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Summary

Aim. The article presents lifetime (LT) prevalence of common mental disorders (CMD)in 
accordance with the DSMIV classification, based on assessment of representative population 
sample of 10,081 Poles aged 18–64.

Methods. Computer based WHO CIDI3.0 was adapted for the Polish population accord-
ingto WMH protocol. The survey was performed by certified and supervised interviewers.

Results. Out of the 18 CMDs analyzed the most common was alcohol abuse, significant-
lymore often in males (18.6%) than in women (3.3%), (p<0.01). The second most common 
disorder was panic attacks, also more frequent in women (8.5%) than in men (3.9%), (p<0.01). 
Similarly, depression occurred in women (4.0%) two times more often than in males (1.9%), 
(p<0.01). GAD, agoraphobia, panic disorder, specific phobia (p<0.01), and dysthymia (p<0.05)
were also more prevalent in women. On the other hand, alcohol abuse, alcohol and drug de-
pendence (p<0.01), and hypomania (p<0.05) were more common in males. For most analyzed 
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disorders significantly higher prevalence was found in the older age groups. Social phobia, 
specific phobias, and drug abuse occurred most often in men from the youngest group. No 
statistically significant differences related to age were found for the prevalence of hypomania 
both in men and women.

Conclusions. Indices of prevalence obtained in the EZOP Poland study differ from the 
indices of prevalence of mental disorders described earlier in other countries. Lower values 
were found in Poland for affective disorders and some anxiety disorders. Only alcohol abuse 
was diagnosed more often than in other studies using similar methods except Ukraine, where 
this disorder was diagnosed with similar frequency.

Key words: EZOP Poland, common mental disorders, prevalence of mental disorders

Introduction

The available informations regarding the prevalence of mental disorders in psy-
chiatric institutions in Poland are based on data included in healthcare facilities that 
are gathered and published by the Institute of Psychiatry and Neurology. It is not pos-
sible, however, to estimate the prevalence of disorders in the total population, i.e. also 
among persons who have never been treated in psychiatric institutions, based on these 
data. Solid knowledge of those epidemiological indices is particularly important in the 
period of planning the modernisation and development of healthcare. Even more so 
since these are long-term processes, so they should take into consideration the expected 
health condition of the population as well as the present. In Poland changes psychiatric 
healthcare system were made in relation to art. 2 of the Mental Health Protection Act 
as part of the National Mental Health Protection Program [1].

The actions are in accordance with the priorities of the World Health Organisation 
(WHO) [2], and they are aimed at improving the health of societies through better 
recognition of risks, health promotion, better quality of services, and greater avail-
ability of services. The study ‘Epidemiology of mental disorders and access to mental 
health care EZOP – Poland’ is a key element of those actions.Once the study had 
been performed, it was possible to assess the prevalence of common mental disorders 
(CMD) in the population of adult Poles [3]. Methodology of the study is presented in 
detail in other publication [4].

Aim

In this paper, authors present lifetime (LT) prevalence estimates of selected com-
mon mental disorders in accordance with the DSM-IV classification in relation to 
sex and age. These estimates were established by the EZOP project which applied 
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the electronic version of the Composite International Diagnostic Interview (CAPI) 
v. 3.0 [5, 6].

Material and Method

Study sample characteristics

Performed statistical analysis was based on two-stage randomisation of the Polish 
population aged 18–64. The socio-demographic characteristics of the study subjects 
is presented in Table 1.

49.6% of the study sample was constituted by men (95% CI 48.9–50.3) and 
50.4% by women (95% CI 49.7–51.1). Four age groups were discerned: 18–29, 
30–39, 40–49, and 50–64 years. The proportion of the total sample constituted by 
respondents in individual age groups was 28.1% (95% CI 27.4–28.7), 22.2% (95% CI 
27.4–28.7), 18.7% (95% CI 18.2–19.2), and 31% (95% CI 30.4–31.7), respectively. 
The smallest number of respondents, 12.1%, had lower secondary general education 
(95% CI 11.5–12.8), while the largest number, 38.3%, had secondary education (95% 
CI 37.5–39.2), with a slightly smaller number, 32.3%, with vocational education 
(95% CI 31.4–33.2). 16.7% (95% CI 16.0–17.4) declared bachelor or master degrees; 
the value among women was 19.3% (95% CI 18.3–20.3) and for men it was 14.1% 
(95% CI 13.2–15.0). Regarding marital status, the largest number of respondents, 
56.1%, were married, 23.4% were single, 9.6% had non-marital partners, 5.9% 
were divorced or separated, and 4.8% were widowed. 59.4% of respondents were 
employed at the time of study.

