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ABSTRACT
Background/objectives: Major depression has a negative impact on quality of life, increasing the
risk of premature death. It imposes social and economic costs on individuals, families and society.
Mental illness is now the leading cause globally of disability/lost quality life and premature
mortality. Finding cost-effective treatments for depression is a public health priority. We report
an economic evaluation of a dietary intervention for treating major depression.
Methods: This economic evaluation drew on the HELFIMED RCT, a 3-month group-based
Mediterranean-style diet (MedDiet) intervention (including cooking workshops), against a social
group-program for people with major depression. We conducted (i) a cost-utility analysis, utility
scores measured at baseline, 3-months and 6-months using the AQoL8D, modelled to 2 years
(base case); (ii) a cost-effectiveness analysis, differential cost/case of depression resolved (to
normal/mild) measured by the DASS. Differential program costs were calculated from resources
use costed in AUD2017. QALYs were discounted at 3.5%pa.
Results: Best estimate differential cost/QALY gain per person, MedDiet relative to social group was
AUD2775. Probabilistic sensitivity analysis, varying costs, utility gain, model period found 95%
likelihood cost/QALY less than AUD20,000. Estimated cost per additional case of depression
resolved, MedDiet group relative to social group was AUD2,225.
Conclusions: A MedDiet group-program for treating major depression was highly cost-effective
relative to a social group-program, measured in terms of cost/QALY gain and cost per case of
major depression resolved. Supporting access by persons with major depression to group-based
dietary programs should be a policy priority. A change to funding will be needed to realise the
potential benefits.

KEYWORDS
Mediterranean diet;
depression; diet intervention;
economic evaluation; cost
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Introduction

Depression has a negative impact on quality of life, pro-
ductivity and relationships, carrying substantial per-
sonal, social and economic costs [1]. Worldwide it was
estimated in 2010 that mental health disorders cost US
$2.5–8.5 trillion, projected to double by 2030 [2]. As a
leading cause of disease burden globally, depressive dis-
orders are an urgent public health priority for identifying
effective and cost-effective treatments [3,4].

The most common treatments for depression are
pharmacotherapy and psychotherapy/counselling. A
recent commentary in the Medical Journal of Australia
concluded that the available treatments, including anti-
depressants have proved disappointing in terms of treat-
ment effect [5]. Other high-profile papers report similar
conclusions [6]. Despite limited evidence of efficacy and

small effect sizes, antidepressant use in Australia has
more than doubled between 2000 and 2016 [5]. In
2011, 1.7 million Australians were prescribed anti-
depressants (9% of 18.9 million aged 16+) [7]. In
2016–2017, 24.77 million scripts for anti-depressant
medication were filled at a government cost of just
under AUD200 million [8]. The Australian Government
also spent AUD1.2 billion on subsidised private clinical
mental health services, and State Governments $2.0 bil-
lion [8], much of this related to depression as the most
common disorder after anxiety.

Evidence is emerging from epidemiological studies that
a healthy diet is associated with a lower risk of depression,
while an unhealthy diet confers greater risk [9–11]. This
relationship is postulated as causal, based on well-defined
biological pathways [12]. A causal relationship has been
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confirmed in recent randomised controlled trials (RCTs) of
dietary intervention as a treatment for depression [13–16].
There is also evidence that persons suffering from
depression are likely to have poor quality diets [17].

Policy decisions are increasingly based on a combi-
nation of clinical efficacy and cost-effectiveness, the latter
concerned with ‘value for money’. To date, there has
been just one published economic evaluation of a dietary
intervention for treating depression, a cost minimisation
analysis [18]. A 2005 review identified 58 studies on the
cost-effectiveness of treatments for mental illness, but no
studies of dietary interventions [19]. A 2015 systematic
review of economic evaluations of interventions to pre-
vent or treat mental disorders similarly identified no
economic evaluations of nutrition interventions [20].

The aim of the present study was to conduct an econ-
omic evaluation, comprising a cost-effectiveness and a
cost-utility analysis of a dietary intervention for treating
major depression based on the HELFIMED RCT.

HELFIMED recruited adults with major depression
[21], based on a depression diagnosis or at least moder-
ate depressive symptoms for two+ months based on the
depression subscale of the Depression Anxiety Stress
Scale DASS-21 [22]. At baseline, over 80% of eligible par-
ticipants reported depressive symptoms in the ‘extremely
severe’ category. The study aim was to test the effective-
ness of a group-based dietary intervention in the treat-
ment of depression.

