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COST-EFFECTIVENESS OF THE
NEWER GENERATION OF

ANTIDEPRESSANTS

SCOTT W. WOODS
C. BRUCE BAKER

In the last decade or so, several new antidepressants have
been introduced into practice, including the selective seroto-
nin reuptake inhibitors fluoxetine (1987), sertraline (1991),
paroxetine (1992), and citalopram (1998), in addition to
bupropion (1985), venlafaxine (1993), nefazodone (1994),
and mirtazapine (1996). Two of these medications are avail-
able in delayed-release formulations: bupropion SR (1996)
and venlafaxine XR (1997). Only one of these medications
is currently available in a generic formulation (bupropion,
1999).
Each of these medications is more expensive in terms of

acquisition costs than the older generation of tricyclics and
heterocyclics and monoamine oxidase inhibitors. Together,
the newer generations of antidepressants accounted for ap-
proximately $7.7 billion in retail sales in the United States
in 1999 (1), and antidepressants are second only to antibiot-
ics in prescription sales by drug category.
Prices are of course subject to variation, but Table 78.1

shows that the ‘‘average wholesale price’’ for most of these
medications is more than $2 per day, according to the 2000
Drug Topics ‘‘Red Book’’ (2). Actual costs to health care
systems or patients can be substantially lower or higher than
the figures in Table 78.1 would indicate, depending on a
number of factors. Certain health care systems are able to
qualify for discounted prices for certain medications, and
patients can sometimes receive medications free of charge
via physician samples or indigent care programs. Acquisition
costs are also lowered by patient noncompliance. In addi-
tion, some of the newer antidepressants are available as
scored tablets (Table 78.1), so that patients taking lower
doses have the opportunity to reduce costs substantially with
only the modest inconvenience entailed by breaking the
pills. However, higher doses of some medications lead to
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higher acquisition costs when more than one pill is required
for a particular dose. Regardless of these caveats, it is clear
that the newer generation of antidepressants is more expen-
sive to purchase than are the older generations.
Given their higher acquisition costs, it is important to

determine whether these new, more expensive medications
are cost-effective as first-line treatment in comparison with
the older, less expensive antidepressants. In other words, in
lay terms, are the newer medications worth the prices
charged? Despite their higher acquisition costs, the newer
antidepressants could be more cost-effective if they resulted
in greater increases in quality of life and functioning, or in
a reduction of the nonmedication costs of illness in compari-
son with the older antidepressants sufficient to offset their
higher acquisition costs.
The impairments in quality of life and functioning and

the nonmedication treatment costs associated with depres-
sion are large, and any improvements in these areas achieved
with the newer antidepressants would clearly offset their
higher purchase price. The World Health Organization has
calculated that depression was the fourth leading cause of
disease burden throughout the world in 1990, and projected
that it would be the second leading cause by 2020 (3). The
costs of depression to society as a result of productivity lost
because of morbidity and mortality have been estimated at
$14.2 billion (in 1980) (4) and $31.3 billion (in 1990) (5)
in the United States. Moreover, direct treatment costs for
depression, exclusive of medication acquisition costs, have
been estimated at $2.0 billion (in 1980) (4) and $11.2 bil-
lion (in 1990) (5) in the United States. Most of these costs
were related to hospitalization. The better tolerability of the
newer versus the older antidepressants might well lead to
reductions in these expensive treatment services.
A formal determination of whether the higher acquisi-

tion price of the newer antidepressants relative to the older
antidepressants is offset by savings in other areas or increased
benefits is traditionally conducted with a cost-effectiveness
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TABLE 78.1. AVERAGE WHOLESALE PRICE FOR A 30-DAY SUPPLY OF NEWER
ANTIDEPRESSANTS

Average Wholesale Price ($)a

Strength
Antidepressant (mg) Dosing Brand Generic

Fluoxetine 10b QD 76.60 NA
20 73.14
40 158.45

Sertraline 25b QD 65.99 NA
50b 66.50

100b 67.73
Paroxetine 10 QD 66.95 NA

20b 56.97
30 71.95
40 76.00

Citalopram 20b QD 60.51 NA
40b 63.14

Bupropion 75 TID 65.97 64.87
100 74.30 86.54

Bupropion SR 100 BID 85.51 NA
150 91.64

Venlafaxine 25b BID/TID 70.00/104.99 NA
37.5b 69.72/104.58
50b 74.24/111.36
75b 78.71/118.07

100b 83.43/125.14
Venlafaxine 37.5 QD 62.18 NA
XR 75 69.65

150 75.86
Nefazodone 50 BID 74.11 NA

100b 74.00
150b 74.00
200 74.11
250 74.00

Mirtazapine 15b QD 69.72 NA
30b 71.83
45 76.50

BID, twice daily; NA, not applicable; QD, daily;  TID, three times daily.
aLeast expensive price across suppliers, including repackaging houses. For QD dosing, the lowest cost
for 30 pills was used, and 60 pills for BID dosing and 90 pills for TID dosing. When few or no suppliers
offered lots of 30, 60, or 90 pills, the lowest-price 100-pill lot was multiplied by 0.3, 0.6, or 0.9, respec-
tively, or the lowest-price 30-pill lot was multiplied by 2 or 3, respectively, whichever was lower. Unit
dosing price  excluded.
bScored.

analysis. Cost-effectiveness is represented as a ratio between
direct costs, the numerator, and changes in health status,
the denominator. The relative cost-effectiveness of newer
versus older antidepressants is represented as the incremen-
tal or marginal difference between the cost-effectiveness ra-
tios determined for the newer and older antidepressants.
A cost-effectiveness model depends on many parameters,

such as the effectiveness of alternative initial treatments,
effectiveness of switching to secondary treatments, postu-
lated lengths of treatment, and costs and health effects in-
cluded.
The following are the major potential categories of costs

and health effects (6). Direct costs are the resources con-

sumed in providing the intervention, in this case the treat-
ment of depression, which includes dealing with side effects
and other consequences. Direct costs are further subdivided
into four major categories. The first category encompasses
changes in the use of health care resources (e.g., the costs
of medication acquisition, physicians and other personnel,
laboratory and other services, and the appropriately appor-
tioned capital costs of buildings and equipment). The sec-
ond category of direct costs encompasses changes in the use
of other resources (e.g., transportation costs). The final two
categories encompass changes in the use of informal care-
giver time and in the use of patient time for treatment.
Health effects are divided into two major categories. In
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the first category, the intrinsic value of changes in health
status, a value is placed on achieving or avoiding a specific
health state. The health state may be characterized by using a
single domain or multiple domains (e.g., changes in clinical
status, functioning, and quality of life). The outcomes mea-
sured in any one of these domains can be intermediate (e.g.,
changes in the Hamilton Depression Scale) or distant (e.g.,
years of life gained). In practice, when intermediate out-
comes are used, the health state and cost-effectiveness ratio
is sometimes denoted simply in the native units of a single
domain (e.g., cost per patient remitted from depression),
and value weights are not assigned. In fuller analyses,
weights are assigned to the benefits, and the weights are
denominated in more comprehensive generic units that can
be compared and combined across domains. The most com-
mon generic unit is the quality-adjusted life year (QALY).
The second category major category of health effects,

indirect costs or productivity effects, refers to resource con-
sumption attributable to changes in productivity caused by
changes in morbidity or mortality.
In the most comprehensive cost-effectiveness analysis,

these cost and health effects categories are applied to all
sectors of health care, even if the specific intervention falls
within a limited sector (e.g., treatment of depression within
the mental health specialty sector). In more limited analyses,
the categories are applied only in the specialty sector.
We should note that costs are not the same thing as prices.

