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Antidepressant prescribing 
in New Zealand between 

2008 and 2015
Sam Wilkinson, Roger T Mulder

In New Zealand, antidepressant prescrib-
ing has increased substantially over 
the past two decades. Similar increases 

have been reported in other Organisation 
of Economic Co-operation and Development 
(OECD) countries. New Zealand is now the 
8th highest consumer of antidepressants per 
person in the OECD.1 Read et al 20142 report-
ed that one in nine (11.1%) New Zealand 
adults received antidepressant medication 
in 2011/12. This corresponds to 412,631 
people and was a 35% increase in users over 
the previous fi ve years. Exeter et al 20093 
also reported an increase in antidepressant 
dispensing in New Zealand adults of 28% be-
tween 2004/05 (7.36%) and 2006/07 (9.39%). 
Since this study there has been no compre-
hensive study of antidepressant prescribing 
in New Zealand.

There are a number of potential expla-
nations for this rise, including improved 
recognition of depression, changes in patient/
doctor attitudes and a broadening range of 
indications treated with antidepressants. 
Whether this rise in prescribing is a good or 
bad thing is increasingly subject to debate.4 

Regardless it is important to continue to 
monitor antidepressant prescribing trends to 
help inform health policy.

Objectives
The objectives of this study were to 

examine antidepressant prescribing trends 
in New Zealand adults from 2008 to 2015, 
by antidepressant type, age, ethnicity, 
gender and district health board location. 
Our hypothesis was that antidepressant 
prescribing rates in New Zealand are 
continuing to increase in the period studied.

Method
Antidepressant prescribing data was 

sourced via the Ministry of Health. The 
dataset contains every person in New 
Zealand who had been prescribed antide-
pressant medication.5 This data is collected 
by The Pharmaceutical Management Agency 
of New Zealand (PHARMAC), via the National 
Health Index (NHI) number—a unique 
identifi er assigned to every person who uses 
health services in New Zealand. The number 
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of prescriptions with an NHI number rose to 
97% in 2008 and to 100% in 2015. 

The dataset lists the number of patients 
collecting prescriptions for antidepressant 
medication within each district health 
board (DHB), fi ve-year age bracket, gender 
and ethnicity ( Māori, Pacifi c, Asian and 
‘Other’). The ‘Other’ category includes the 
following ethnic groups: European, Middle 
Eastern, Latin American, African and ‘Other 
Ethnicity’. For simplicity we named this 
category ‘European/other’. Data for eight 
consecutive years—2008 to 2015—was 
examined by ethnicity. 

The prescription rates were broken down 
by antidepressant class, and into individual 
drugs within each class. The antidepressant 
class data were further broken down into 
individual drugs within each class. The 
data is presented over the four-year period 
from 2012 to 2015 because this data is more 
complete. 

For the national prescribing rates, four age 
brackets were created (15–24, 25–44, 45–64 
and 65+). The exception was individual DHB 
populations, where all ages were included, 
as only the total DHB populations were 
available. 

Population data were obtained from the 
Ministry of Health to calculate dispensing 
rates.6 As age group data was available for 
each ethnicity, the population aged fi fteen 

and over could be calculated. The ethnic 
groups used are based on the ethnic groups 
from the PHARMAC database.5

Bias
This is a census of all New Zealand 

prescribing data so there is minimal bias. 

Statistics 
Microsoft Excel was used to analyse the 

data. Data are descriptive and presented as 
population prevalence.

Results
National rates (2008–2015)

In 2015, 12.6% of all New Zealanders aged 
15 and over were prescribed antidepres-
sants (16% of females and 9% of males), an 
increase of 21% from the 2008 rate of 10.4%. 

Ethnicity
Figure 1 shows the distribution of anti-

depressant prescribing by ethnicity. 
15.7% of the European/other category 
were prescribed antidepressants in 2015, 
compared with 8.3% of Māori, 4.5% of 
Pacifi c Islanders and 4.0% of Asians. 

Since 2008, adult antidepressant 
prescribing has increased across all 
ethnicities. Māori rates increased 29%, 
Pacifi c rates increased by 46%, Asian rates 
increased by 25% and European/other rates 
increased by 24%.

