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ORIGINAL ARTICLE

Factors affecting the presence of depression, anxiety disorders,
and suicidal ideation in patients attending primary health care
service in Lithuania
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Abstract

Objective. The aim of this study was to establish prevalence, recognition, and risk factors for mental disorders and suicidal
ideation in PC patients. Design. A cross-sectional survey based on standard mental health evaluation. Serzing. Lithuanian
primary care. Subjects. 998 patients from four urban PC clinics. Main outcome measures. Current mental disorders and
suicidal ideation assessed using the Mini International Neuropsychiatric Interview (MINI). Results. According to the MINI,
27% of patients were diagnosed with at least one current mental disorder. The most common mental disorders were gen-
eralized anxiety disorder (18%) and major depressive episode (MDE) (15%), followed by social phobia (3%), panic dis-
order (3%), and post-traumatic stress disorder (2%). Some 6% of patients reported suicidal ideation. About 70% of patients
with current mental disorder had no documented psychiatric diagnosis and about 60% received no psychiatric treatment.
Greater adjusted odds for current MDE were associated with being widowed or divorced patients (odds ratio, OR=1.8,
95% CI 1.2-2.8) and with lower education (OR=1.6, 95% CI 1.1-2.3), while greater adjusted odds for any current
anxiety disorder were found for women (OR = 1.9, 95% CI 1.3-2.8) and for patients with documented insomnia (OR = 2.2,
95% CI 1.2-4.2). Suicidal ideation was independently associated with use of antidepressants (OR =5.4,95% CI 1.7-16.9),
with current MDE (OR=2.9, 95% CI 1.5-5.8), and with excessive alcohol consumption (OR=2.0, 95% CI 1.1-3.8).
Conclusions. Depression, anxiety disorders, and suicidal ideation are prevalent but poorly recognized among PC patients.
The presence of current MDE is independently associated with marital status and with lower education, while current
anxiety disorder is associated with female gender and insomnia. Suicidal ideation is associated with current MDE, and with
antidepressants and alcohol use.
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Introduction .. . . .
PC physicians to identify and to treat mood disorders

Depression and anxiety disorders are highly preva-
lent in the primary care (PC) patient population and
are associated with increased risk for medical illness
and with decreased level of functioning [1]. The PC
setting is expected to be the first contact point for
people suffering from mental health problems [2].
Notwithstanding, mental disorders remain poorly
recognized and managed in the PC setting mainly
because PC health providers face significant time
constraints, and receive limited training with regard
to identification and management of mental health
issues [3]. Existing evidence suggests that training of

may significantly improve individual clinical and
mental health outcomes [4].

A substantial body of evidence suggests that the
outcome of medical illness can be improved if comor-
bid mental disorders are recognized in a timely fash-
ion and effectively treated [5]. In addition, untreated
psychiatric disorders are associated with increased
rates of suicidal behaviour and psychoactive sub-
stance use [6]. Lithuania has the highest suicide rate
in Europe [7]. It has been shown that a majority of
suicidal patients have been in close contact with PC
services recently prior to suicide attempts [8]. Thus,
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e Primary care (PC) services have a key role
in provision of mental health for patients
with mild to moderate mental disorders.

e Mental health issues are prevalent among
PC patients but are poorly identified and
managed.

e Presence of depression is associated with
loss of spouse and lower education; presence
of anxiety disorder is associated with female
gender and insomnia.

e Suicidal ideation is associated with current
depression, antidepressant use and excessive
alcohol consumption.

identification of risk factors for suicidal ideation in
the PC patient population can potentially improve
suicide awareness and prevention.

We aimed to evaluate the prevalence, manage-
ment, and risk factors of depression, anxiety disor-
ders, and suicidal ideation in PC patients.

Material and methods
Study sample and procedure

The study protocol and informed consent form were
approved by the Lithuanian Bioethics Committee.
Each patient signed an informed consent form. The
study was performed in four PC settings in two major
cities of Lithuania. In each PC setting, during a four-
week period, consecutive patients attending their
family practitioner were invited to participate in this
cross-sectional study. Recruitment of patients lasted
four hours each day. There were no exclusion criteria
but only subjects aged 18 or older were invited into
the study. Patients who were excluded from the study
did not differ from the patients who were studied in
terms of gender, age, marital status, and education
(p>0.05).