From an economic perspective, the term costs refers to the
value of the resources consumed in providing/producing a
service such as treatment of depression, most ideally calcu-
lated in terms of the consumed resources next-best use. The
many types of prices that can be assigned to resources, and
which are used in most studies, may or may not reflect the
economic value of the resources consumed.
The conclusions suggested by any given cost-effective-

ness analysis depend heavily on each of the factors we have
listed: overall structure of the model, cost categories and
specific cost values used, health effects categories, method
of measuring health effects, and weights assigned to out-
comes. The conclusions of the analysis also depend on its
perspective—that is, for whom is the treatment cost-effec-
tive? The perspective determines which costs, benefits, and
outcomes are potentially relevant and what weights are ap-
propriate. Clarity about perspective is critical because in
most contexts, various combinations of cost and benefits
are borne by or accrue to different entities. For example, in
a highly simplified and hypothetical case, if an HMO pays
for prescriptions completely, and if the choice of a particular
antidepressant results in higher total expenditures for drug
purchase but allows patients to be less dependent on family
members, the cost is borne by the HMO but the benefit is
gained by the patient’s family. In this case, the antidepres-
sant might be cost-effective from the perspective of the pa-
tient’s family or even from the broader perspective of soci-
ety, but not from the perspective of the HMO.

Some of the perspectives commonly discussed or used
include the following: patient or patient/family, employer/
payer, individual health care institution (e.g., an HMO),
national health care specialty sector (e.g., specialty mental
health), national health care comprehensive system (i.e., in-
cluding all health care sectors), and global societal (i.e., in-
cluding all costs and all health effects) perspectives.
In considering whether the available studies suggest that

newer antidepressants are cost-effective, we will limit our-
selves to addressing the question from the two perspectives
most commonly used in studies. First, we ask, ‘‘Are newer
antidepressants cost-effective as first-line treatment from a
health care system perspective?’’ In addressing this question
with evidence from the available studies, one must appreci-
ate that the studies to be reviewed have utilized multiple
conceptualizations of cost-effectiveness. Some studies im-
plicitly or explicitly assume equal effectiveness of newer and
older antidepressants and ask whether the first-line use of
newer antidepressants produces savings to the health care
system in the direct treatment, nonmedication costs of treat-
ing depression that are sufficient to offset total direct treat-
ment costs. Others model or measure clinical benefit and
calculate average or incremental cost-effectiveness ratios.
We report the authors’ conclusions and discuss the limita-
tions in design andmethods. Most of the evidence regarding
this first question is based on the perspective of a national
health care comprehensive system, not merely of a mental
health sector; consequently, the health care system perspec-
tive we address refers to all of health care, not just mental
health care.
Second, we ask, ‘‘Are newer antidepressants cost-effective

as first-line treatment from a global societal perspective?’’
Again, we review studies that utilize multiple conceptualiza-
tions of cost-effectiveness from this general perspective.
We also examine studies reporting relative rates of cost-

effectiveness of the newer antidepressants.
To address our two major questions, we reviewed the

recently published (July 1, 1995 to June 30, 2000) literature
in English on antidepressants and cost analysis, focusing
particularly on the newer antidepressants and updating our
previous review (7). Relevant publications were identified
by a search of Medline, Current Contents, and
HealthSTAR computer databases and by manual biblio-
graphic review. Studies available only as abstracts were not
included. Other reviews of this topic have also been pub-
lished recently (8–14).
The evidence most centrally relevant to the cost-effec-

tiveness of antidepressants comes from studies that can be
grouped into four methodologies: efficacy study metaanaly-
ses, cost-effectiveness simulations, retrospective analysis of
administrative databases, and prospective cost-effectiveness
experiments. We review the data from each of these in turn.
We also review briefly the data on whether a decrease in
deaths from suicide is a benefit that favors the newer antide-
pressants.
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EFFICACY AND TOLERABILITY
METAANALYSES

Efficacy and tolerability studies provide information on ex-
pected percentages of responders and dropouts, which are
central parameters in cost-effectiveness calculations, in addi-
tion to information on side effect burden. Cost-effectiveness
simulations (see next section) often use data from efficacy
metaanalyses.
Numerous metaanalyses of randomized short-term trials

of selective serotonin reuptake inhibitors (SSRIs) versus tri-
cyclic antidepressants (TCAs) are now available (Table
78.2), as are several metaanalyses of trials comparing
non-SSRI newer antidepressants with older, control antide-
pressants (Table 78.3). These metaanalyses include several
monumental efforts with careful attention to the unbiased
inclusion of studies and minimization of publication bias.
To simplify the presentation, Table 78.2 shows the original

TABLE 78.2. METAANALYSES OF STUDIES COMPARING SSRIs WITH OLDER CONTROL ANTIDEPRESSANTS
FOR MAJOR DEPRESSION

Reported Advantage
Inclusion

Reference Newer AD Control AD Criteria No. Studiesa Efficacy Tolerability

Song et al., SSRIs TCAs and Double-blinded 58 NC N>C
1993 (18) related ADs published

Montgomery et al., SSRIs TCAs Double-blinded 42 — N>C
1994 (19) published

Anderson and SSRIs TCAs Double-blinded 62 NC N>C
Torrenson, published
1995 (20)

Hotopf et al., SSRIs Older TCAs Randomized 51 N>C —
1997 (65) Newer TCAs published 24 NC

Heterocyclic ADs 17 NC
Steffens et al., SSRIs TCAs Double-blinded 36 NC N>C

1997 (66) published
Anderson, SSRIs TCAs and Double-blinded 25, 23 C>N N>C

1998 (67) related ADs inpatient
Trindade et al., SSRIs TCAs Double-blinded 84 — NCb

1998 (68)
Mulrow et al., SSRIs TCAs Randomized 43, 76 NC N>C

1998 (69)
Bech et al., Fluoxetine TCAs Randomized 25 NC N>C

2000 (70)
Geddes et al., SSRIs TCAs Double-blinded 71 NC —

2000 (71)
Anderson, SSRIs TCAs Randomized 102, 95 NC N>C

2000 (72) published
Williams et al., SSRIs Older TCAs Randomized 38 NC N>C

2000 (73) Newer TCAs 5 NC N>C
Tetracyclics 7 NC NC

AD, antidepressant; C, control; N, nerver; SSRI, selective serotonin reuptake inhibitor; TCA, tricyclic antidepressant.
aWhen two numbers are shown, the first is the number of studies in the efficacy analysis and the second the number in the tolerability
analysis.
bSignificant for adult outpatient studies but not for the entire group.

authors’ conclusions about the identified principal efficacy
and tolerability measures. These authors often considered
treatment continuation as an efficacy measure, and treat-
ment discontinuation for side effects as a tolerability mea-
sure. A metaanalysis of placebo-controlled comparisons in
49 studies from 1966 through 1995 that included an inves-
tigational antidepressant and a reference antidepressant (15)
and two other metaanalyses (16,17) are not included in
Table 78.2 because it is not clear whether the reported effect
sizes for TCAs and SSRIs are restricted to the trials inter-
nally comparing TCAs with SSRIs. The results of the meta-
analyses in Table 78.2 are remarkably consistent. Perhaps
the consistency is not surprising given that the articles report
on highly overlapping sets of clinical trials. The metaanaly-
ses almost uniformly conclude that these two classes of anti-
depressant are quite similar in regard to efficacy. Only one
analysis found evidence of greater efficacy for the SSRIs in
comparison with a subgroup of older TCAs; another found



Chapter 78: Cost-effectiveness of the Newer Antidepressants 1123

TABLE 78.3. METAANALYSES OF STUDIES COMPARING NON-SSRI NEWER ANTIDEPRESSANTS WITH OLDER
CONTROL ANTIDEPRESSANTS FOR MAJOR DEPRESSION

Reported Advantage
Inclusion No.