Participants were randomly allocated to a dietary
group-program or a social group-program. Dietary arm
participants received a nutrition education workshop
based on the Mediterranean-style diet (MedDiet), run
by dietitians and nutritionists, followed by fortnightly
group cooking workshops for 3 months, where they
also received food hampers and fish oil supplements.
The comparator group attended fortnightly social groups
for 3 months. As described elsewhere [13], participants
were led through a range of social activities (such as
book club, games, completing personality question-
naires), and were supplied with ‘nibbles’ (such as biscuits

and cheese). As peer support in a group setting has been
found to be as effective as psychotherapy for alleviating
depressive symptoms [23], the comparator constitutes
an alternative treatment arm.

The HELFIMED study protocol describing recruit-
ment strategy, diet and social group conditions and
measured outcomes has been published elsewhere [21].
Outcomes were measured at 3-months (end of interven-
tion) and at 6-months (3-month post – trial follow-up).
Trial participants were advised to continue current
therapies and requested not to start any new treatments.
Participants who had recently commenced a treatment
had their baseline assessment delayed by one month.
Any participants who commenced a new treatment
after trial enrolment (n = 5) was excluded from outcome
assessment [13,21].

Both the MedDiet and social groups showed signifi-
cantly improved depressive symptoms at three-months
compared to baseline, with significantly greater improve-
ment in the MedDiet group [13]. Improved depressive
symptoms and other mental health outcomes (anxiety,
stress and mental health-related quality of life) were cor-
related with improved diet, measured by change in ‘Med-
iterranean diet score’, and increased consumption of
vegetables, legumes, nuts and fruit. (The validated
measurement tools are described in the HELFIMED
study protocol [21].) Improvements in diet and mental
health observed at 3 months were maintained at the
six-month follow up in both groups.

The tasks of the economic evaluation were to esti-
mate; (1) mean per person cost of the MedDiet and
Social intervention; (2) differential cost per quality-
adjusted life year (QALY) gain MedDiet relative to the
social group; (3) differential cost per case of depression
successfully treated (resolved from moderate/severe/
extreme to mild/not depressed) (Table 1).

Methods

A cost-effectiveness analysis and cost-utility analysis
(cost/QALY) were conducted drawing on outcomes
and costs from the HELFIMED RCT. A limited societal
perspective is taken, with scope restricted to intervention
costs and health outcomes of trial participants.

The cost-utility analysis adopts a 24-month time-
frame. Results are modelled to 24 months assuming
maintenance of effect observed between 3 months (trial
end) and 6 months (trail follow-up). In the MedDiet
group, diet quality, depression status and quality of life
scores were slightly improved between trial end and at
6-months [13], supporting the expectation of long-
term improvement. This is consistent with the many
studies that report maintenance of diet change and

Table 1. Disease severity at baseline and at 6-months, number
and per cent. Intention to treat* HELFIMED RCT.

Depression status**

MedDiet group Social group

Baseline 6-month Baseline 6-month

n % n % n % n %

Not depressed 1 1.3 20 26.7 2 2.6 13 16.9
Mild 1 1.3 4 5.3 1 1.3 2 2.6
Moderate 11 14.7 9 12.0 5 6.5 8 10.4
Severe 2 2.7 4 5.3 7 9.2 1 1.3
Extremely severe 60 80.0 38 50.7 62 80.5 51 66.2

*using last measure carried forward.
**Depression Anxiety and Stress Scale (DASS) cut-off scores: Extremely severe
14+, Severe 11–13, Moderate 7–10, Mild = 5–6, Not depressed 0–4.
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clinical outcomes in MedDiet interventions well beyond
intervention end – some followed up to 5 years [24,25].
Long term, maintenance of social group gains is less cer-
tain (a slight loss of effect was observed between 3 and 6
months), but is adopted as a conservative assumption
(for differential benefit of the MedDiet).

Remission of depression into the mild or normal
range (DASS-21 score <14), from extremely severe,
severe, or moderate depression (DASS-21 scores of 28
+, 21–27 and 14–20, respectively) was used for the
cost-effectiveness analysis, defined by the differential
percent of the MedDiet and social group cohorts achiev-
ing remission against baseline. Missing data was conser-
vatively incorporated as last measure carried forward.

Health effects were restricted to the impact on
depression status and quality of life. The possible wider
impacts of a dietary intervention on comorbid chronic
conditions common in persons with depression, or on
treatment costs, were not modelled. Excluding potential
clinical benefits and missing likely cost savings [18] will
yield a conservative estimate of ‘value for money’.

