50%), we conducted our analyses using data from 2006-2013 during which time 

the proportion of missing or unspecified indications for antidepressants was roughly 26% 

(See Supplemental Materials).  

We considered both broad and conservative definitions of non-hospital treated depression. 

For the broad definition, individuals were considered to have non-hospital treated 

depression if they redeemed at least one prescription for an antidepressant (ATC codes 

N06A) with the code ‘0000168’ (‘mod depression’ [against depression]) listed as the 

indication. This code was by far the most common, recorded as the indication in 58.5% of all 

antidepressant prescriptions in 2012-2013 (See Supplemental Table 1).  For the conservative 

definition, individuals were considered to have non-hospital treated depression if they 

redeemed at least two antidepressant prescriptions within 6 months of each other with 

depression listed as the indication. The dispensation date for the second antidepressant 

prescription was used as the onset date for conservatively defined non-hospital treated 

depression. Results from analyses using both broad and conservative definitions of non-

hospital treated depression are included in the results section.  

Information on hospital contacts for depression was obtained from the Danish Psychiatric 

Central Research Register (DPCRR) (24). This register includes information on inpatient 

psychiatric treatment from 1969 and outpatient and emergency treatment from 1995 

onwards. Individuals were considered to have hospital treated depression if they received a 
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main or secondary diagnosis of single depressive episode or recurrent depression (ICD-10 

codes F32-F33) in the DPCRR in 2006-2013.  

The timing of first medically treated depression was defined as the day of the first (for 

broadly defined non-hospital treatment) or second (for conservatively defined non-hospital 

treatment) prescription redemption, or first inpatient, outpatient or emergency hospital 

contact for depression, whichever came first.  

Statistical Analysis 

Individuals were followed from January 1st, 2006 or their 15th birthday, whichever came 

later, until the redemption of the first (or second, depending on the definition) 

antidepressant prescription for depression, their first hospital contact for depression, 

emigration, death, or December 31st, 2013, whichever came first. Individuals were at most 

44 years old at the end of follow-up. Overall incidence rates of depression in 2006-2013, 

along with separate rates for hospital and non-hospital care, were calculated by dividing the 

number of cases by person-years at risk. Incidence rates were estimated using Poisson 

regression adjusted for sex (male/female) and age at onset (in years).  

Secular trends in referral practices for GPs in Denmark are highly relevant for estimates of 

the incidence of depression. In 2008 and 2012, Danish regions expanded the referral criteria 

for psychological treatment for mild to moderate depression and anxiety, respectively. As 

this will have impacted the proportions of patients treated in primary vs. hospital care, we 

calculated incidence separately for the following periods: 2006-2007, 2008-2011, and 2012-
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2013.  The incidence rates by age and sex presented in the results section are from the most 

recent years (2012-2013).  

The 5-year cumulative incidence of hospital treatment among individuals treated for 

depression in non-hospital care was estimated using Kaplan-Meier curves. Individuals 

treated for depression in non-hospital care were followed from the day of the first or 

second antidepressant prescription for depression until the first hospital contact for 

depression, emigration, death, or December 31st, 2013, whichever came first. In a separate 

analysis, we also calculated the 5-year cumulative incidence of hospital treatment for 

psychiatric disorders other than depression (ICD-10 codes F00-F99, excluding F32-F33) 

among individuals treated for depression in non-hospital care. Cumulative incidence 

estimates were stratified by sex (male/female) and age group (15-24, 25-34, and 35-44). 

Statistical analyses were performed using Stata 15.1 (StataCorp, College Station, TX, USA).  

Results 

Table 1 presents characteristics of the study population, which included 2,014,760 

individuals aged 15-44 in 2006-2013, 51% of whom were male. The study population 

contributed 1.3x107 person-years at risk.  