Reference Newer AD Control AD Criteria Studiesa Efficacy Tolerability

Stahl et al., Mirtazapine Amitriptyline Sufficiently 4 NC N>C
1997 (74) similar

Srisurapanont, Nefazodone TCAs Randomized 17, 13 N>C NCb

1998 (75) Mirtazapine nTCAs
Venlafaxine SSRIs

Mulrow et al., SNRIsc TCAs Randomized 8, 9 NC N>C
1998 (69)

Williams et al., SNRIsd Older TCAs Randomized 6 NC NC
2000 (73) 5-HT2 antagonists Older TCAs 5 NC —

5-HT, serotonin; AD, antidepressant; C, control; N, nerver; nTCA, nontricyclic antidepressant; SNRI, selective norepinephrine reuptake inhibitor;
SSRI, selective serotonin reuptake inhibitor; TCA, tricyclic antidepressant.
aWhen two numbers are shown, the first is the number of studies in the efficacy analysis and the second the number in the tolerability analysis.
bN>C for comparisons vs. TCAs, NC for comparisons vs. nTCAs and SSRIs.
cIncludes venlafaxine and mirtazapine.
dIncludes venlafaxine, mirtazapine, and milnacipran.

evidence for greater efficacy of TCAs when attention was
restricted to inpatients, and the other eight metaanalyses
reported similar efficacy for TCAs and SSRIs.
The metaanalyses also conclude almost uniformly that

the SSRIs have a small but consistent tolerability advantage
over the TCAs in these short-term randomized trials. Nine
of ten studies investigating tolerability found evidence of
greater tolerability for the newer agents, but in general, the
magnitude of the effect was relatively small. For example,
dropout rates attributed to side effects were 15.4% versus
18.8% (18), 14.9% versus 19.0% (19), and 14.4% versus
18.8% (20) for SSRIs versus TCAs in three of the early
metaanalyses.
The small size of the SSRI acceptability advantage in the

efficacy studies is surprising, given the widespread entry of
the SSRIs into clinical practice. Studies of antidepressant
use in naturalistic practice often find a more pronounced
tolerability advantage (21–26). Alternative explanations for
this discrepancy are possible. Studies suggest that patients
who enroll in randomized trials may differ from the general
clinical population (27,28), and it is possible that patients
who enroll in clinical trials are more tolerant of side effects
than average. On the other hand, because these naturalistic
studies are not double-blinded, patients in clinical practice
could be influenced by expectancy effects.

COST-EFFECTIVENESS SIMULATIONS

Cost-effectiveness simulations most commonly construct
mathematical models of clinical practice based on decision
analysis. Usually, pathways of branching alternative treat-

ment options and outcomes are created. Costs, probabilities,
and in some cases value weights or utilities for outcomes
are assigned to the alternatives. Typically, the values for
these parameters are derived from metaanalyses, literature
reviews, administrative databases, or expert panels. In addi-
tion to medication acquisition costs, these models can in-
clude any subset of the costs we defined above.
A substantial number of simulations have been pub-

lished. Table 78.4 shows data from 19 published simula-
tions comparing SSRIs with older control antidepressants.
Table 78.5 shows data from nine simulations comparing
newer non-SSRI antidepressants with controls. For each
study, Tables 78.4 and 78.5 show the medications com-
pared, duration of the simulation, authors’ apparent princi-
pal cost-effectiveness outcomes, authors’ conclusions about
relative cost-effectiveness, and a brief summary of methodo-
logic limitations. Two additional mirtazapine simulations
from U.K. and Swedish health care system perspectives are
described in a review (11). Results were similar to those
of the French and Austrian simulations (Tables 78.4 and
78.5).
A simple ‘‘vote counting’’ across studies in Table 78.4

shows that most of the simulations concluded that SSRIs
are more cost-effective than TCAs (10 favor SSRIs, six favor
TCAs, and two are ties). Table 78.5 shows that eight of
nine simulations favor the cost-effectiveness of newer non-
SSRI antidepressants over older agents. Simple vote count-
ing is problematic because it ignores numerous methodo-
logic limitations of the individual studies. At least equally
as problematic is the fact that the methodologic problems
may far exceed those that are apparent; often, the published
models are not ‘‘transparent,’’ meaning that they fail to spec-
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ify clearly the inputs to the model and exactly how the
computations were made. This is critical because, as we
noted above, the results of any simulation are depend en-
tirely on the many details of the model. When these details
are not stated, it is not possible for the reader independently
to look for errors in critical assumptions or independently
to conduct ‘‘sensitivity analyses’’ of the values of input pa-
rameters to evaluate the resulting impact on the models’
conclusions.
Other concerns arise about the simulations as a conse-

quence of their sensitivity analyses. Generally, these studies
report that results are not sensitive to any of the variations
that they show in inputs. This raises concerns because if a
simulation is properly designed, and if it contains no calcu-
lation errors, it ought to be sensitive to at least extreme
variations in some inputs. One approach is to show what
input values would be required for the medications to
‘‘break even’’ (29). The reader can then come to an opinion
about whether the break-even inputs are reasonable possibil-
ities or not.
The input values required to reverse the cost-effectiveness

conclusion may be unreasonably high or low, but demon-
stration that the model is sensitive to input variation in-
creases confidence in the integrity of the model and in the
reported lack of sensitivity to less extreme variations. For
example, if it is not possible to demonstrate the cost-effec-
tiveness of TCAs when the acquisition cost of SSRIs is in-
creased 1,000-fold, something is wrong with the model. In
many of the decision analytic simulations concluding that
the newer antidepressants are more cost-effective (30–33),
the design and assumptions were very similar to those in
an early model of SSRIs versus TCAs (34,35). This simula-
tion was reported very explicitly and so is transparent and
could be replicated by others. When the model was repli-
cated, a design flaw was discovered and unrealistic assump-
tions were identified that drove the results (29). Correction
of the design flaw and substitution of longer treatment
lengths recommended by practice guidelines reversed the
findings and yielded a cost-effectiveness advantage in favor
of the TCAs. These same corrections could be applied to
the other simulations that depended on the early example.
The Australian Pharmaceutical Benefits Scheme reported
similar significant problems with 67% of the pharmacoeco-
nomic simulations it received in support of efforts to meet
regulatory requirements for registration of new drugs in that
country (36).
This limitation of short time horizons for the simulations

is relatively common in the studies shown in Tables 78.4
and 78.5. In general, the longer treatment with antidepres-
sants is continued, the less cost-effective the newer antide-
pressants as first-line treatment are likely to be. A longer
treatment period progressively increases the medication ac-
quisition costs associated with newer antidepressants. By
contrast, much of the greater cost of treatment delivery of
the older drugs is expended early in treatment, in visits

for dose titration and management of side effects. Longer
treatment periods progressively dilute this early cost over
time. Of the only two simulations in which sensitivity analy-
sis of treatment length was performed (29,37), both showed
cost-effectiveness advantages for the inexpensive drug as
length of treatment length increased, and one simulation
utilizing intermediate treatment lengths favored the TCAs
(38).
Given the subtle but powerful effect of the many details

of cost-effectiveness simulations, many have expressed con-
cern that these simulations may harbor critical biases that
are difficult to expose. For example, one leading journal has
taken the stance that cost-effectiveness simulations are more
vulnerable to conflict of interest than other types of research,
and it declines to publish any cost-effectiveness simulations
(39).
In this regard, it may be noted that all the 15 simulations

funded by industry shown in Tables 78.4 and 78.5 reported
their own products to be more cost-effective than older con-
trol antidepressants. Of the studies sponsored by companies
manufacturing newer non-SSRI antidepressants, four of six
found the SSRIs to be less cost-effective than or tied with
older antidepressants, and four of six found their own prod-
ucts to be more cost-effective than SSRIs. In both of the
two studies funded by government, the SSRIs were less cost-
effective than the TCAs when provisions were made for
patients intolerant to TCAs to switch. The source of fund-
ing was not identified in three studies.