After visiting their family practitioner, patients
were interviewed by a trained physician for current
psychiatric diagnoses, suicidal ideation, and exces-
sive alcohol consumption by means of the Mini
International Neuropsychiatric Interview (MINI)
[9] as well as for socio-demographic status and for
current psychiatric treatment. Information regarding
documented psychiatric diagnosis was collected from
medical records in terms of ICD-10 codes.

Methods

The MINI is a well-validated, standardized, and
structured diagnostic interview that provides an
evaluation of psychiatric diagnoses according to the

American Psychiatric Association’s Diagnostic and
Statistical Manual for Mental Disorders, Fourth edi-
tion, text revision (DSM-IV-TR) criteria [10]. The
MINI is a validated instrument for evaluation of
mental disorders in psychiatric populations and in
general medical populations including PC patients
[11]. We used MINI models that cover current diag-
noses of major depressive episode (MDE), post-
traumatic stress disorder (PTSD), panic disorder,
social phobia, and generalized anxiety disorder
(GAD). According to the MINI suicidal ideation
screening items, patients were considered as having
a suicidal ideation if during the past month they had
thoughts that they would be better off dead or wished
that they were dead; or wanted to harm himself or
herself; or thought about suicide; or had a suicide
plan; or attempted suicide. Patients were evaluated
for excessive alcohol use by using the following MINI
screening question: “In the past 12 months, have you
had three or more alcoholic drinks within a three-
hour period on three or more occasions?” Adminis-
tration of these models of the MINI takes from three
to 20 minutes, depending on the presence and com-
plexity of psychiatric diagnoses.

Statistics

The Statistical Package for Social Sciences (SPSS 15)
for Windows program was used for statistical analysis.
The prevalence rates are presented as percentages
and 95% confidence interval (CI). Differences in
prevalence between documented psychiatric diagno-
ses and current mental disorders established by the
MINI were analysed by employing the chi-squared
test. All tests were two sided and statistical signifi-
cance was assumed when the p-value was <0.05.

Univariate and multivariate (enter method of
analysis) binary logistic regression analyses were
employed to assess the association of MDE, anxiety
disorders, and suicidal ideation with socio-demo-
graphic and clinical factors.

Results

In total 1170 patients were approached. However,
160 (14%) patients declined to participate, and 12
(1%) patients were excluded from further analysis
due to incomplete data. Therefore, the final study
sample included 998 patients. The study patients
were predominantly women (68%), were married
(60%), and had higher than secondary education
(67%). The majority of patients did not have a
documented psychiatric diagnosis (85%), did not
consult a psychiatrist (79%), and did not receive
psychiatric treatment (80%) (Table I).
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Table I. Demographic and clinical characteristics of study
sample (n=998).

Characteristics

Age, mean (SD); range, years
Gender, n (%):

50 (19); 18-89

Women 678 (68)
Men 320 (32)
Marital status, n (%):
Married/unmarried 778 (78)
Divorced/widowed 220 (22)
Education, n (%):
Secondary or below 334 (33)
Any postsecondary 664 (67)
Main reason for the visit, n (%):
Consultations 822 (82)
Administrative reason 176 (18)
Documented psychiatric diagnosis, n (%):
Depressive disorder 45 (4.5)
Anxiety disorder 30 (3)
Insomnia 50 (5)
Psychotic disorder 12 (1.2)
Other 13 (1.3)
No psychiatric diagnosis 848 (85)
Documented psychiatric consultation, n (%) 205 (20)
Current use of psychiatric medication, n (%):
Antidepressants 23 (2.3)
Anxiolytics 143 (14)
Antipsychotics 11 (1.1)
No psychiatric medication 793 (80)

According to the MINI interview, 27% of patients
met the diagnostic criteria for at least one current
mental disorder (Table II), 21% of patients met the
criteria for at least one anxiety disorder, and 15% of
patients for MDE. GAD was the most common anx-
iety disorder (18%), followed by social phobia (3%),
panic disorder (3%), and PTSD (2%). Suicidal
ideation was identified in 6% of patients and 35%
of patients were considered as having excessive alco-
hol consumption. The prevalence of any mental dis-
orders, MDE, GAD, and panic disorder was
significantly greater in women. On the other hand,
excessive alcohol consumption was more prevalent

in men. The majority of patients with current MINI
diagnoses did not have a documented psychiatric
diagnosis (71%) (Table II). More than half of patients
with current MDE or current anxiety disorder did
not receive psychiatric treatment (62% and 65%
respectively) (Table III).