Quality of life utility scores were generated from the
Assessment of Quality of Life, AQoL-8D multi-attribute
utility instrument. This was administered to participants
at baseline, 3 and 6 months, and scored using the pub-
lished algorithm (www.aqol.com). The AQoL 8D was
developed in Australia and has excellent coverage of
physical, social, emotional and role aspects of health.

The algorithm for translating responses into utility
scores was developed from an Australian community
and clinic sample, using the gold standard time-trade-
off (TTO) technique. The AQoL 8D utility scores sit
between −0.04 and 1.0, where 1 is full health, 0 equival-
ent to death, negative values for states worse than death.
The scale is characterised by equal interval properties
and an equivalence with loss of life. (An improvement
in AQoL score from say 0.4 to 0.65 for 2 years = 0.5
QALYs is equivalent to living an extra 6 months (0.5
years.))

Mean utility scores were calculated from all data col-
lected at baseline, 3 and 6 months using a generalised
estimating equation to account for missing data at fol-
low-up. No significant difference was observed in mean
utility scores at baseline between the MedDiet and Social
groups (p = 0.567), which approached significance at 3
months (p = 0.089) and was significant at 6 months (p
= 0.041).

QALY gain (loss) was generated as the product of
change in utility score and time in health state in years
(area under the curve). Incremental QALY gain between
the MedDiet and Social groups is the difference of differ-
ences in QALY gain from base-line to end model time-
frame.

The three-month intervention was costed by describ-
ing the resources used in program delivery for the
MedDiet group and the social group and applying
2017 unit-costs in Australian dollars (AUD). Labour
costs were based on published awards for pertinent pro-
fessions (plus wage on-costs @20%), food costs were
taken from ‘Coles on-line’ mid-price range. Costs
incurred for the trial that would not be included in nor-
mal clinical delivery setting (e.g. for evaluation) were
identified and excluded.

The incremental cost per differential QALY gain and
incremental cost per differential change in depression
status are the quotient of the differential costs and
outcomes.

Sensitivity analysis was conducted adjusting the three
parameters: (i) program cost – low bound excluding fish
oil supplements [13], upper bound adding 25% to best-
estimate), (ii) quality of life utility gain – assuming a nor-
mal distribution, described by the mean and confidence
limits and, (iii) period over which benefits were
modelled – 12 months, 2 years or 5 years. (5 years is a
plausible upper-bound for the MedDiet intervention
given excellent effect maintenance between 3 and 6
months and studies reporting good adherence to 5 years
with MedDiet interventions [24,25].)

Probabilistic sensitivity analysis was performed on
100,000 generated cases using Microsoft Excel 2016.
The utility function followed a beta function with the

Table 2. Summary of costs of MedDiet and social group
HELFIMED (a) AUD 2017.

Item
MedDiet

Group AUD
Social

Group AUD

Administrative support (arranging groups,
food purchasing, etc.)

5659 5184

Venue hire – Commercial kitchen hire for
MedDiet groups, Room hire for social
groups

4950 2500

Clinicians to run groups (b). Dietitian/
nutritionists for the MedDiet group/
cooking workshops, allied health worker
for the social groups

88,212 5715

Food for cooking workshops or social group
(as ordered). Items for food hampers for
MedDiet group

11250 1.497

Other costs (e.g. photocopying/printing) 122 92
TOTAL Program Cost 30,793 14,988
Per person mean cost 411 195
+ Fish oil supplement per person cost for
the MedDiet group (c)

91

Notes
(a) Costs based on a 6-session programs (diet or social group) with 8–10
people per group. 50 workshops were run in each study arm, to deliver
the program to 75 and 77 persons enrolled in the diet and social groups
respectively. There were in addition 5 Introductory nutrition education ses-
sions for the MedDiet group.

(b) Wage rate includes 20% wage on-costs. Dietitian wage-rates based on
published median hourly rate of $37.80 /hour http://www.payscale.com/
research/AU/Job=Dietitian/Salary (accessed March 2018)

(c) Recommendation 2 capsules 3 times per day for 6 months @ $43.19 per
120 capsules, assuming 70% compliance.
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parameters alpha and beta defined from the mean and
the standard deviation of the sample.

Cost followed a random function taking the value
between the lower bound and the maximum bound of
the cost of the program. The cost-effectiveness accept-
ability curves generated when the health benefits of the
program were hypothetically extended for 6 months,
two years and five years and for the maximum willing-
ness to pay varying from zero to AUD50,000. Future
health benefits were discounted at 0.035% [26]. (Costs
were incurred only in year 1 so were not discounted.)