Incidence rate of medically treated depression 

Mean follow-up time was 6.6 years (SD=2.3 years). The incidence rates for non-hospital and 

hospital-treated depression by age and sex are shown in Figure 1. Results presented in the 

figures pertain to the conservative definition of non-hospital treated depression.  
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Using the conservative definition of non-hospital care (two antidepressant prescriptions 

with depression listed as the indication filled within 6 months of each other), 125,886 

individuals received treatment for depression during the analysis period. 106,837 (84.9%) 

were first treated in non-hospital care, and 19,049 (15.1%) were first treated in hospital. The 

overall sex and age-adjusted incidence rate of depression in 2012-2013 was 8.1 (95% CI: 8.0-

8.2) per 1000 person-years, equivalent to a mean annual incidence of 0.8%. Sex-specific 

incidence rates were 6.0 (95% CI: 5.9-6.1) per 1000 person-years in males and 10.5 (95% CI: 

10.3-10.7) per 1000 person-years in females. The incidence rates of depression in non-

hospital and hospital care were 6.6 (95% CI: 6.5-6.7) and 1.5 (95% CI: 1.5-1.6) per 1,000 

person years, respectively. As shown in Figure 1, individuals with onset at younger ages 

were more likely to receive their first depression treatment in a hospital setting.  

Using the broad definition of medically treated depression in non-hospital care (one 

antidepressant prescription with depression listed as the indication), 162,889 individuals 

received treatment for depression during the study follow-up period: 146,889 (90%) in non-

hospital settings and 16,086 (10%) in  hospital settings. The overall incidence rate of 

medically treated depression was 10.1 (95% CI: 10.0-10.2) per 1,000 person-years, which is 

equivalent to a mean annual incidence rate of 1.0%. The sex-specific rates were 7.7 (95% CI: 

7.6-7.8) per 1,000 person-years in males and 12.8 (95% CI: 12.6-13.0) per 1,000 person-

years in females. The incidence rates of depression in non-hospital and hospital care were 

8.8 (95% CI: 8.7-8.9) per 1,000 person-years and 1.3 (95% CI: 1.3-1.4) per 1,000 person-

years, respectively.  
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5-year cumulative incidence of  hospital care for depression among individuals treated for 

depression in non-hospital care 

Using the conservative definition, the 5-year cumulative incidence of hospital care for 

depression among individuals treated for depression in a non-hospital setting was 12.1% 

(95% CI: 11.6-12.5%) in males and 13.9% (95% CI: 13.6-14.2%) in females. Using the broad 

definition, the 5-year cumulative incidence of hospital care for depression was 11.7% (95% 

CI: 11.4-12.0%) in males and 13.6% (95% CI: 13.4-13.9%) in females. Individuals treated for 

depression in  non-hospital care between the ages of 15-24 were more likely to receive 

subsequent hospital care for depression regardless of sex (Figure 2).  

5-year Cumulative incidence of hospital care for other psychiatric disorders among 

individuals treated for depression in non-hospital care 

Using the conservative definition, the 5-year cumulative incidence of hospital care for a 

disorder other than depression among individuals treated for depression in non-hospital 

care was 12.7% (95% CI: 12.2-13.1%) in males and 11.8% (95% CI: 11.5-12.1%) in females. 

Using the broad definition, the 5-year cumulative incidence of hospital care for a disorder 

other than depression was 16.8% (95% CI: 16.4-17.3%) in males and 15.0% (95% CI: 14.7-

15.3%) in females. As with hospital care for depression, individuals 15-24 years old when 

first treated for depression in non-hospital care were more likely to receive subsequent 

hospital care for other psychiatric disorders, regardless of sex (Figure 3). Table 2 shows the 

main diagnoses besides unipolar depression received by individuals treated previously with 
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antidepressants in non-hospital care. Predictably, the most common diagnoses were anxiety 

disorders (males: cumulative incidence = 12.7%, 95% CI: 12.3-13.1; females: cumulative 

incidence = 13.5%, 95% CI: 13.2, 13.8).  

Discussion 

Our goals in this study were to estimate the population-level incidence of medically treated 

depression in Denmark among individuals aged 15-44 years, and to determine the 

proportion of individuals treated first in non-hospital settings who subsequently received 

hospital care for depression or other psychiatric disorders. Overall, the annual incidence 

rate of medically treated depression in the period from 2012-2013 was 8-10 per 1,000 

person years, which is higher than most estimates from other countries based on diagnostic 

interviews (25-28). For example, The Swedish Lundby study estimated the annual incidence 

of depression (measured using in-person interviews) among individuals aged 15-39 from 

1972-1997 to be 2.8 per 1,000 person years in men and 4.1 per 1,000 person years in 

women. This could indicate that depression is over-treated in Denmark, or that GPs in 