RETROSPECTIVE ANALYSES OF
ADMINISTRATIVE DATABASES

Retrospective administrative database studies are a source
of data on antidepressant costs and efficacy in actual clinical
practices. In these studies, computerized pharmacy and ser-
vice utilization records are used to analyze cost outcomes
as a function of clinical assignment to antidepressant. Retro-
spective studies are less expensive than prospective trials and
can be conducted more quickly. However, they are much
more vulnerable to questions about the interpretation of
results for several reasons. These studies are vulnerable to
‘‘selection bias.’’ Patients are not randomly assigned to treat-
ment; therefore, it is likely that the constructed groups may
not be comparable in some important way at baseline. They
are also vulnerable to ‘‘cohort effects.’’ The retrospective
groups may be drawn from different time frames. Apparent
differences between treatments may in fact be a consequence
of changing trends in practice over time (40).
Database studies generally lack any direct measure of

clinical outcome. As a result, they generally assume a worst
case of equivalent outcomes for the newer antidepressants
and the older antidepressants and then defined the more
cost-effective care as the treatment associated with lower
overall costs of health care. A newer antidepressant can be
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associated with lower overall costs of health care if the higher
acquisition costs are more than offset by lower costs for
other services. This type of cost-effectiveness analysis is
known as cost minimization.
A few of the administrative database studies have con-

structed proxy outcome measures based on pharmacy refill
data, such as ‘‘number of prescriptions refilled’’ (41). For
example, one study used pharmacy claims to determine the
duration of antidepressant treatment and then held that
longer care is likely to be more beneficial. This study found
fluoxetine to be associated with longer continuation on
medication and costs similar to those of the comparison
groups. The authors concluded that fluoxetine is cost-effec-
tive because adherence to treatment guidelines is better with
no increment in cost. Other retrospective analyses have re-
ported similar natural course of therapy findings but base
a judgment of cost-effectiveness on finding a reduction in
overall ‘‘depression-related’’ health care costs (42,43).
We briefly review the designs and results of available

retrospective administrative database studies in Tables 78.6,
78.7, and 78.8. Table 78.6 lists studies comparing SSRIs
with older antidepressants. Table 78.7 lists studies making
comparisons among SSRIs, and Table 78.8 presents one
study comparing a newer non-SSRI with control antidepres-
sants. These tables indicate for each study the sample size
in the administrative database, the time interval over which
data were sampled, the type of patient population, the newer
and control antidepressants analyzed, the stated principal
economic outcome measure, the overall results on that out-
come measure as interpreted by the authors, and a brief
discussion of methodologic limitations. One small pilot
study is not included in Table 78.6 (44), and a published
retrospective database study not included in Table 78.6 re-
portedly found fluoxetine to be cost-effective in comparison
with TCAs (Skaer et al., 1996; cited in ref. 12).
Simple vote counting across the studies in Table 78.6

shows that the majority have concluded that SSRIs are more
cost-effective than TCAs (seven favor at least one of the
studied SSRIs, none favor TCAs, and five are ties). Again,
simple vote counting is unsatisfactory because these studies
are subject to numerous methodologic limitations.
The most important limitation of the studies in Table

78.6 is a possible cohort effect; the distribution of starts of
different antidepressants may have changed during the
study interval (40,45). During this time period, important
influences on clinical practice totally unrelated to which
antidepressant was used may have changed, so that the influ-
ence of starts on one type of antidepressant versus another
may have been confounded with the effect of changes in
clinical influences. For example, during the period encom-
passed by the first study in Table 78.6, fluoxetine progres-
sively gained market share, while at the same time health
care organizations independently reduced expenditures
through tighter management. Thus, a higher proportion of
TCA starts may have occurred early in the study period,

when care was not so firmly managed, and a higher propor-
tion of fluoxetine starts may have occurred later in the study
period, when visits and hospitalizations were more carefully
scrutinized. Thus, cost savings in later years could erro-
neously be attributed to fluoxetine that are really a conse-
quence of tighter management. The distribution of fluoxe-
tine and TCA starts within the study period was not
reported.
In relation to the problem of cohort effects, recent studies

have included time of the antidepressant start within the
study interval as an explanatory variable in the analysis, but
they appear to have restricted attention primarily to its effect
on initial selection of antidepressant. No study presents data
indicating whether health care costs associated with antide-
pressant starts were increasing or decreasing during the
study interval, or how a secular cost trend, if present, may
have interacted with the distribution of starts of individual
antidepressants during the study interval.
Other important limitations in the studies in Table 78.6

include a tendency not to adjust the analysis for baseline
costs in some of them.
Table 78.7 shows the results of administrative database

studies comparing cost-effectiveness among SSRIs. The first
three studies, which sampled data from 1989 to 1994, found
fluoxetine to be more cost-effective than sertraline or more
cost-effective than sertraline and paroxetine. A type of selec-
tion bias that has been termed launch biasmay have affected
these findings (46). The time frames of these studies over-
lapped with the first year or two after launch of sertraline
and paroxetine. It is possible that a new antidepressant is
prescribed for a different type of patient in the early years
after its launch than after it has been on the market for
several years. Patients selected by their physicians to receive
a brand-new antidepressant may generally be more severely
ill than other patients. Recent analyses have attempted to
control for initial severity. However, another possibility is
that patients selected by their prescribers to receive a brand-
new antidepressant may on average have been more resistant
to previous treatment than other patients. Because treat-
ment resistance correlates only partially with severity, ad-
justment for severity of illness may only partially correct a
launch bias effect driven by treatment resistance. Most stud-
ies attempting to control for previous treatment eliminate
patients who received antidepressants in the 4 to 6 months
before the start of the index antidepressant. Although this
exclusion is somewhat reassuring, it still does not prevent
patients from being included in the analysis who were taking
an antidepressant at the start of the study interval, then
stopped antidepressant therapy for 4 to 6 months, perhaps
because of ineffectiveness, then started a different, recently
launched antidepressant identified as the index. Such pa-
tients would be predicted to be relatively unlikely to respond
to treatment and relatively likely to incur treatment costs
subsequent to the antidepressant start. To the extent that
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TABLE 78.8. RETROSPECTIVE COST-EFFECTIVENESS ANALYSES OF ADMINISTRATIVE DATABASES:
NON-SSRIs VERSUS CONTROL ANTIDEPRESSANTS

Reference, Control Principal Authors’ Methodologic
N, time frame Population Newer AD(s) AD(s) Outcome Conclusions Limitations

Sullivan et al., 9 U.S. health venlafaxine TCAs total health care v,o,S,T 1. possible uncorrected
2000 (95,96) plans second- other – SSRIs costs for 12 mo selection bias
N = 981 line treatment nefazodone 2. possible cohort effect
1993–1997 bupropion

trazodone

Legend: see Table 78.4.

such patients are included in an analysis, a launch bias may
exist that is unfavorable to the second antidepressant.
In the first study in Table 78.7, the sample was restricted

to DSM-IV 296.2 ‘‘single-episode’’ depressed patients. This
restriction was intended to reduce the possibility of a selec-
tion bias if the patients chosen to receive the newest medica-
tions were more refractory as a group than patients chosen
to receive more established medications. This possibility
may still have influenced the analysis because in subsequent
studies, it was found that some patients with ‘‘single-epi-
sode’’ depression had had previous episodes that were
treated with antidepressants (42,43).
The fourth study in Table 78.7 is consistent with a

launch bias interpretation of the three earlier studies. In this
study, the time horizon (1995 through 1996) was 3 to 4
years after the launch of sertraline and paroxetine. This
study found the three SSRIs to be equally cost-effective.
Limited retrospective data suggest that venlafaxine and
other newer non-SSRI antidepressants are similar to SSRIs
and TCAs in cost-effectiveness (Table 78.8).
The retrospective database methodmay be especially vul-

nerable to publication bias. Because the retrospective studies
are inexpensive in comparison with prospective trials, and
because the number of potential study sites is large, the
possibility is greater with retrospective studies that multiple
analyses are conducted but only a limited number pub-
lished.