Figure 1: Percentage of New Zealand adults dispensed antidepressants over time, by ethnicity.
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Gender
Figures 2 and 3 show the distribution 

of antidepressant prescribing by gender, 
ethnicity and age. Females had higher 
antidepressants usage than males across 
all ethnicities. 19.9% of European/other 
females, 10.6% of Māori females, 5.6% of 
Pacifi c females and 5.1% of Asian females 
were prescribed antidepressants in 2015. 

Between 2008 and 2015, dispensing 
increased 45% for Pacifi c females, 25% 
for Māori females and 23% for Asian and 
European/other females. The total male rate 
increased 24%, compared to a 19% female 
rate increase.

Age
The use of antidepressants rises with age, 

with the exception of Māori females, where 
rates decrease in the 65+ age group. Females 
receive more antidepressants than males in 
all age groups.

The highest user of antidepressants in 
2015 was European/other females aged 65+, 
at 22.8% (compared to 13.9% of males). This 
was 1.8, 2.5 and 2.1 times the Māori, Pacifi c 
and Asian 65+ female rates, respectively. The 
next highest user-group was European/other 
females aged 45–64, with 20.9% receiving 
scripts in 2015. 

Figure 3: Percentage of males dispensed antidepressants in 2015, by age bracket and ethnicity.

Figure 2: Percentage of females dispensed antidepressants in 2015, by age bracket and ethnicity.
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In 2015, the greatest ethnic differences 
in dispensing were in the 15–24 age range. 
European females and males received 
antidepressants at 6.0 times that of Asian 
females and males. European/other were 
prescribed at 5.8 and 5.5 times that of Pacifi c 
females and males, respectively, and 2.4 
times that of Māori females and males. In 
the 25–44 age bracket, the European/other 
dispensing rate was 5.1 times that of Asian 
females and males. 

Geographic distribution
Figure 4 shows the distribution of anti-

depressant prescribing by DHB in 2015. 
Signifi cant geographic differences were 
found. The highest dispensing rate (in Wair-
arapa) was 1.83 times the lowest rate (in 
Counties Manukau). 

Drug classes
Figure 5 shows the total prescriptions by 

antidepressant class in New Zealand over 
the years 2012 to 2015. The total number 
of antidepressant prescriptions increased 
11.6%, from 1.46 million in 2012 to 1.63 
million in 2015. There was a 3.7% increase 
in tricyclic antidepressants (TCAs), 11% 
increase in selective serotonin reuptake 
inhibitors (SSRIs), 41% increase in Venla-
faxine and a 45% increase in tetracyclic 
antidepressant (TeCA) prescriptions 
(Figure 1). Monoamine oxidase inhibitors 
(MAOIs) decreased by 17%; this was the 
only drug class to decrease. Escitalopram 
and sertraline are the drugs that largely 

accounted for the rising prescription of 
SSRIs; they increased by 260% and 300%, 
respectively.

Most antidepressant prescriptions were 
for SSRIs, TCAs and venlafaxine; accounting 
for 97% of the 2015 total (57%, 29% and 11%, 
respectively). Since 2012, TCAs dropped 
from 31.6% to 29.4% of total scripts, while 
SSRIs remained relatively constant around 
57%. Venlafaxine prescriptions rose from 
8.8% to 11.1%, TeCA’s from 1.9% to 2.5%, 
while MAOI prescriptions dropped from 
0.7% to 0.6% of the total. 

Discussion
National rates

This study examined antidepressant use 
in all adult New Zealanders between 2008 
and 2015. One in eight New Zealand adults 
(12.6%) were dispensed an antidepressant 
in 2015. There are no directly comparable 
fi gures for other countries.

Kantor et al 20157 reported a 13% 
prevalence of antidepressant use from 
a cross-sectional survey of US adults in 
2011–12. The OECD reported pharmaceu-
tical consumption using ‘defi ned daily dose’ 
per 1,000 people (ddd). The highest four 
countries were Iceland (118), Australia (96), 
Portugal (88) and Canada (85). New Zealand 
was 8th—at 73 ddds per 1,000 adults per day 
in 20141 (the only year the OECD provided 
data for New Zealand).