Results

Program costs

Program costs are summarised in Table 2, covering the
75 MedDiet and 77 social group participants, with
more detail in Annex 1. Both group programs were inex-
pensive to deliver at an estimated mean per participant
cost of AUD411 and AUD195 for the MedDiet/cooking
workshop group and Social group respectively, based on
6 workshops per program with 8–10 attendees per group.
All costs are expressed in AUD2017. Fish oil sup-
plements add AUD91 per head to the diet group, for a
cost differential between the MedDiet and social group
of AUD307 per person (or AUD216 excluding the sup-
plements). Costs for recruiting participants are not
included, which would be similar across study arms
and excluded as referrals are a normal part of clinical
practice.

Cost utility analysis (Cost per QALY gain)

The mean quality of life utility scores derived at base-
line, 3 and 6 months are reported in Table 3. Mean uti-
lity scores improved between baseline and 3 months in
both groups, from very low levels of 0.462 and 0.445
increasing to a mean of 0.648 in the MedDiet group
and 0.586 in the social group at 3 months. Mean utility
scores were maintained at 6 months, at 0.660 in the
MedDiet group (a further small increase) and 0.583
in the social group (a small reduction). The gain in
mean utility scores from baseline in both groups was
considerable. The differential gain in mean utility
scores at 6 months was 0.06 in favour of the MedDiet

group, while small, it is clinically relevant. A threshold
change in utility score of 0.03 is considered discernible
[27]. It is notable that the standard errors on these esti-
mates are low.

The mean differential QALY gain, MedDiet group
relative to the social group modelled out to 2 years,
(area under the curve, assuming mean utility scores at
6 months maintained to 24 months) is 0.1106 QALYs
per person. See Table 4. The estimated incremental
cost per QALY gain, MedDiet compared with Social
group program over 2 years is $2776 ($307 ÷ 0.1106).
See Table 4.

Sensitivity analysis – cost-utility analysis

Extending the health benefit to 5 years, the mean differ-
ential cost/QALY is just over $1000/QALY gain, while
reducing the health benefit period increases the cost
per QALY gain. The result of the sensitivity analysis on
100,000 sample values are displayed in Figure 1, drawing
on the range of parameter values in Table 5. Willingness
to pay (WTP) for a QALY in Australia was over
AUD40,000 over a decade ago [27], suggesting the Med-
Diet intervention is almost certainly cost-effective under
almost all plausible scenarios even if WTP for a QALY
was < AUD15,000.

Cost-effectiveness analysis

We estimated the cost per case of depression successfully
treated at 6-month follow-up. Successful treatment is
classed as moving from extreme, severe or moderate
depression, into the mild or normal range. The percent
of persons who moved into the mild/normal range at 6
months was significantly greater in the MedDiet group,
a 29.4 percentage point increase, than in the social
group a 15.6 percent point increase. That is, the MedDiet
group achieved a nearly doubling of cases resolved into
the normal or mild category. See Table 1. This equates

Table 3. Mean (95% CI) AQoL-8D utility scores at baseline, 3 and
6 months. HELFIMED RCT (Generalised estimating equation).

Base-Line 3 Months 6 Months

MedDiet 0.462 (0.421–
0.503)

0.648 (0.602–
0.693)

0.660 (0.602–
0.718)

Social
group

0.445 (0.403–
0.487)

0.586 (0.534–
0.638)

0.583 (0.515–
0.651)

Table 4. Differential QALY gain and cost per differential QALY
gain MedDiet vs. social group – Effect of model time-frame for
health benefit.

Health benefit modelled to

6 months* 12 months* 2 years* 5 years*

Mean differential QALY** gain MedDiet less social group
Undiscounted 0.015 0.0507 0.11065 0.29065
Discounted^ 0.049 0.103 0.245
Cost#/QALY gain AUD
Undiscounted 20,467 6055 2775 1056
Discounted^ 20,467 6265 2981 1253

Notes:
*from intervention commencement
**using area under the curve
^discounted @3.5%pa,
#Best estimate cost differential of $307 per person.
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to an incremental cost per additional case of depression
successfully treated of AUD 2,225 {307÷ (29.4–15.6)}.
Given improved outcomes at 3 months in the MedDiet
group were still observed at 6 months (3 months after
the intervention ceased), good maintenance of outcome
is indicated.