Denmark, like their American counterparts, prescribe antidepressants for less severe 

depression (29-31). However, some evidence suggests that the incidence of depression is 

increasing over calendar time (32). Thus, the possibilities that these differences do not 

reflect overprescribing so much as genuine changes in the incidence or detection of 

depression, or changes in diagnostic criteria or best practice guidelines, should not be 

ignored. 
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Incidence of depression treated in non-hospital care was far larger than the incidence of 

depression treated in hospital care, which is consistent with patterns observed in other 

countries. Specifically, 85-90% of first depression treatment occurred in a non-hospital 

setting. Based on a conservative definition,12.1% of males and 13.9% of females treated 

first in non-hospital care received hospital care for depression within 5 years, and 12.7% of 

males and 11.8% of females received hospital care for a different psychiatric disorder. This 

suggests that approximately one quarter (26.3%) of individuals treated for depression in 

Denmark receive care in a psychiatric hospital for depression within 5 years of their first 

treatment contact. When subsequent hospital care for other psychiatric disorders is also 

considered, over one third (35.5%) of individuals treated for depression in Denmark receive 

psychiatric hospital care within five years of their first treatment contact for depression. 

The fact that the vast majority of first depression treatment occurred outside of psychiatric 

hospitals is consistent with the structure of Denmark’s health care system, in which GPs 

serve as the gatekeepers to specialty care. Only around 10% of individuals presenting with 

depression were immediately referred for hospital treatment. These individuals likely 

represent those patients with the highest functional impairment, or the greatest risk for 

suicide (10, 12). In addition to clinician judgment, patient preferences may contribute to this 

pattern: patients may prefer medication management from their GP due to stigma or 

negative attitudes towards mental illness (33). The fact that women were more likely than 

men to be referred for hospital care is consistent with this, as women have more positive 

attitudes towards mental health treatment seeking (34, 35). In contrast, individuals treated 

in non-hospital care who were subsequently referred for hospital care may represent the 
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group of depression patients who proved treatment resistant.  It is common practice among 

Danish GPs to refer patients for hospital care if they have failed to respond to one or two 

antidepressant trials (10).  

It is notable that the proportion of individuals with subsequent hospital contacts for other 

psychiatric disorders was almost as large as the proportion with subsequent contacts for 

depression. Some conversions may be due to greater diagnostic precision  among hospital-

based psychiatrists. However, this also likely reflects the high degree of comorbidity among 

psychiatric conditions (36), and the fact that many individuals with disorders such as bipolar 

disorder or schizophrenia experience unipolar depression first (37, 38). Interestingly, 

diagnostic instability was higher in males than in females. This supports previous findings 

that men are more likely to convert from depression to schizophrenia (37), and suggests 

that this pattern may also hold true for other disorders.   

The incidence of hospital-based care for depression decreased with age, both within the 

general population and among individuals initially treated in non-hospital care. This is likely 

attributable in large part to current treatment guidelines, which state that GPs must not 

prescribe antidepressants to patients younger than 18, and that antidepressant treatment 

for patients 18-24 must be supervised by a psychiatrist, the majority of whom operate out 

of psychiatric hospitals (12). However, this pattern may also reflect age-based differences in 

severity, course and comorbidity: early-onset depression is associated with greater severity, 

suicidality, chronicity and recurrence risk (39-41), as well as risk for progression to 

schizophrenia (37). Therefore individuals first diagnosed at an earlier age may have greater 

need for hospital-based care both immediately and in subsequent years.  
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Strengths and Limitations 

The results of this study should be interpreted in light of several limitations. First, our 

measure of non-hospital treated depression relied on records of redeemed antidepressant 

medications with depression listed as the indication. Information on medication indications 

was collected not for research purposes but as part of routine clinical practice. To our 

knowledge this variable has not been validated, so it is unclear to what extent this measure 

is subject to bias or error. Furthermore, a substantial proportion (26%) of antidepressant 

prescriptions are missing an indication code, or have ‘unspecified’ listed as the indication, 

therefore these results likely underestimate the true incidence of depression treated in non-

hospital based care. Second, as the oldest individuals in our sample were only 44 years old 

at censoring, our estimates do not represent the incidence of medically treated depression 

across the lifespan. Third, we were not able to distinguish between antidepressant 

prescriptions issued by GPs vs. private practicing psychiatrists.  However, the number of 

private practicing psychiatrists in Denmark is small. In 2012 there were only 141 private 

practicing psychiatrists vs. 3,578 GPs (42, 43). Therefore, it is reasonable to assume that the 

majority of non-hospital treatment for depression takes place in primary care.  