PROSPECTIVE COST-EFFECTIVENESS
TRIALS

Prospective randomized cost-effectiveness experiments offer
a potential ‘‘gold standard’’ methodology for investigating
cost-effectiveness because of the internal validity arising
from the randomization. In addition, they directly collect
data on both outcomes and costs. The randomization per-
mits the investigator to ascribe any observed differences in
cost-effectiveness among treatment groups to the treatment
itself and not to unmeasured baseline differences among the
groups. The major difficulty with prospective randomized

cost-effectiveness experiments, in addition to their expense
and the time required to complete them, is the question of
external validity. Are the patients who consent to random
assignment representative of the entire group of patients in
routine practice, or are they different in some important
way? Relatively little attention has been paid to this issue
in depression research, although in one study, the patients
participating in a randomized trial of depression had signifi-
cantly fewer comorbid diagnoses than did excluded patients
and were more likely to have a single episode of depression
(27).
At present, only two prospective pharmacoeconomic

studies examining the cost-effectiveness of newer antide-
pressant treatment have been published. The initial report
from the first study included data up to 6 months after
randomization (4). Patients were followed for 2 years after
randomization, and the long-term data were reported re-
cently (26). Patients were enrolled from participating pri-
mary care clinics in a large HMO in the United States.
Patient out-of-pocket copayment prescription expenses
were waived. Patient identification depended on primary
care physician referral. Physicians were asked to refer pa-
tients whom they were starting on an antidepressant for
depression when both patient and physician were willing
to consider random assignment. Of 621 patients referred,
579 (93%) were eligible, and 536 (93%) consented and
were randomized. At baseline, 67% of randomized patients
met DSM-III-R criteria for major depression; the remainder
met criteria for either minor depression or dysthymia. The
average score on the Hamilton Depression Scale at baseline
was below 14. Patients were randomly assigned to receive
fluoxetine (N � 173) or the commonly prescribed TCAs
imipramine (N � 182) or desipramine (N � 181). After
randomization, the patients were free to switch antidepres-
sants. Evaluators but not patients or prescribing physicians
were blinded to the initial treatment assignment. Random-
ized patients were evaluated at baseline and at 1, 3, 6, 9,
12, 18, and 24 months with measures of symptoms, quality
of life, and service utilization.
At the 6-month follow-up, the proportion of patients

continuing on the original antidepressant was nearly 60%
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for fluoxetine, less than 40% for imipramine, and approxi-
mately 30% for desipramine. At the 24-month follow-up,
the proportion of patients continuing on the original antide-
pressant was roughly 35% for fluoxetine and 10% to 15%
for imipramine and desipramine. These data suggest a sub-
stantial acceptability advantage for the SSRI over the TCAs,
at least when patients and prescribers are aware of the iden-
tity of the medication. However, the proportion of patients
continuing to take any antidepressant medication was ap-
proximately equal at 6 months and at all the subsequent
evaluations for the three groups. These data suggest that
patients who find TCAs unacceptable generally agree to
treatment with a second medication. Rates of symptoms
and quality of life showed similar improvement at all time
points, although some evidence was found at or near the
trend level for the fluoxetine group to be slightly more im-
proved at the 1-month time point only. These data indicate
that the clinical outcomes in actual practice are essentially
equivalent whether patients are initially assigned to an SSRI
or a TCA. If average improvement is slightly faster when
an SSRI is the initial choice, perhaps because fewer patients
switch and start over, any difference is no longer apparent
at 3 months or thereafter.
Among patients remaining on the initial antidepressant

at 1 month, adverse effects were significantly lower in the
group assigned to fluoxetine. The method of measurement
of adverse effects is not described in detail. Differences in
adverse events between the groups were not reflected in the
measures of quality of life.
Cost-of-treatment data showed, as expected, that antide-

pressant medication costs were roughly double for the group
initially assigned to fluoxetine ($217 vs. $97 for imipramine
and $123 for desipramine during the first 6 months and
$609 vs. $324 for imipramine and $376 for desipramine
for the entire 24 months). Outpatient costs and inpatient
medical and inpatient psychiatric costs were lower, although
not significantly so, in the fluoxetine group ($1,750 vs.
$2,008 for imipramine and $2,238 for desipramine during
the first 6 months and $6,092 vs. $6,459 for imipramine
and $6,381 for desipramine for the entire 24 months).
These effects resulted in total direct costs across the groups
that were not significantly different.
In this study, clinical outcomes were almost identical,

whether patients were prescribed fluoxetine or a tricyclic
first, when patients were permitted to switch medications
freely. Patients who found tricyclics unacceptable generally
agreed to treatment with a second medication and ‘‘caught
up’’ in terms of clinical outcome. The newer medication
‘‘broke even’’ on costs, in that the higher acquisition costs
of fluoxetine were balanced by the lower costs of other ser-
vices, but did not result in an overall savings to the health
care system. On the other hand, a formulary policy of re-
quiring failure of a tricyclic before access to the newer medi-
cation was granted would not have saved money in this
particular primary care practice. The authors concluded that

the data provide no clear guidance in the initial selection of
antidepressant medications and that patient and physician
preference therefore provide an appropriate basis for treat-
ment selection.
Interestingly, this group conducted a retrospective data-

base analysis of patients during a similar period of time who
did not participate in the randomized trial (47). Reassur-
ingly, the cost-effectiveness results (Table 78.6) were very
similar to those from the randomized study.
In the discussion, the authors point out that these con-

clusions may not apply to other practices. In particular,
similar studies in psychiatric specialty practices are needed.
The depression of patients in psychiatric specialty practices
is generally more severe, and the consequences of delay in
treatment response related to a need to switch medications
and start over may be more worrisome.
The second randomized prospective antidepressant cost-

effectiveness study was conducted in a primary care setting
in France (2). Outpatients meeting DSM-IV criteria for
major depression were randomized to sertraline (50 to 150
mg/d; N � 122) or fluoxetine (20 to 60 mg/d; N � 120)
in double-blinded fashion for 6 months. Both groups im-
proved significantly from baseline onmeasures of symptoms
and quality of life, and analyses comparing the groups
showed no significant differences; however, patients treated
with fluoxetine utilized more medical resources. Analyses
comparing groups in regard to work and productivity losses
were not significant. Cost comparisons (converted to dol-
lars) from the societal perspective favored sertraline over
fluoxetine ($1,551 vs. $1,735), but neither the variability
within groups nor statistical significance of the comparisons
was reported.

COSTS OF AVERTING SUICIDE

Suicide is fortunately a fairly rare event, even in depressed
patients (48,49). As a result, many cost-effectiveness studies
have not included a consideration of suicide. We touch on
the issue only briefly.
The relative safety of the newer antidepressants in over-

dose is well-known. The use of SSRIs is associated not only
with fewer deaths from antidepressant overdose but also
with reduced costs of treating overdose (50–52)
Despite clear reductions in mortality from overdoses

with the newer medications in comparison with TCAs (53),
controversial data from a general practice research database
involving 4 million residents of the United Kingdom indi-
cated the rate of death by suicide in patients receiving fluox-
etine to be no lower than the rate of death by suicide in
patients receiving TCAs (54). Fluoxetine-treated patients
appeared to substitute violent methods or carbon monoxide
poisoning for overdoses. Such complete method substitu-
tion would suggest that SSRIs do not save lives and that
saving lives cannot therefore be used to justify their added
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expense. These data, however, are based on only 11 suicides
among a limited number of fluoxetine cases.
Freemantle et al. (55) modeled the cost per life year saved

and cost per life saved that would result from the routine
first-line use of SSRIs rather than TCAs in general practice
in the U.K. in comparison with current U.K. practice pat-
terns. This analysis produced a very wide range of estimates,
primarily because of uncertainty regarding whether SSRI-
treated patients would substitute other methods of suicide
for overdoses. As part of a simulation, another study in-
cluded suicide as part of the cost of treatment dropout (56).
However, the expert panel estimates of suicide rates in this
latter study were very high, and few costs were considered
in the analysis.
Whether newer antidepressants do in fact save lives is

crucial in a consideration of their cost-effectiveness. More
data are needed about the extent to which patients, knowing
that the pills are not lethal, might substitute methods of
suicide that are even more deadly than TCA overdoses.
However, recently emerging epidemiologic data appear to
suggest that newer antidepressants may have a favorable im-
pact on death by suicide when all methods, not just over-
doses, are taken into account (57–60).