Discussion

This economic evaluation finds a group-based MedDiet
intervention, involving a combination of dietary advice,
cooking workshops/social eating and food hampers for
the treatment of major depression represents an excep-
tionally good societal investment. The best-estimate
cost per QALY of AUD2773 can be compared with an
observed threshold for the listing of prescription medi-
cations on the Australian Pharmaceutical Befits Schedule

of around AUD 42,000/QALY [28], below which listing
is almost certain, given good quality (e.g. RCT) evidence.
It is also exceptional value relative to accepted societal
norms for valuing a ‘life year’, essentially what a QALY
is. A recent Australian study [29], based on government
spending pertinent to health across modalities and sec-
tors, estimated a mean cost to ‘buy a QALY’ of
$28,000. HELFIMED, as a treatment for major
depression, compares favourably, offering exceptional
value for society.

The estimated differential cost per case of depression
resolved at AUD2227 further confirms the value of the
group MedDiet intervention for the treatment of major
depression. The impact of depression on quality of life
is massive. It is larger than almost any other condition,
affecting almost all aspects of a person’s life and often
family, friends and work colleagues. The severity of
major depression is underlined by the extremely low
baseline utility scores of 0.45, compared with a societal
norm of 0.786 (AQoL 8D persons aged 25–54) [30].
Such low utility scores are consistent with the known
high suicide risk associated with major depression.
Depression also involves considerable cost to the health
system, and the economy through unemployment,
underemployment and welfare dependency.

Our results are highly concordant with the clinical
outcomes [16], and economic evaluation results [18],
of the SMILES trial – an RCT in persons with major
depression, comparing a MedDiet intervention

Figure 1. Cost-effectiveness acceptability curves.

Table 5. Attributes incorporated into probabilistic sensitivity
analysis.

Attribute
‘best

estimate’ Low bound
Upper
bound

Differential cost $307 $216 (a) +$384 (b)

Differential AQoL8D Mean Using 95% Confidence
limits and assuming a
normal distribution (c)

Period over which benefits
observed (d)

to 24
months

to 12
months

to 5 years

(a) excl. fish oil supplements.
(b) best estimate plus 25%.
(c) as per Table 2.
(d) differential observed at 6 months stays the same going forward.
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(delivered through individual dietetic consults) with a
‘befriending condition’ control. A large and significant
improvement in depression symptoms was reported,
and significantly lower health system and societal costs
(work days lost) in the diet group, compared with the
control group. The MedDiet intervention was dominant,
reducing costs while yielding a large and significant
improvement in depression outcomes. Both these studies
confirm previous research that has found allied health
are often highly cost-effective [31].

Study limitations

The economic analysis builds on the results of a high
quality randomised control trial, published in Nutritional
Neuroscience. But loss to follow-up (F-U), expected in a
study of persons with depression, did occur, which was
larger in the social group than the MedDiet group. As
reported by Parletta and colleagues [13], there were no
significant differences between those who completed all
assessments and those who were lost to follow up. The
statistical analysis for generating utility values, using the
generalised estimating equation, factored in all available
cases, while the estimated change in depression classifi-
cation used last reading carried forward.

The 3-month post intervention follow-up (that is the
6-month data collection point) was helpful in ascertain-
ing possible maintenance of benefit, but even longer fol-
low-up would have been desirable. We note few drug
trials report even 3 months of follow-up.

The documented improvement in diet is likely to con-
fer a range of additional health benefits, especially for
cardiometabolic health, adding to health benefits and
reducing health care costs [32]. This would be expected
to be considerable given high rates of comorbidity in
people with depression. As noted, this was indeed the
finding for the SMILES trial economic evaluation,
which did measure health system costs [17]. In the HEL-
FIMED study, health system costs (other than program
delivery) were not measured, nor time off work (or per-
forming other roles), due to depression. Thus, potential
cost savings may have been missed.

This contrasts with studies of antidepressant medi-
cations, which carry considerable adverse side effect
profiles that are rarely adequately costed into economic
analyses. And post marketing analyses of drugs invari-
ably find side effect profiles considerably worse than
those reported in clinical trials [33].

The social group comparator is an active intervention,
with social support reported as effective as psychother-
apy in treating depression [22], thus relative to ‘treat-
ment as usual’ MedDiet group benefits would be
expected to be larger. To illustrate, the utility gain from

baseline was 0.2, which would generate a more favour-
able cost/QALY estimate and the cases of depression
resolved was 29.4% point.