The analysis was performed using the ‘complex samples’ procedure of the SPSS 
19 software. The χ2 test for contingency tables was used to compare differences in 
the distribution of prevalence between selected categories, taking into consideration 
the complex method of sample randomisation. The significance level was set at 5%. 
The obtained results were weighted post stratification, since the structure of the sam-
ple was different from the population structure regarding features such as: sex, age, 
place of residence, and province. To reduce the burden of respondents and to reduce 
the time used for interviews, the study was divided into two parts [5]. All respondents 
participated in the first part, in which the prevalence of the major psychopathologic 
symptoms of most diagnostic units and somatic symptoms was evaluated – Part 1 
(N=10081). Respondents with confirmed lifetime mental disorders and an appropri-
ate proportion of the remaining respondents participated in the second part – Part 2 
Subsample (N=4000). If the interviewer failed to contact a chosen person, he retried to 
contact them four times. Part 1 and Part 2 terms are in accordance with World Mental 
Health Survey Initiative terminology.
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Results

Lifetime prevalence rates of common mental disorders in the adult population of 
Poles by DSM-IV are shown in Table 2 [7]. 

The level of interview completion (RR – response rate) in the study throughout 
the country was 50.4%.

The lifetime (LT) prevalence of particular CMDs (alcohol abuse, alcohol 
dependence, psychoactive substances abuse, psychiactive substances dependence, 
major depressive disorder, minor depressive disorder, dysthymia, bipolar I disorder, 
bipolar II disorder, mania, hypomania, panic attacks, agoraphobia with/without panic 
attacks, agoraphobia without panic attacks, panic disorder, specific phobia, social 
phobia, generalised anxiety disorder) in accordance with the DSM-IV classification, 
by sex and age structure is presented below and shown in Table 2.

Lifetime alcohol abuse was found in 10.9% (95% CI 9.9-12.0) of persons aged 
18–64, living in Poland. It was significantly more common in men 18.6% (95% CI 
16.7-20.6) than in women 3.3% (95% CI 2.7-4.1) (p<0.01). The problem occurred 
statistically least frequently before the age of 29 compared to men aged 30–49 (p<0.01). 
Among women, alcohol abuse was significantly more common in the group aged 30–39 
than in women aged over 50 (p<0.01).

Lifetime alcohol dependence was confirmed in 2.2% (95% CI 1.8–2.7) of adult 
Poles. Dependence was significantly more common in men 4.1% (95% CI 3.3-5.1) 
than in women 0.4% (95% CI 0.2-0.7) (p<0.01). Moreover, the proportion of alcohol-
dependent men increased with age from 1.6% (95% CI 1.0–2.7) for twenty-year-olds 
to 6.5% after the age of 50 (95% CI 4.8–8.8), reaching statistical significance of 
difference (p<0.01) between these two age groups. Psychoactive substances abuse 
(except alcohol and nicotine) was confirmed in 1.3% (95% CI 1.0–1.6%) of adults 
in Poland. It was statistically more common among men 1.8% (95% CI 1.3-2.5) than 
among women 0.8% (95% CI 0.5-1.1), (p<0.01). Substances dependence was found 
in 0.2% (95% CI 0.1–0.4) of the studied population. In both sexes the prevalence of 
addiction was dependent on age (p<0.05). Major depressive disorder with hierarchy 
was found in 3.0% (95% CI 2.7–3.3); it was significantly more frequent in women 
4.0% (95% CI 3.5-4.6) than in men 1.9% (95% CI 1.6-2.4), p<0.01. Prevalence in men 
was not age-related, while in women major depressive disorder occurred significantly 
more frequently after the age of 50: 5.5% (95% CI 4.6–6.5) than in women aged 18–29: 
2.7% (95% CI 2.1–3.4) and 30–39: 3.3% (95% CI 2.4–4.2), (p<0.01).