Our study also has notable strengths. The registers record information for the entire 

population of Denmark, and as such they provide an unparalleled opportunity to investigate 

the nationwide incidence of medically treated depression. To some extent these estimates 

are sure to be specific to Denmark, reflecting the policies and practices of the Danish 

medical community as well as the preferences and behavioral patterns of the Danish 

people. However, these results are also useful for understanding the incidence of treated 

depression at a transnational level: The gatekeeper model of primary care is common, 
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meaning these results are likely generalizable to other countries with similar healthcare 

systems. Additionally, Denmark has a generous welfare system that includes free medical 

care and few barriers to treatment. As such, these results reflect to some degree the 

treatment patterns that might be expected under circumstances of near-universal access.  

Finally, although not necessarily a limitation, it is worth noting that estimates of treated 

depression underestimate the true incidence of depressive disorders because not all 

individuals who meet the criteria for depression receive treatment. A study by Thornicroft 

and colleagues using data from the World Mental Health Surveys showed that 65% of 

individuals in high income countries who met DSM-IV criteria for 12-month major 

depressive disorder perceived that they needed treatment, and of these, 78% had contact 

with a service provider within the past 12 months (44). There can also be significant delays 

in treatment seeking. A study by Wang and colleagues also from the World Mental Health 

Surveys found that while most (89-99%) individuals meeting criteria for depression in 

northern European countries received treatment eventually, the median delay was 1-3 years 

(45). This suggests that while most individuals with depression in Denmark will likely receive 

treatment, the onset of treatment does not necessarily correspond with the onset of 

symptoms.  

Conclusion  

In conclusion, the vast majority (85-90%) of individuals 15-44 years old medically treated for 

first depression in Denmark receive treatment in a non-hospital setting. Among those 

treated first outside hospitals, 11-14% subsequently received medical treatment for 

depression in a hospital-based setting within 5 years, and an additional 12-13% received 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

hospital treatment for a different psychiatric disorder. Individuals with onset of depression 

at younger ages are more likely to be referred for  hospital care for their first period of 

treatment, and subsequently during the 5-year period following initial antidepressant use, 

which is consistent with present guidelines. Future research may focus on further 

examination of patient trajectories and the efficacy of treatment guidelines.  

 

References 

 

1. GBD 2016 Disease and Injury Incidence and Prevalence Collaborators. Global, regional, and 
national incidence, prevalence, and years lived with disability for 328 diseases and injuries for 195 
countries, 1990-2016: a systematic analysis for the Global Burden of Disease Study 2016. Lancet. 
2017;390(10100):1211-59. 

2. Laursen TM, Musliner KL, Benros ME, Vestergaard M, Munk-Olsen T. Mortality and life 
expectancy in persons with severe unipolar depression. J Affect Disord. 2016;193:203-7. 

3. Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE, et al. Global burden 
of disease attributable to mental and substance use disorders: findings from the Global Burden of 
Disease Study 2010. Lancet. 2013;382(9904):1575-86. 

4. Ferrari AJ, Charlson FJ, Norman RE, Patten SB, Freedman G, Murray CJ, et al. Burden of 
depressive disorders by country, sex, age, and year: findings from the global burden of disease study 
2010. PLoS Med. 2013;10(11):e1001547. 

5. Bauer M, Pfennig A, Severus E, Whybrow PC, Angst J, Moller HJ, et al. World Federation of 
Societies of Biological Psychiatry (WFSBP) guidelines for biological treatment of unipolar depressive 
disorders, part 1: update 2013 on the acute and continuation treatment of unipolar depressive 
disorders. World J Biol Psychiatry. 2013;14(5):334-85. 

6. Bauer M, Severus E, Kohler S, Whybrow PC, Angst J, Moller HJ, et al. World Federation of 
Societies of Biological Psychiatry (WFSBP) guidelines for biological treatment of unipolar depressive 
disorders. part 2: maintenance treatment of major depressive disorder-update 2015. World J Biol 
Psychiatry. 2015;16(2):76-95. 

7. Olfson M, Kroenke K, Wang S, Blanco C. Trends in office-based mental health care provided 
by psychiatrists and primary care physicians. J Clin Psychiatry. 2014;75(3):247-53. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

8. Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC, Borges G, Bromet EJ, et al. Use of 
mental health services for anxiety, mood, and substance disorders in 17 countries in the WHO world 
mental health surveys. Lancet. 2007;370(9590):841-50. 