Figure 4: Antidepressant use by DHB in 2015. 

Note the all-ages DHB populations were used instead of the 15+ population, so rates are lower.
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Change in rates
The number of New Zealanders taking 

antidepressant medication has risen 21% 
since 2008 to 12.6% in 2015. This is 34% 
higher than Exeter et al’s 20093 2006/07 New 
Zealand rate of 9.39%. Rates increased in 
all OECD countries over the past 10 years. 
Between 2011 and 2014, Belgium (7.0%) and 
Canada (5.7%) had similar rate increases to 
that of New Zealand (6% from 2011–2014). 
The countries with the highest defi ned 
daily doses were increasing at the highest 
rates (11.5% increase for Iceland, 13.3% for 
Australia and 17.6% increase for Portugal, 
from 2011–2014). 

Although antidepressant use continues 
to rise each year, the rate of increase 
has decreased. From 2004/05–2006/07, 
the increase was 12–14% per year.3 In 
the present study (2008–2015) the rate of 
increase gradually falls: from 4.6% between 
2008 and 2009, to 1.5% between 2014 and 
2015. This is consistent with results from 
Kantor et al’s 20157 US study which reported 
that while the use of antidepressants 
increased from 6.8% in 1999/2000 to 13% 
in 2011/12, the rate of increase slowed after 
2004. From 2007–2011 the US prescribing 
rate increases by around 4% per year—
similar to the average annual increase (of 

3%) in our study. This may represent a 
‘ceiling effect’ in populations where antide-
pressant use is already relatively high. 

Ethnicity
Signifi cant ethnic differences were 

evident. Māori received fewer antidepres-
sants than European/other (8.3% vs 15.7%), 
though the rate of prescribing for Māori is 
increasing faster than for the European/
other group. 4.5% of Pacifi c people received 
antidepressants in 2015, although this was 
46% higher than the 2008 rate—the greatest 
increase in any ethnic group. Asian New 
Zealanders had the lowest antidepressant 
use, at 4.0% in 2015.

Similar trends have been documented 
in other studies. In 2007, in the only 
other systematic review of New Zealand 
prescribing patterns, New Zealand 
European/other people were prescribed 
antidepressants at between 1.5 and 2.3 times 
that for Māori, depending on age and gender, 
and Pacifi c people received signifi cantly 
less antidepressants than Māori.3 Ethnic 
differences in antidepressant prescribing 
have been consistently reported in other 
countries. For example, Olfson et al 20098 
reported that African Americans had lower 
rates of antidepressant use: 4.51% compared 
to 11.96% of ‘white’ Americans in 2005. 

Figure 5: Total prescriptions by antidepressant class in New Zealand.

Antidepressant medication included: selective serotonin reuptake inhibitors (SSRIs), tricyclic antidepressants 
(TCAs), monoamine oxidase inhibitors (MAOIs), tetracyclic antidepressants (TeCAs) and venlafaxine (a serotonin-
norepinephrine reuptake inhibitor (SNRI)). SSRIs: citalopram hydrobromide, fluoxetine hydrochloride, escitalopram, 
sertraline, paroxetine hydrochloride. TCAs: amitriptyline, nortriptyline hydrochloride, clomipramine hydrochloride, 
dothiepin hydrochloride, doxepin hydrochloride, Imipramine hydrochloride. MAOIs: phenelzine sulphate, 
tranylcypromine sulphate, moclobemide. TeCAs: maprotiline hydrochloride, mianserin hydrochloride and 
Mirtazapine. SNRI: venlafaxine.

ARTICLE



57 NZMJ 9 November 2018, Vol 131 No 1485
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Gender 
Females receive more antidepressant 

medication than males. 19.9% of European/
other females aged 15 and over (one in 
fi ve) were prescribed an antidepressant in 
2015. Females received antidepressants at 
1.9, 1.6, 1.8 and 1.9 times that of males in 
Māori, Pacifi c, European/other and Asian 
populations, respectively. This gender ratio 
has been reported consistently. In 2005, US 
females had a rate more than double that of 
males (13.42% vs 6.68%).8 Spence et al 20149 
reported that women had heavier antide-
pressant use than men in England. 