CONCLUSION

The available data that may be confidently brought to bear
on the two cost-effectiveness questions posed in the intro-
duction are surprisingly sparse. Only two prospective ran-
domized studies have been carried out, both in primary care.
More prospective studies are clearly needed. Most of the
retrospective studies and the simulations contain methodo-
logic limitations sufficient to generate significant concern
about their conclusions. Additionally, the studies include
diverse variations in almost all the elements of cost-effective-
ness analysis, so that cross-comparisons and aggregate con-
clusions are very difficult to make. However, if we must
draw conclusions from the current data, we would suggest
the following tentative conclusions.
Based on the limited evidence available, the provisional

summary from this review regarding our first question, ‘‘Are
newer antidepressants cost-effective as first-line treatment
from the health care system perspective?’’ is that first-line
use of the newer antidepressants within primary care prac-
tice in the United States may be roughly equally effective
and also cost-neutral in terms of direct medical resource
costs to the health care system. The recently published long-
term data from the only randomized study support this view
(26), and the simulations and retrospective studies, with all
their limitations, do not contradict it. However, because
the data are sparse and contain multiple methodologic prob-
lems, health care organizations or systems feeling the pinch
of the high acquisition costs of the newer medications would
be well advised to conduct their own randomized studies.

This is especially true for psychiatric practices and for prac-
tices in countries other than the United States.
The data for the primary care treatment of depression

are sparse, but those for the cost-effectiveness of the newer
antidepressants in psychiatric practice are even more scarce.
No randomized studies have been published, and few of
the simulations and none of the administrative database
studies focus exclusively on psychiatric practice. Many fea-
tures distinguish the treatment of depression in primary care
from the treatment of depression in psychiatric practice,
and these could potentially lead to different conclusions
about cost-effectiveness. For example, the direct costs of
treatment failure may be higher in psychiatric practice than
in primary care (61), and this consideration would favor the
cost-effectiveness advantages of the better tolerated newer
agents. On the other hand, the tendency of psychiatrists to
use higher and possibly more effective doses of TCAs than
primary care prescribers do would likely favor the cost-effec-
tiveness of TCAs over SSRIs in psychiatric practice. Simi-
larly, it may be less likely in psychiatric practice than in
primary care that the greater tolerability of SSRIs and the
reduced requirement for dose titration would offset costs
by decreasing the need for outpatient visits; for depressed
patients in psychiatric practice, with relatively severe depres-
sion and higher levels of comorbidity, frequent visits may
be necessary independently of these considerations to moni-
tor for increased suicide risk. Prospective randomized cost-
effectiveness experiments in psychiatric practice could ad-
dress the substantially different environment of specialty
mental health care.
Similarly, although the data on the treatment of depres-

sion in the United States are limited, those on the cost-
effectiveness of the newer antidepressants in other countries,
especially developing countries, are still more limited. No
randomized studies outside the United States have com-
pared newer and older antidepressants. Some of the simula-
tions and none of the administrative database studies focus
on other developed countries, such as Canada and the Euro-
pean nations. The many ways in which the treatment of
depression differs across countries and economies could po-
tentially lead to different conclusions about cost-effective-
ness (62). Acquisition costs for the newer medications are
generally lower in countries other than the United States
(63). Nevertheless, price may still put the newer antidepres-
sants out of reach for most of the population in some devel-
oping countries (64). The organization of health care sys-
tems varies greatly, and the potential of the newer
antidepressants to offset costs could also vary greatly across
countries. Prospective randomized cost-effectiveness experi-
ments in countries other than the United States would make
it possible to evaluate whether cost-effectiveness conclusions
are widely applicable.
The second question we posed in the introduction was,

‘‘Are newer antidepressants cost-effective as first-line treat-
ment from the global societal perspective?’’ This perspective
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includes all costs and all health effects. Fewer studies have
attempted to address societal indirect/productivity costs,
and none of the studies is prospective. Indirect/productivity
costs were not comprehensive in some studies, being limited
to family burden or absence from work. In the studies re-
porting QALYs, the outcome rates were taken from expert
opinion panels, or utility determinations were uncertain.
Most of these studies have numerous other methodologic
limitations. Better studies are needed, particularly on the
substitution of suicide methods, enhancement of work pro-
ductivity, and reduction of absenteeism and family burden.
However, if the newer antidepressants are in fact health care
resource cost-neutral in the health care system, the chance
is significant that the newer antidepressants are cost-effec-
tive in society. Health care system health resource cost neu-
trality clearly suggests similar cost neutrality in total health
resource costs to society because the total health care re-
source costs to society also are borne by the health care
system. It is likely that society reaps benefits not seen from
the health care system perspective, including decreased use
of informal caregiver time, decreased use of patient time,
and perhaps decreased use of resources other than health
care resources, in addition to positive changes such as in-
creased productivity.
Lastly, as newer antidepressants begin to come off patent,

their cost eventually should go down as a result of generic
competition. When this occurs, the cost-effectiveness of the
newer medications will increase (45).

DISCLOSURE

Dr.Woods has received honoraria from Janssen Pharmaceu-
tica and Wyeth-Ayerst Pharmaceuticals for speaking en-
gagements and invited publications.

REFERENCES

1. Special report. Top 200 brand-name drugs by retails sales in
1999. Drug Topics 2000 (March 6):64.

2. Boyer P, Danion JM, Bisserbe JC, et al. Clinical and economic
comparison of sertraline and fluoxetine in the treatment of
depression. A 6-month double-blind study in a primary-care set-
ting in France. Pharmacoeconomics 1998;13(1 Pt 2):157–169.

3. Murray CJL, Lopez AD. The global burden of disease. World
Health Organization. Cambridge, MA:Harvard University Press,
1996.

4. Stoudemire A, Frank R, Hedemark N, et al. The economic bur-
den of depression. Gen Hosp Psychiatry 1986;8:387–394.

5. Rice DP, Miller LS. The economic burden of affective disorders.
Br J Psychiatry Suppl 1995; 27:34–42.

6. Gold MR, Siegel JE, Russell LB, et al., eds. Cost-effectiveness in
health and medicine. New York: Oxford University Press, 1996.

7. Woods SW, Baker CB. Cost-effectiveness of newer antidepres-
sants. Curr Opin Psychiatry 1997;10:95–101.

8. Jones MT, Cockrum PC. A critical review of published economic
modeling studies in depression. Pharmacoeconomics 2000;17:
555–583.

9. Rosenbaum JF,Hylan TR. Costs of depressive disorders: a review.
Depressive Disord 1999;1:401–449.

10. Crott R, Gilis P. Economic comparisons of the pharmacotherapy
of depression: an overview. Acta Psychiatr Scand 1998;97:
241–252.

11. Holm KJ, Jarvis B, Foster RH. Mirtazapine—a pharmacoeco-
nomic review of its use in depression. Pharmacoeconomics 2000;
17:515–534.

12. Wilde MI, Benfield P. Fluoxetine—a pharmacoeconomic review
of its use in depression. Pharmacoeconomics 1998;13:543–561.

13. Davis R, Wilde MI. Sertraline—a pharmacoeconomic evaluation
of its use in depression—reply. Pharmacoeconomics 1997;11:
378–380.

14. Wilde MI, Whittington R. Paroxetine—a pharmacoeconomic
evaluation of its use in depression. Pharmacoeconomics 1995;8:
62–81.

15. Joffe R, Sokolov S, Streiner D. Antidepressant treatment of
depression: a metaanalysis [see Comments]. Can J Psychiatry
1996;41:613–616.

16. Einarson TR, Arikian SR, Casciano J, et al. Comparison of ex-
tended-release venlafaxine, selective serotonin reuptake inhibi-
tors, and tricyclic antidepressants in the treatment of depression:
a meta-analysis of randomized controlled trials. Clin Ther 1999;
21:296–308.

17. Greenberg RP, Bornstein RF, Zborowski MJ, et al. A meta-
analysis of fluoxetine outcome in the treatment of depression. J
Nerv Ment Dis 1994;182:547–551.

18. Song F, Freemantle N, Sheldon TA, et al. Selective serotonin
reuptake inhibitors: meta-analysis of efficacy and acceptability
[see Comments]. BMJ 1993;306:683–687.

19. Montgomery SA, Henry J, McDonald G, et al. Selective seroto-
nin reuptake inhibitors: meta-analysis of discontinuation rates
[published erratum appears in Int Clin Psychopharmacol 1994;9:
296]. Int Clin Psychopharmacol 1994;9:47–53.

20. Anderson IM, Tomenson BM. Treatment discontinuation with
selective serotonin reuptake inhibitors compared with tricyclic
antidepressants: a meta-analysis. BMJ 1995;310:1433–1438.