The prevalence of minor depressive disorder was very low in the Polish population, 
with the general index of 0.4% (95% CI 0.3–0.5), it occurred equally often in all ages 
and both sexes.

Lifetime dysthymia was found in 0.6% (95% CI 0.5-0.9) of adult residents of 
Poland. The disorder was confirmed more often in women: 0.9% (95% CI 0.6-1.2) 
than in men: 0.4% (95% CI 0.2–0.9), (p<0.05). In women prevalence was age-related; 
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dysthymia was least frequent in women before the age of 30: 0.4% (95% CI 0.2-0.8) 
and occurred in 1.1% of the group aged 30–39 (95% CI 0.9–1.3), (p<0.05).

Lifetime bipolar disorder type I was found in 0.1% (95% CI 0.1-0.2) of adult 
residents of Poland, equally frequently in both sexes. Similarly, bipolar disorder type 
II occurred in 0.1% of men and women (95% CI 0.1-0.2).

Lifetime manic episode was less frequent, with the general prevalence index of 
0.1% (95% CI 0.0-0.2) independent of age.

The general prevalence of hypomania in life was 0.3% (95% CI 0.2-0.5). 
Hypomania occurred more frequently in men: 0.4% (95% CI 0.2-0.6), but the difference 
was not statistically significant. In both sexes, the prevalence of hypomania was not 
related to age.

Lifetime panic attacks were found in 6.2% (95% CI 5.8-6.7) of the total popula-
tion. Disorders meeting the DSM-IV diagnostic criteria were found in 8.5% (95% CI 
7.8-9.3) of women and in 3.9% (95% CI 3.4-4.5) of men. Both in men and women, 
prevalence was significantly age-related (p<0.01) and the age increase for comparison 
between age groups from youngest to oldest was statistically significant.

Agoraphobia with/without panic disorder occurred in 0.2% (95% CI 0.2-0.4) of 
the population, significantly more often in women: 0.3% (95% CI 0.2-0.6) than in 
men: 0.1% (95% CI 0.1-0.3), (p<0.01). In men, the prevalence of this disorder was 
age-related (p<0.05). Lifetime agoraphobia without panic disorder, on the other hand, 
was found in 0.1% (95% CI 0.1-0.2) of residents of Poland, also significantly more 
often in women: 0.3% (95% CI 0.2-0.5), (p<0.01).

Panic disorder occurred in 0.3% (95% CI 0.2-0.5) of the population, significantly 
more frequently in women: 0.4% (95% CI 0.3-0.7) than in men: 0.2% (95% CI 0.1-
0.4), (p<0.01). In both sexes, prevalence was age-related (p<0.01), and in women the 
index was highest in the 50+ age group at 0.8% (95% CI 0.5-1.3).

	 Specific phobia occurred in 3.4% (95% CI 3.1-3.8) of Poles, significantly 
more frequently in women: 4.6% (95% CI 4.1-5.2) compared to men: 2.2% (95% CI 
1.8-2.6) (p<0.01). In men, this disorder occurred most frequently in the youngest group 
(p<0.05).

It was determined in the study that lifetime social phobia concerned 1.4% (95% CI 
1.2-1.7) of Poles aged 18–64, more often women: 1.6% (95% CI 1.3-2.0) than men: 
1.2% (95% CI 1.0-1.6), (p>0.05). This disorder was less frequent with age, diagnosed 
in 1.9% (95% CI 1.4-2.6) of the youngest group, compared to 0.6% (95% CI 0.3-0.9) 
of men aged over 50, (p<0.01).