Age 
The use of antidepressants rises with age, 

with the exception of Māori females aged 
65+. In Exeter et al’s 20093 report, rates 
increased with age for all ethnicities, and 
was highest in European/other females aged 
65+ (18%). The highest users of antidepres-
sants in 2015 were European/other females 
aged 65+, at 22.8%. The next highest user-
group was European/other females aged 
45–64, with 20.9% receiving scripts. High 
antidepressant usage in older people was 
also reported by Spence et al 2014,9 who 
found that areas of England with a greater 
number of people aged over 65 had higher 
antidepressant dispensing. 

The highest female to male ratios were 
seen in the 15–24 age group: 2.09 for 
European/other, 2.02 for Asians, 2.01 for 
Māori and 2.00 for Pacifi c people. 

Young adults have the greatest ethnic 
differences in dispensing, with Europeans/
other aged 15–24 receiving antidepressants 
at 6.0 and 5.8 times that of Asian females 
and males, respectively. 

Geographic distribution
Prescribing trends differed geographi-

cally. Similar trends are reported in the few 
studies that have examined prescribing 
rates. In 2015 the Australian Commission 
on Safety and Quality in Health Care 
reported that the number of antidepressant 
prescriptions was 11.7 times higher in the 
area with the highest rate compared to the 
area with the lowest rate.10 Spence et al 
20149 examined trends in antidepressant 
prescribing in England from 1998–2012 and 
reported large geographical variations in 
the rates of prescribing. Rates varied from 

71 to 331 prescriptions per 1,000 people. 
They also reported that areas with more 
white people, more women and more people 
over the age of 65 had the heaviest use of 
antidepressants. 

Antidepressant drug classes 
The absolute number of prescriptions in 

New Zealand increased from 1.46 million 
in 2012 to 1.63 million in 2015, an 11.6% 
increase in three years. 

The proportion of the total prescrip-
tions made up by each drug class is slowly 
changing. SSRIs have increased from 
approximately 53% of all antidepressant 
prescriptions between 2004 and 2007,3 to 
57% in 2015. Escitalopram and sertraline 
are the two SSRIs that largely account for 
the increasing numbers, with 260% and 
300% increases from 2012–2015, respec-
tively. TCAs have continued to drop, from 
42.8% in 2004/05 to 29.4% of the total 
prescriptions in 2015. Venlafaxine’s propor-
tionate share increased from 2.43% in 
2004/05 to 11.1% in 2015.

In 2006/07 SSRIs, TCAs and venlafaxine 
accounted for 98.6% of all antidepressants.3 
In 2015 they accounted for 97% of antide-
pressants. This change can be accounted for 
by a 32% increased use of TeCA’s; from 1.9% 
to 2.5%. 

Generalisability
The results of this study are generalisable 

to New Zealand and most other developed 
countries, especially those with a colonised 
native population and other diverse ethnic 
populations.

Limitations 
Although a patient is prescribed a medi-

cation, they may not have ingested it. Some 
patients may have been prescribed a medi-
cation once; not for the entire calendar year. 
Some of the antidepressants are prescribed 
for non-psychological reasons such as pain 
and sleep (eg, TCAs), although this should 
not signifi cantly affect the results.

Conclusion
The rate of prescribing antidepressants in 

New Zealand continues to slowly rise. The 
overall prevalence and distribution among 
gender, ethnicity and age of prescribing is 
similar to other OECD countries. Whether 
this increase is a good thing is open to 
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debate. There is no evidence that increased 
use of antidepressants has been associated 
with any improvement in community 
mental health measures such as admissions, 
reduction in disability benefi ts, reduction 
in suicide rates or better mental health 
in community surveys.11 This is similar to 
fi ndings in other English-speaking coun-
tries.12 Antidepressants have signifi cant 

side effects and we have limited evidence 
for long-term effi  cacy. Perhaps it is time to 
switch emphasis from a ‘treatment gap’ to 
a ‘quality gap’ so that antidepressant use is 
targeted more optimally at those who are 
most likely to benefi t. Simply giving more 
people more antidepressants does not seem 
to be working.