21. Lawrenson RA, Tyrer F, Newson RB, et al. The treatment of
depression in UK general practice: selective serotonin reuptake
inhibitors and tricyclic antidepressants compared. J Affect Disord
2000;59:149–157.

22. Dunn RL, Donoghue JM, Ozminkowski RJ, et al. Longitudinal
patterns of antidepressant prescribing in primary care in the UK:
comparison with treatment guidelines. J Psychopharmacol 1999;
13:136–143.

23. Donoghue JM, Tyler A. The treatment of depression: prescribing
patterns of antidepressants in primary care in the UK. Br J Psy-
chiatry 1996;168:164–168.

24. MacDonald TM, McMahon AD, Reid IC, et al. Antidepressant
drug use in primary care: a record linkage study in Tayside,
Scotland [see Comments]. BMJ 1996;313:860–861.

25. Simon GE, VonKorff M, Heiligenstein JH, et al. Initial antide-
pressant choice in primary care. Effectiveness and cost of fluoxe-
tine vs. tricyclic antidepressants. JAMA 1996;275:1897–1902.

26. SimonGE, Heiligenstein J, Revicki D, et al. Long-term outcomes
of initial antidepressant drug choice in a ‘‘real world’’ randomized
trial. Arch Fam Med 1999;8:319–325.

27. Partonen T, Sihvo S, Lonnqvist JK. Patients excluded from an
antidepressant efficacy trial. J Clin Psychiatry 1996;57:572–575.

28. Woods SW, Ziedonis DM, Sernyak MJ, et al. Characteristics of
participants and nonparticipants in medication trials for treat-
ment of schizophrenia. Psychiatr Serv 2000;51:79–84.

29. Woods SW, Rizzo JA. Cost-effectiveness of antidepressant treat-
ment reassessed [see Comments]. Br J Psychiatry 1997;170:
257–263.



Neuropsychopharmacology: The Fifth Generation of Progress1136

30. Bentkover JD, Feighner JP. Cost analysis of paroxetine vs. imipra-
mine in major depression. Pharmacoeconomics 1996;8:223–232.

31. Lapierre Y, Bentkover J, Schainbaum S, et al. Direct costs of
depression: analysis of treatment costs of paroxetine versus imi-
pramine in Canada. Can J Psychiatry 1995;40:370–377.

32. Hylan TR, Kotsanos JG, Andersen JS, et al. Comparison of a
decision analytic model with results from a naturalistic economic
clinical trial: an application of evaluating alternative antidepres-
sants. Am J Managed Care 1996;2:1211–1223.

33. Montgomery SA, Brown RE, Clark M. Economic analysis of
treating depression with nefazodone vs. imipramine. Br J Psychia-
try 1996;168:768–771.

34. Jonsson B, Bebbington P. Economic studies of the treatment
of depressive illness. In: Jonsson B, Rosenbaum J, eds. Health
economics of depression. New York: John Wiley and Sons, 1993:
35–48.

35. Jonsson B, Bebbington PE. What price depression? The cost of
depression and the cost-effectiveness of pharmacological treat-
ment [see Comments]. Br J Psychiatry 1994;164:665–673.

36. Hill SR, Mitchell AS, Henry DA. Problems with the interpreta-
tion of pharmacoeconomic analyses—a review of submissions to
the Australian pharmaceutical benefits scheme. JAMA 2000;283:
2116–2121.

37. McFarland BH. Cost-effectiveness considerations for managed
care systems: treating depression in primary care. Am J Med 1994;
97[Suppl 6A]:47S–58S.

38. Stewart A. Anti-depressant pharmacotherapy: cost comparison
of SSRIs and TCAs. Br J Med Econ 1994;7:67–79.

39. Kassirer JP, Angell M. The journal’s policy on cost-effectiveness
analyses [Editorial] [see Comments]. N Engl J Med 1994;331:
669–670.

40. Woods SW, Baker CB. Cost effectiveness of newer antidepres-
sants. Curr Opin Psychiatry 1997;10:95–101.

41. Croghan TW, Lair TJ, Engelhart L, et al. Effect of antidepressant
therapy on health care utilization and costs in primary care.
Psychiatr Serv 1997;48:1420–1426.

42. Sclar DA, Skaer TL, Robison LM, et al. Economic outcomes
with antidepressant pharmacotherapy: a retrospective intent-to-
treat analysis. J Clin Psychiatry 1998;59:13–17.

43. Sclar DA, Skaer TL, Robison LM, et al. Economic appraisal of
citalopram in the management of single-episode depression. J
Clin Psychopharmacol 1999;19[5 Suppl 1]:47S–54S.

44. Melton ST, Kirkwood CK, Farrar TW, et al. Economic evalua-
tion of paroxetine and imipramine in depressed outpatients. Psy-
chopharmacol Bull 1997;33:93–100.

45. Woods SW, Baker CB. Cost-effectiveness of treatment for
depression: methods and policies. Depressive Disord 1999;1:
456–458.

46. Croghan TW, Kniesner TJ, Melfi CA, et al. Effect of antidepres-
sant choice on the incidence and economic intensity of hospitali-
zation among depressed individuals. Administration and Policy in
Mental Health 2000;27:183–195.

47. SimonGE, Fishman P. Cost implications of initial antidepressant
selection in primary care. Pharmacoeconomics 1998;13:61–70.

48. Simon GE, VonKorff M. Suicide mortality among patients
treated for depression in an insured population. Am J Epidemiol
1998;147:155–160.

49. Blair-West GW,Mellsop GW, Eyeson-Annan ML. Down-rating
lifetime suicide risk in major depression [see Comments]. Acta
Psychiatr Scand 1997;95:259–263.

50. D’Mello DA, Finkbeiner DS, Kocher KN. The cost of antide-
pressant overdose. Gen Hosp Psychiatry 1995;17:454–455.

51. Revicki DA, Palmer CS, Phillips SD, et al. Acute medical costs
of fluoxetine versus tricyclic antidepressants. A prospective multi-
centre study of antidepressant drug overdoses. Pharmacoeconomics
1997;11:48–55.

52. Kapur N, House A, Creed F, et al. Costs of antidepressant over-
dose: a preliminary study. Br J Gen Pract 1999;49:733–734.

53. Henry JA, Alexander CA, Sener EK. Relative mortality from
overdose of antidepressants [see Comments] [published erratum
appears in BMJ 1995;310:911]. BMJ 1995;310:221–224.

54. Jick SS, Dean AD, Jick H. Antidepressants and suicide. BMJ
1995;310:215–218.

55. Freemantle N, House A, Song F, et al. Prescribing selective sero-
tonin reuptake inhibitors as strategy for prevention of suicide.
BMJ 1994;309:249–253.

56. Le Pen C, Levy E, Ravily V, et al. The cost of treatment dropout
in depression. A cost-benefit analysis of fluoxetine vs. tricyclics.
J Affect Disord 1994;31:1–18.

57. Ohberg A, Vuori E, Klaukka T, et al. Antidepressants and suicide
mortality. J Affect Disord 1998;50:225–233.

58. Isacsson G, Holmgren P, Druid H, et al. The utilization of anti-
depressants—a key issue in the prevention of suicide: an analysis
of 5281 suicides in Sweden during the period 1992–1994. Acta
Psychiatr Scand 1997;96:94–100.

59. Barbui C, Campomori A, D’Avanzo B, et al. Antidepressant drug
use in Italy since the introduction of SSRIs: national trends,
regional differences and impact on suicide rates. Soc Psychiatry
Psychiatr Epidemiol 1999;34:152–156.

60. Rihmer Z, Rutz W, Pihlgren H, et al. Decreasing tendency of
seasonality in suicide may indicate lowering rate of depressive
suicides in the population. Psychiatry Res 1998;81:233–240.

61. Baker CB, Woods SW. The cost of treatment failure for major
depression: direct costs of continued treatment. Administration
and Policy in Mental Health 2001;28:263–277.

62. Shah A, Jenkins R.Mental health economic studies from develop-
ing countries reviewed in the context of those from developed
countries. Acta Psychiatr Scand 2000;101:87–103.