Lifetime generalised anxiety disorder was found in 1.1% (95% CI 0.9-1.3) of the 
studied population, significantly more often in women: 1.5(95% CI 1.2-1.9) than in 
men: 0.6 (95% CI 0.4-0.9), (p<0.01). Among men, this disorder was most frequent in 
the group aged 40–49: 1.1% (95% CI 0.6–1.9), significantly more frequent (p<0.01) 
than in the youngest group: 0.2% (95% CI 0.1-0.6). In women, it occurred significantly 
least frequently (p<0.01) in the youngest group: 0.6% (95% CI 0.4-0.9) compared to 
the older groups.
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Summary

The prevalence CMDs classified according to the DSM-IV among adult residents 
of Poland, determined using the CIDI questionnaire for most LT disorders, was 
higher in women than in men. The highest prevalence indices were determined for 
panic attacks, specific phobias and depression. The observed differences in disorder 
prevalence in men and women were statistically significant. In the case of panic 
attacks, depression, and generalised anxiety disorder, higher prevalence indices with 
statistically significant differences between values concerned older age groups. On 
the other hand, the prevalence index for specific phobias was highest among men in 
the youngest group. The prevalence of dysthymia in the general population is below 
one percent and the index value is statistically significantly higher (and age-related) 
for women than for men. Bipolar I and II disorders occurred in a similar percentage 
(0.1%). The index for hypomania was slightly higher (0.3%); the disorder was more 
frequent in men and was not dependent on age groups. The differences found were not 
statistically significant. Lifetime agoraphobia with/without panic anxiety occurred in 
0.3% of the studied population, more frequently in women. Among men, the prevalence 
of agoraphobia with panic anxiety was age-related; in both cases the differences were 
statistically significant.

Alcohol abuse was the most frequent category of LT CMDs, with a clear differ-
ence of prevalence in men (18.6%) and in women (3.3%). The highest indices were 
determined for the group aged 30–49 for men and for the group aged 30–39 for women. 
Alcohol dependence prevalence index was ten times higher in men than in women 
(4.1% vs 0.4%) and was highest in the group aged 50+. Differences for each analysed 
variable were statistically significant.

Psychoactive substances abuse was two times more frequent in men (1.8%) than 
in women (0.8%). Psychoactive substances dependence (with the general prevalence 
index of 0.2%) was highest in men aged 40–49 and in women aged 50+. Differences 
between the analysed indices were statistically significant.

Discussion

So far, data on the prevalence of mental disorders in Poland have come from 
statistical yearbooks of the Institute of Psychiatry and Neurology prepared on base of 
official documents reported by healthcare institutions. It was assumed that they were 
sufficient for creating healthcare policies for psychiatry as they only included severe 
disorders and only those treated in institutionalised healthcare. As much as this statistics 
may be useful for the analysis of psychiatric care needs, their value for epidemiological 
purposes is limited. This is primarily because they do not include undocumented mental 
disorders (including an increasing number of patients treated in the private sector of 
healthcare), both with severe and milder course, but also due to the lack of standards for 
clinical diagnostic methods, e.g. the use of structured questionnaires. The use of such 
tools would enable the diagnosis of a wider context of etiological factors and disorder 
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course or comorbid somatic and mental illnesses. Data are available in literature that 
indicates e.g. the effect of non-medical factors, such as reimbursement policies, on 
the prevalence of registered cases of schizophrenia [8]. Therefore, a population-based 
study was necessary for a comprehensive evaluation of mental disorder prevalence. 
EZOP Poland is the first cross-sectional epidemiological study using the CIDI structured 
diagnostic questionnaire, performed on a sample representative for the population of 
the country aged 18–64. Due to the lack of similar epidemiological studies in Poland, 
the obtained results must be interpreted based on the results of studies performed in 
other countries [9, 10]. In the past several surveys have been performed in the Polish 
population showing vast diversity of prevalence neurotic disorders 4-30 % [11-15]. 
However methodological differences and long time horizon since data have been 
gathered do not allow any conclusions. Although the methodological assumptions 
of the World Mental Health Survey Initiative (WMH) were maintained during the 
EZOP Poland study, the prevalence of CMDs in the Polish population differs from 
the earlier reports from different countries [16-18]. The prevalence of major depres-
sive disorder was estimated at 21,0% in France (n=2894, with response rate=46%), at 
17.9% in the Netherlands (n=2372, with RR=56.4%), at 14.6% in Ukraine (n=4725, 
with RR=78.3%), at 14.1% in Belgium (n=2419, with RR=50.7%), at 10.6% in Spain 
(n=5473, with RR=78.6%), at 9.9% in Germany (n=3555, with RR=57.8%), at 9.9% 
in Italy (n=4712, with RR=71.3%), and at 9.8% in Israel (n=4859, with RR=73%) [17, 
18]. In the cited studies, higher CMD prevalence indices including depression were 
reported in countries in which the response rate was higher. There are reports indicat-
ing that persons refusing to participate in the study suffer more intensely from mental 
disorders than study participants [19, 20]. This phenomenon might help explain the 
unexpectedly low CMD prevalence estimate in the EZOP Poland study, as the response 
rate was 50.4%. In the study carried out in Ukraine, where the response rate was very 
high (RR 78.3%), the demonstrated prevalence indices for affective and anxiety dis-
orders were also higher than in Poland (LT major depressive disorder 14.6%, panic 
disorder 1.9%, social phobia 2.6%) [18]. Discrepancies in the prevalence of depressive 
disorders in various countries can be due to natural differences in the prevalence of 
a disorder or from different interpretation of the severity of symptoms considered as 
the cut-off point when using different tools [21, 22]. Significant discrepancies were 
also reported in the prevalence of depression among elderly Europeans, with values 
from 8.8% to 23.6% [23]. A meta-analysis of the EURODEP project (a sample of 
13808 patients) revealed a high reporting rate of depression symptoms in five centers 
(Amsterdam, Berlin, Munich, London, Verona) and a low reporting rate in four centres 
(Dublin, Iceland, Liverpool, Saragossa), with significant differences in severity [24].