Competing interests:
Nil.

Acknowledgements:
SW wishes to thank the University of Otago, School of Medicine for the support to carry out 

this research as part of the Trainee Intern elective. Matthew Dwyer from the Ministry of 
Health provided invaluable assistance in obtaining the relevant data. Funding for some of 

the data sourcing was provided by the Department of Psychological Medicine, University of 
Otago, Christchurch.
Author information:

Sam Wilkinson, House Offi  cer, Neurology Department, Canterbury District Health Board, 
Christchurch; Roger T Mulder, Department of Psychological Medicine, University of Otago, 

Christchurch.
Corresponding author: 

Roger Mulder, Department of Psychological Medicine, University of Otago, Christchurch, 
PO Box 4345, Christchurch.
roger.mulder@otago.ac.nz

URL:
http://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2018/vol-131-no-1485-

9-november-2018/7739

1. Organisation of Econom-
ic Co-operation and 
Development. Pharma-
ceutical market 2016 
[Available from: http://
dx.doi.org/10.1787/
data-00545-en 
(accessed Jan 2017).

2. Read J, Cartwright C, 
Gibson K. Adverse emotion-
al and interpersonal effects 
reported by 1829 New 
Zealanders while taking 
antidepressants. Psychiatry 
Res. 2014; 216(1):67–73.

3. Exeter D, Robinson E, 
Wheeler A. Antidepressant 
dispensing trends in New 
Zealand between 2004 and 
2007. Aust N Z J Psychiatry. 
2009; 43(12):1131–40.

4. Cleland B, Wallace 
JE, Bond R, Black M, 
Mulvenna M, Rankin D, 
Tannery A. Insights into 
Antidepressant Prescrib-
ing Using Open Health 
Data. Big Data Research. 
2018; 12(July ):41–8.

5. Ministry of Health. 
Pharmaceutical Collection. 
Job number 2015–1601.

6. Ministry of Health. 
Analytical Services Mental 
Health Population. 2016 
Updated in November 
2016. Received 28/3/2017.

7. Kantor ED, Rehm CD, Haas 
JS, Chan AT, Giovannucci 
EL. Trends in Prescription 
Drug Use Among Adults 
in the United States 

From 1999-2012. JAMA. 
2015; 314(17):1818–31.

8. Olfson M, Marcus 
SC. National patterns 
in antidepressant 
medication treatment. 
Arch Gen Psychiatry. 
2009; 66(8):848–56.

9. Spence R, Roberts A, Ariti 
C, Bardsley M. The Health 
Foundation and the Nuff-
ield Trust 2014 [Available 
from: http://www.quality-
watch.org.uk/sites/fi les/
qualitywatch/fi eld/fi eld_
document/140528_Quality-
Watch_Focus%20on_antide-
pressant%20prescribing_0.
pdf (accessed 30 Jan 2017).

10. Australian Commission 
on Safety and Quality in 

REFERENCES:

ARTICLE



59 NZMJ 9 November 2018, Vol 131 No 1485
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Health Care. Antidepres-
sant medicines dispensing 
18–64 years. Interventions 
for mental health and 
psychotropic medicines. 
(online) 2015 [Australian 
Atlas of Healthcare 
Variation, pp.193–200.]. 
Available from: http://www.
safetyandquality.gov.au/
wp-content/uploads/2015/11/

SAQ201_05_Chapter4_v8_
FILM_tagged_merged-4-3.
pdf (accessed 30 Jan 2017).

11. Mulder R, Rucklidge J, 
Wilkinson S. Why has 
increased provision of 
psychiatric treatment not 
reduced the prevalence 
of mental disorder? 
Aust NZ J Psychiatry. 
2017; 51(12):1176–7.

12. Jorm AF, Patten SB, 
Brugha TS, Mojtabai R. 
Has increased provision 
of treatment reduced the 
prevalence of common 
mental disorders? Review 
of the evidence from four 
countries. World Psychi-
atry. 2017;  16(1):90–9.

ARTICLE