9. Kuramoto-Crawford SJ, Han B, Jacobus-Kantor L, Mojtabai R. Receipt of Depression 
Treatment From General Medical Providers and Specialty Mental Health Providers. Psychiatr Serv. 
2016;67(7):758-65. 

10. Dansk Selskab for Almen Medicin (Danish Association for General Practice). Klinisk vejledning 
for almen praksis: Unipolar depression Diagnostik og Behandling [Clinical guidelines for general 
practice: Unipolar depression diagnostics and treatment] 2010 [Available from: 
https://vejledninger.dsam.dk/depression/. 

11. Rådet for Anvendelse af Dyr Sygehusmedicin (RADS). Baggrundsnotat: Medicinsk behandling 
af unipolar depression hos voksne [Medical treatment of unipolar depression in adults] 2015 
[Available from: https://www.regioner.dk/media/1909/unipolar-depression-april-2015.pdf. 

12. Sundheds- og Ældreministeriet (Ministry for Health and Aging). Vejledning om behandling af 
voksne med antidepressive lægemidler [Guidance on treatment of adults with antidepressant drugs] 
2014 [Available from: https://www.retsinformation.dk/Forms/R0710.aspx?id=165423. 

13. Pedersen CB, Mors O, Bertelsen A, Waltoft BL, Agerbo E, McGrath JJ, et al. A comprehensive 
nationwide study of the incidence rate and lifetime risk for treated mental disorders. JAMA 
Psychiatry. 2014;71(5):573-81. 

14. Skovlund CW, Kessing LV, Morch LS, Lidegaard O. Increase in depression diagnoses and 
prescribed antidepressants among young girls. A national cohort study 2000-2013. Nord J Psychiatry. 
2017;71(5):378-85. 

15. Trifiro G, Barbui C, Spina E, Moretti S, Tari M, Alacqua M, et al. Antidepressant drugs: 
prevalence, incidence and indication of use in general practice of Southern Italy during the years 
2003-2004. Pharmacoepidemiol Drug Saf. 2007;16(5):552-9. 

16. Wong J, Motulsky A, Eguale T, Buckeridge DL, Abrahamowicz M, Tamblyn R. Treatment 
Indications for Antidepressants Prescribed in Primary Care in Quebec, Canada, 2006-2015. JAMA. 
2016;315(20):2230-2. 

17. Noordam R, Aarts N, Verhamme KM, Sturkenboom MC, Stricker BH, Visser LE. Prescription 
and indication trends of antidepressant drugs in the Netherlands between 1996 and 2012: a dynamic 
population-based study. Eur J Clin Pharmacol. 2015;71(3):369-75. 

18. Musliner KL, Munk-Olsen T, Laursen TM, Eaton WW, Zandi PP, Mortensen PB. Heterogeneity 
in 10-Year Course Trajectories of Moderate to Severe Major Depressive Disorder: A Danish National 
Register-Based Study. JAMA Psychiatry. 2016;73(4):346-53. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

19. Eaton WW, Shao H, Nestadt G, Lee HB, Bienvenu OJ, Zandi P. Population-based study of first 
onset and chronicity in major depressive disorder. Arch Gen Psychiatry. 2008;65(5):513-20. 

20. Schmidt M, Pedersen L, Sorensen HT. The Danish Civil Registration System as a tool in 
epidemiology. Eur J Epidemiol. 2014;29(8):541-9. 

21. Pottegard A, Schmidt SAJ, Wallach-Kildemoes H, Sorensen HT, Hallas J, Schmidt M. Data 
Resource Profile: The Danish National Prescription Registry. Int J Epidemiol. 2017;46(3):798-f. 

22. Rasmussen L, Valentin J, Gesser KM, Hallas J, Pottegard A. Validity of the Prescriber 
Information in the Danish National Prescription Registry. Basic Clin Pharmacol Toxicol. 
2016;119(4):376-80. 

23. Denmark Statistics. Håndbog til data i Lægemiddelstatistikregisteret [Handbook for data in 
the Product Statistics Register] 2013 [Available from: https://docplayer.dk/2089532-Haandbog-til-
data-i-laegemiddelstatistikregisteret-senest-opdateret-februar-2013.html. 