Depression is often linked with functioning disorders, but the intensity of this 
relation may vary. Simon et al. demonstrated that the effect of depression on disabil-
ity (evaluated using the Social Disability Schedule) was slight in studies with high 
prevalence of depression (evaluated using the CIDI) [21]. The CIDI tools section used 
in the EZOP-Poland study that evaluated the functioning in the last 30 days included 
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a number of questions regarding difficulties in professional functioning, everyday life, 
and their presentation in four dimensions: cognitive, motor, individual, and social. 
Although the depression prevalence factor was relatively low in Poland, functioning 
disorders leading to the feeling of ‘complete inability to work and perform everyday 
activities’ was identified in 13.5% of study participants and the symptoms persisted 
for an average of 5.8 days. 12.2% of participants declared the need to remain in bed 
for at least half of the day (3,4 days a month, on average). Regarding symptoms, the 
study identified the feeling of intense despondency (‘nothing cheers me up’) in 40.2% 
of participants, the feeling of powerlessness in 39%, the feeling of lost hope in 29.4%, 
and the feeling of lost self esteem in 20.8%. Functioning disorders and symptoms of 
depression were determined for the last 30 days [4]. The question how subjective sense 
of mental health and its influence on daily living is expressed in operationalized diag-
nostic criteria of affective disorders is still opened. Subthreshold but interfering with 
personal functioning psychiatric symptoms may not fulfill toolkit’s criteria to make 
definite diagnosis. While interpreting the results one have to keep in mind likelihood 
of country specific limited willingness to answer items regarding trauma experiences. 
Similar observations were made in other studies as well, with differences in reported 
depression symptoms despite using identical diagnostic criteria for major depressive 
disorder [22]. The unexpectedly low prevalence of depressive disorder in the EZOP 
Poland study requires additional interpopulation assessment of the depression section 
items in accordance with the differential item functioning (DIF) theory [25]. Analyses 
performed this far revealed no errors in the construction of the Polish version of CIDI 
3.0 in relation to the screening section and to the section evaluating the presence and 
severity of depressive symptoms. None of the diagnostic section items lead in an un-
expected way and significantly to the rejection of depression diagnosis (p<0.01).

In six countries participating in the ESEMeD study (cites above), the most frequent 
mental disorders included: depressive disorders (12.8%), specific phobias (7.7%), 
alcohol abuse (4.1%), and dysthymia (4.1%). In Poland, on the other hand, the most 
frequently diagnosed disorders were alcohol abuse (10.9%), panic attacks (6.2%), 
specific phobias (3.4%), and major depressive disorder (3.2%) [17]. In Poland and 
Ukraine, where the prevalence of alcohol abuse was estimated at 10.0%, the coefficient 
for this disorder was the highest in all studied countries [26].

The prevalence of anxiety disorders does not differ significantly from the results 
of earlier studies in European countries.
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