63. Sasich L, Torrey EF, Wolfe SM, et al. Average cost of newer
medication psychotropic, antidepressant drugs twice as high in
US as in Europe, study finds. Psychiatr Serv 1998;49:1248.

64. Razali SM, Hasanah CI. Cost-effectiveness of cyclic antidepres-
sants in a developing country. Aust N Z J Psychiatry 1999;33:
283–284.

65. Hotopf M, Hardy R, Lewis G. Discontinuation rates of SSRIs
and tricyclic antidepressants: a meta-analysis and investigation of
heterogeneity [see Comments]. Br J Psychiatry 1997;170:
120–127.

66. Steffens DC, Krishnan KR, Helms MJ. Are SSRIs better than
TCAs? Comparison of SSRIs and TCAs: a meta-analysis. Depres-
sion Anxiety 1997;6:10–18.

67. Anderson IM. SSRIs versus tricyclic antidepressants in depressed
inpatients: a meta-analysis of efficacy and tolerability. Depression
Anxiety 1998;7[Suppl 1]:11–17.

68. Trindade E, Menon D, Topfer LA, et al. Adverse effects associ-
ated with selective serotonin reuptake inhibitors and tricyclic an-
tidepressants: a meta-analysis [see Comments]. Can Med Assoc J
1998;159:1245–1252.

69. Mulrow CD, Williams JW, Trivedi M, et al. Evidence report on
treatment of depression—newer pharmacotherapies. Psychophar-
macol Bull 1998;34:409–795.

70. Bech P, Cialdella P, Haugh MC, et al. Meta-analysis of randomi-
sed controlled trials of fluoxetine vs. placebo and tricyclic antide-
pressants in the short-term treatment of major depression. Br J
Psychiatry 2000;176:421–428.

71. Geddes JR, Freemantle MN, Mason J, et al. SSRIs versus other
antidepressants for depressive disorder. Cochrane Database of Sys-
tematic Reviews 2000:1.

72. Anderson IM. Selective serotonin reuptake inhibitors versus tri-
cyclic antidepressants: a meta-analysis of efficacy and tolerability.
J Affect Disord 2000;58:19–36.

73. Williams JW, Mulrow CD, Chiquette E, et al. A systematic re-



Chapter 78: Cost-effectiveness of the Newer Antidepressants 1137

view of newer pharmacotherapies for depression in adults: evi-
dence report summary. Ann Intern Med 2000;132:743–756.

74. Stahl S, Zivkov M, Reimitz PE, et al. Meta-analysis of random-
ized, double-blind, placebo-controlled, efficacy and safety studies
of mirtazapine versus amitriptyline in major depression. Acta
Psychiatr Scand Suppl 1997;391:22–30.

75. Srisurapanont M. Response and discontinuation rates of newer
antidepressants: a meta-analysis of randomized controlled trials
in treating depression. J Med Assoc Thailand 1998;81:387–392.

76. Boyer WF, Feighner JP. The financial implications of starting
treatment with a selective serotonin reuptake inhibitor or tricyclic
antidepressant in drug-naı̈ve depressed patients. In: Jonsson B,
Rosenbaum J, eds.Health economics of depression.New York: John
Wiley and Sons, 1993:65–75.

77. Hatziandreu EJ, Brown RE, Revicki DA, et al. Cost utility of
maintenance treatment of recurrent depression with sertraline
versus episodic treatment with dothiepin. Pharmacoeconomics
1994;5:249–264.

78. Anton SF, Revicki DA. The use of decision analysis in the phar-
macoeconomic evaluation of an antidepressant: a cost-effective-
ness study of nefazodone. Psychopharmacol Bull 1995;31:
249–258.

79. Revicki DA, Brown RE, Palmer W, et al. Modelling the cost
effectiveness of antidepressant treatment in primary care. Phar-
macoeconomics 1995;8:524–540.

80. Nuijten MJC, Hardens M, Soutre E. A Markov process analysis
comparing the cost effectiveness of maintenance therapy with
citalopram versus standard therapy in major depression. Pharma-
coeconomics 1995;8:159–168.

81. Einarson TR, Arikian S, Sweeney S, et al. A model to evaluate
the cost-effectiveness of oral therapies in the management of pa-
tients with major depressive disorders. Clin Ther 1995;17:
136–153.

82. Woods SW, Rizzo JA. Cost-effectiveness of antidepressant treat-
ment reassessed [see Comments]. Br J Psychiatry 1997;170:
257–263.

83. Einarson TR, Addis A, Iskedjian M. Pharmacoeconomic analysis
of venlafaxine in the treatment of major depressive disorder. Phar-
macoeconomics 1997;12:286–296.

84. Canadian Coordinating Office for Health Technology Assess-
ment. Selective serotonin uptake inhibitors (SSRIs) for major
depression. Part II: The cost effectiveness of SSRIs in treatment
of depression. August 1997. Report 4E. Evidence-Based Med
1998;3:87.

85. Brown MC, Nimmerrichter AA, Guest JF. Cost-effectiveness of
mirtazapine compared to amitriptyline and fluoxetine in the

Neuropsychopharmacology: The Fifth Generation of Progress. Edited by Kenneth L. Davis, Dennis Charney, Joseph T. Coyle, and
Charles Nemeroff. American College of Neuropsychopharmacology � 2002.

treatment of moderate and severe depression in Austria. Eur Psy-
chiatry 1999;14:230–244.

86. Brown MCJ, van Loon JMT, Guest JF. Cost-effectiveness of
mirtazapine relative to amitriptyline in the treatment of moderate
and severe depression in France. Eur J Psychiatry 1999;13:
197–208.

87. Sclar DA, Robison LM, Skaer TL, et al. Antidepressant pharma-
cotherapy: economic outcomes in a health maintenance organiza-
tion. Clin Ther 1994;16:715–730.

88. Skaer TL, Sclar DA, Robison LM, et al. Economic evaluation
of amitriptyline, desipramine, nortriptyline, and sertraline in the
management of patients with depression. Curr Ther Res 1995;
56:556–567.

89. Forder J, Kavanagh S, Fenyo A. A comparison of the cost-effec-
tiveness of sertraline versus tricyclic antidepressants in primary
care. J Affect Disord 1996;38:97–111.

90. Obenchain RL, Melfi CA, Croghan TW, et al. Bootstrap analyses
of cost effectiveness in antidepressant pharmacotherapy. Pharma-
coeconomics 1997;11:464–472.

91. Thompson D, Hylan TR, McMullen W, et al. Predictors of
a medical-offset effect among patients receiving antidepressant
therapy. Am J Psychiatry 1998;155:824–827.

92. Hylan TR, Crown WH, Meneades L, et al. Tricyclic antidepres-
sant and selective serotonin reuptake inhibitors antidepressant
selection and health care costs in the naturalistic setting: a multi-
variate analysis. J Affect Disord 1998;47:71–79.

93. Crown WH, Hylan TR, Meneades L. Antidepressant selection
and use and healthcare expenditures—an empirical approach.
Pharmacoeconomics 1998;13:435–448.

94. Smith W, Sherrill A. A pharmacoeconomic study of the manage-
ment of major depression: patients in a TennCare HMO. Med
Interface 1996;9:88–92.

95. Sullivan EM, Griffiths RI, Frank RG, et al. One-year costs of
second-line therapies for depression. J Clin Psychiatry 2000;61:
290–298.

96. Griffiths RI, Sullivan EM, Frank RG, et al. Medical resource
use and cost of venlafaxine or tricyclic antidepressant therapy
following selective serotonin reuptake inhibitor therapy for
depression. Pharmacoeconomics 1999;15:495–505.

97. Sclar DA, Robison L, Skaer TL, et al. Antidepressant pharmaco-
therapy: economic evaluation of fluoxetine, paroxetine, and ser-
traline in a health maintenance organization. J Int Med Res 1995;
23:395–412.

98. Russell JM, Berndt ER, Miceli R, et al. Course and cost of treat-
ment for depression with fluoxetine, paroxetine, and sertraline.
Am J Managed Care 1999;5:597–606.