24. Mors O, Perto GP, Mortensen PB. The Danish Psychiatric Central Research Register. 
ScandJPublic Health. 2011;39(7 Suppl):54-7. 

25. Mattisson C, Bogren M, Nettelbladt P, Munk-Jorgensen P, Bhugra D. First incidence 
depression in the Lundby Study: a comparison of the two time periods 1947-1972 and 1972-1997. J 
Affect Disord. 2005;87(2-3):151-60. 

26. Murphy JM, Laird NM, Monson RR, Sobol AM, Leighton AH. Incidence of depression in the 
Stirling County Study: historical and comparative perspectives. Psychol Med. 2000;30(3):505-14. 

27. Eaton WW, Anthony JC, Gallo J, Cai G, Tien A, Romanoski A, et al. Natural history of 
Diagnostic Interview Schedule/DSM-IV major depression. The Baltimore Epidemiologic Catchment 
Area follow-up. Arch Gen Psychiatry. 1997;54(11):993-9. 

28. Lehtinen V, Veijola J, Lindholm T, Moring J, Puukka P, Vaisanen E. Incidence of mental 
disorders in the Finnish UKKI Study. Br J Psychiatry. 1996;168(6):672-8. 

29. Mojtabai R, Olfson M. National patterns in antidepressant treatment by psychiatrists and 
general medical providers: results from the national comorbidity survey replication. J Clin Psychiatry. 
2008;69(7):1064-74. 

30. Mojtabai R. Clinician-identified depression in community settings: concordance with 
structured-interview diagnoses. Psychother Psychosom. 2013;82(3):161-9. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

31. Olfson M, Wang S, Wall M, Marcus SC, Blanco C. Trends in Serious Psychological Distress and 
Outpatient Mental Health Care of US Adults. JAMA Psychiatry. 2018. 

32. Kessler RC, McGonagle KA, Nelson CB, Hughes M, Swartz M, Blazer DG. Sex and depression 
in the National Comorbidity Survey. II: Cohort effects. J Affect Disord. 1994;30(1):15-26. 

33. Andrade LH, Alonso J, Mneimneh Z, Wells JE, Al-Hamzawi A, Borges G, et al. Barriers to 
mental health treatment: results from the WHO World Mental Health surveys. Psychol Med. 
2014;44(6):1303-17. 

34. Wendt D, Shafer K. Gender and attitudes about mental health help seeking: Results from 
National data. Health & Social Work. 2016;41(1):e20-e8. 

35. Mackenzie CS, Gekoski WL, Knox VJ. Age, gender, and the underutilization of mental health 
services: the influence of help-seeking attitudes. Aging Ment Health. 2006;10(6):574-82. 

36. Plana-Ripoll O, Pedersen C, Holtz Y, et al. Exploring comorbidity within mental disorders 
among a danish national population. JAMA Psychiatry. 2019. 

37. Musliner KL, Munk-Olsen T, Mors O, Østergaard SD. Progression from unipolar depression to 
schizophrenia. Acta Psychiatr Scand. 2017;135(1):42-50. 

38. Musliner KL, Østergaard SD. Patterns and predictors of conversion to bipolar disorder in 91 
587 individuals diagnosed with unipolar depression. Acta Psychiatr Scand. 2018;137(5):422-32. 

39. Zisook S, Rush AJ, Albala A, Alpert J, Balasubramani GK, Fava M, et al. Factors that 
differentiate early vs. later onset of major depression disorder. Psychiatry Res. 2004;129(2):127-40. 

40. Korten NC, Comijs HC, Lamers F, Penninx BW. Early and late onset depression in young and 
middle aged adults: differential symptomatology, characteristics and risk factors? J Affect Disord. 
2012;138(3):259-67. 

41. Kessing LV, Andersen PK, Mortensen PB, Bolwig TG. Recurrence in affective disorder. I. Case 
register study. Br J Psychiatry. 1998;172:23-8. 

42. Praktiserende Lægers Organization [Practicing Doctor's Organization]. PLO faktaark 2017 
[PLO Factsheet 2017]. 2017. 

43. Sundhedsdata-Styrelsen [Heath Data Board]. Speciallæger [Specialists] 2018 [Available from: 
http://esundhed.dk/sundhedsaktivitet/arbejdsmarked/ydere/Sider/Speciall%C3%A6ger.aspx. 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

44. Thornicroft G, Chatterji S, Evans-Lacko S, Gruber M, Sampson N, Aguilar-Gaxiola S, et al. 
Undertreatment of people with major depressive disorder in 21 countries. Br J Psychiatry. 
2017;210(2):119-24. 