While fish oil supplements were provided to the Med-
Diet group and have been included in the ‘best-estimate’
cost, as the blood omega-3 analysis showed no corre-
lation with depression outcomes [13], it was considered
to have no impact on outcomes. Fish oil supplemen-
tation is not recommended as part of community roll-
out. In the sensitivity analysis, the lower cost bound
excluded fish oil supplements.

Conclusions

Access to a group MedDiet program involving dietary
advice, cooking workshops/social eating for persons
with major depression was found to offer a good return
on investment for society. A group dietary intervention
can be viewed as a comprehensive approach to treating
depression, comprising the social contact of group cook-
ing and shared meals with added therapeutic benefits
from a healthy diet, creation of skills and confidence in
participants building capacity for long-term change.

Facilitating attendance at group diet/cooking program
for persons with diagnosed depression is desirable. Fund-
ing under universal health insurance plans, such as Aus-
tralia’s Medicare, the UK National Health Service or US
Medicaid is critical. This would support better health of
persons suffering from depression, but potentially also
reduce health care and other costs (such as disability pen-
sions) and contribute to gross production, through likely
lower unemployment and ‘presenteeism’.

Given the community recruitment strategy and mini-
mal exclusion criteria, the results are likely generalisable
to other adults experiencing depression in Australia and
elsewhere. Given the high and increasing burden posed
by depression and limited efficacy of current treatments,
the findings of this study offer new hope to many.
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Appendix

Costs of delivery HELFIMED Med-diet and social group (a)
AUD 2017.

Item

MedDiet
group
AUD

Social
group
AUD

Recruit participants – Assume stream of referrals
– not costed 0 0

Admin person (@ $28.58/hour (b)
Initial
4 hours: organise room/kitchen hire
30 mins per person for initial contact,
explanation & workshop scheduling (× 75 diet
group; × 77 social group)
Ongoing
Reminder e-mails / rescheduling (∼10 mins per
person).
Order/buy food/receive deliveries and for
MedDiet group prepare hampers (40 mins/
workshop x 54 workshops); For Social groups
(20 mins/workshop)
Workshop set-up/clean-up: Med-diet group 1hr
× 2 people. Social group set-up room, prepare
refreshments, prepare activities 1 hr × 2
people/group
Subtotal

114
1072
357
1029
3087
5659

114
1101
367
515
3087
5184

Commercial kitchen hire: $30 per hour + GST =
$99 per workshop x 50 workshops of 8–10
people (c)

4950

Room hire for social groups: $25/hr for meeting
room hire in community centre Total = $50 per
social group × 50 workshops http://
eastwood.asn.au/

– 2500

People to run workshops
Dietitian: 1.5 hours per diet education
workshop × 5 × $37.80/hr (b)
3 hours per cooking workshop (including
preparation and clean up 30 mins). median
hourly rate = $37.80 /hour(b) × 50 workshops.

284
5670

–

(Continued )

Continued.

Item

MedDiet
group
AUD

Social
group
AUD

Extra person for cooking workshops: 2hours per
cooking workshop @ $28.58/hr (b) × 50
workshops

2858 –

Social groups: Two people to run social groups @
$28.58/hr(b) per person,
2 hours per workshop (90 minutes plus time to
chat afterwards/clean-up)

5715

Subtotal 88212 5715
Food for cooking workshops or social group (as
ordered)
Items for food hampers
Subtotal

2457
8793
11250

1497
1497

Photocopying/printing @ 10c per sheet. Recipes,
shopping/budgeting information, goal setting.
Activities for social group.

122 92

SUBTOTAL program cost 30793 14988
Per person mean cost 411 195
+ Fish oil supplement per person cost for the
Med-diet group

91

(a) number of groups – Costs based on a 6-session programs
(diet or social group) with 8–10 people per group. 50 work-
shops were run in each study arm, to deliver the program to
77 persons enrolled in the diet and social groups respectively.
There were in addition 5 Introductory diet education work-
shops for the diet group.
(b) Wage rate includes 20% wage on-costs – for dietitians the
rates it is based on published median hourly rate of $37.80
/hour (adding 20% wage-on-costs http://www.payscale.com/
research/AU/Job=Dietitian/Salary (accessed March 2018)).
(c) http://www.cookingspace.com.au/index.php/rates; http://
cdch.org.au/halls-for-hire/commercial-kitchen/large-kitchen/
Thursday, 6 December 2018 www.booktocook.com.au/
(d) Recommendation was 2capsules 3times per day for 6
months – @ $43.19 per 120 capsules = $129.57 per person;
assuming 70% compliance (based on costs from Coles On-
line) costed at $91.
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