45. Wang PS, Angermeyer M, Borges G, Bruffaerts R, Tat Chiu W, G DEG, et al. Delay and failure 
in treatment seeking after first onset of mental disorders in the World Health Organization's World 
Mental Health Survey Initiative. World Psychiatry. 2007;6(3):177-85. 

 

 

Table 1. Characterisitics of study population  

 

Characteristics  Male 

(N=1,036,587) 

Female 

(N=978,173) 

All 

(N=2,014,760) 

Age at the start of follow-up 

(years) 

   

    15–24 625,112 (60.3) 592,610 (60.6) 1,217,722 (60.4) 

    25–34 342,288 (33.0) 321,500 (32.9) 663,788 (33.0) 

    35–44 69,187 (6.7) 64,063 (6.5) 133,250 (6.6) 

Birth place    

    Capital or capital suburb 221,248 (21.4) 204,515 (20.9) 425,763 (21.1) 

    Provincial city or town 402,352 (38.8) 370,047 (37.8) 772,399 (38.4) 

    Rural areas 412,987 (39.8) 403,611 (41.3) 816,598 (40.5) 

Calender year of birth     

    1969–1975 248,662 (24.0) 232,747 (23.8) 481,409 (23.9) 

    1976–1980 162,813 (15.7) 152,816 (15.6) 315,629 (15.7) 

    1981–1985 154,191 (14.9) 145,075 (14.8) 299,266 (14.8) 

    1986–1990 176,369 (17.0) 168,168 (17.2) 344,537 (17.1) 

    1991–1998 294,552 (28.4) 279,367 (28.6) 573,919 (28.5) 
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Table 2 Cumulative incidence (95% confidence interval) of hospital care for other psychiatric 

disorders besides depression among individuals treated for depression first in non-hospital 

based care  

 

ICD-10 diagnostic category Male Female 

Organic mental disorders (F00-F09) 
 
 

0.6 (0.5-.07) 0.3 (0.2-0.3) 

Mental and behavioral disorders due to 
psychoactive substance use (F10-F19) 
 

4.7 (4.5-5.0) 1.3 (1.2-1.4) 

Schizophrenia, schizotypal and delusional 
disorders (F20-F29) 
 

5.2 (4.9-5.5) 2.6 (2.5-2.7) 

Mood disorders other than unipolar 
depression (F30-31, F34-F39) 
 

2.1 (1.9-2.3) 1.9 (1.8-2.1) 

Neurotic, stress-related and somatoform 
disorders (F40-F49) 
 

12.7 (12.3-13.1) 13.5 (13.2-13.8) 

Behavioral syndromes associated with 
physiological disturbances and physical 
factors (F50-F59) 

0.3 (0.2-0.4) 1.8 (1.7-1.9) 

Disorders of adult personality and behavior 
(F60-F69) 
 

3.9 (3.6-4.1) 7.0 (6.8-7.3) 

Mental retardation (F70-F79) 
 
 

0.5 (0.4-0.6) 0.4 (0.4-0.5) 

Disorders of psychological development 
(F80-F89) 
 

1.1 (1.0-1.2) 0.5 (0.4-0.5) 

Behavioral and emotional disorders with 
onset occuring in childhood and 
adolescence (F90-F99) 

3.7 (3.5-4.0) 2.1 (2.0-2.3) 

 

Note: These estimates include admissions with depression (ICD-10 codes F32-F33) as a 

secondary diagnosis. Diagnostic categories are not mutually exclusive, meaning individuals 

can be included in multiple diagnostic categories if they are treated in a psychiatric hospital 

on more than one occasion and receive different diagnoses.  
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Figure 1. Incidence rate of treated depression in 2012–2013 by to sex and age  
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Figure 2. Cumulative incidence of depression treated in hospital care among individuals 

treated for depression first innon-hospital settings, according to sex and age (N=106,837)
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Figure 3. Cumulative incidence of hopsital treatment for other psychiatric disorders 

excluding depression among individuals treated for depression first in non-hospital settings, 

according to sex and age (N=106,837) 
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