Greater adjusted odds for current MDE were
associated with being widowed or divorced (OR = 1.8,
95% CI 1.2-2.8, p=10.007) and with lower educa-
tion (OR=1.6,95% CI 1.1-2.3,p =0.013) (Table IV).
Interestingly, excessive alcohol use was associated
with reduced adjusted odds for current MDE
(OR=0.6, 95% CI 0.4-0.9, p=0.033). Greater
adjusted odds for any current anxiety disorder were
found for women (OR=1.9, 95% CI 1.3-2.8,
p=0.010) and for patients with documented insom-
nia (OR=2.2,95% CI 1.2-4.2, p=0.012).

Table V shows that increased adjusted odds for
suicidal ideation were associated with current MDE
(OR=2.9,95% CI 1.5-5.8, p=0.003) and with use
of antidepressants (OR=5.4, 95% CI 1.7-16.9,
p=0.004). In addition, excessive alcohol consump-
tion was not associated with suicidal ideation in the
univariate model, but reached statistical significance
in the adjusted model (OR=2.0, 95% CI 1.1-3.8,
p=0.026).

Discussion

Our study confirmed previous findings that depres-
sion and anxiety disorders as well as suicidal ideation
are prevalent but poorly recognized and managed in
PC settings. We found that the presence of MDE was
independently associated with lower education, with
loss of spouse, and with less extensive alcohol con-
sumption. The presence of anxiety disorder was asso-
ciated with female gender and with documented
insomnia. Suicidal ideation was associated with cur-
rent MDE, with use of antidepressants, and with
excessive alcohol consumption.

Table II. Prevalence of current mental disorders established by the Mini International

Neuropsychiatric Interview.

No. with
disorder Prevalence % (95% CI)
Current mental disorder (Men/women) All (n=998) Men (n=320) Women (n=678)
Major depressive episode! 152 (34/118) 15 (13-17) 10 (7-14) 17 (14-20)
Any anxiety disorder 212 (45/167) 21 (19-24) 14 (11-18) 25 (21-28)
Generalized anxiety disorder! 180 (37/142) 18 (16-20) 12 (8-15) 21 (18-24)
Social phobia 32 (10/22) 3 (2-4) 3 (1-5) 3 (2-4)
Panic disorder! 27 (3/24) 3 (2-4) 1 (0.1-2) 3 (2-5)
Post-traumatic stress disorder 23 (4/19) 2 (1-3) 1 (0.1-2) 3 (2-4)
Any mental disorder! 266 (60/206) 27 (24-29) 19 (14-23) 30 (27-34)
Suicidal ideation 61 (16/45) 6 (5-8) 5 (3-7) 7 (5-8)
Excessive alcohol consumption? 348 (174/174) 35 (32-38) 54 (49-60) 26 (22-29)

Notes: 'Women > men, p<0.05; 2men > women, p <0.05.
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Table III. Documented psychiatric diagnoses and treat-
ments in patients with current mental disorders established
by the Mini International Neuropsychiatric Interview.

Current MINI diagnoses of
mental disorders

Major depressive Any anxiety

Documented psychiatric episode disorder!
diagnosis, n (%) n=152) (n=212)
Depressive disorder 16 (11) 23 (11)
Any anxiety disorder 6 (4) 10 (5)
Insomnia 11 (7) 18 (8)
Psychotic disorder 6 (4) 6 (3)
Other 3(2) 6 (3)
No psychiatric diagnosis 110 (71) 149 (70)
Psychiatric treatment:
Antipsychotics 4 (3) 4 (2)
Antidepressants 5 (@3) 15 (7)
Anxiolytics 39 (26) 75 (35)
No psychiatric treatment 85 (62) 138 (65)

Note: !At least one of four anxiety disorders: post-traumatic stress
disorder, panic disorder, social phobia, or generalized anxiety
disorder.

The WHO study found that PC physicians diag-
nosed only 39% of current depression cases [12].
Similarly, another study found that two-thirds of
individuals with depression remained undiagnosed
in PC settings [13]. Our study yielded similar results:
we found that one-third of patients with current
depression or anxiety disorder had a documented
psychiatric diagnosis and received treatment. Reports
from the Netherlands and the USA [14] have shown
that less than 40% of depressed individuals were
receiving treatment for depression and only a small
proportion were adequately treated in PC settings,
primarily because of the failure to recognize depres-
sion. The major obstacle for such failure is that PC
physicians often overestimate somatic complaints
and pay less attention to psychological symptoms
[15]. The problem of under-detection and under-
treatment of psychiatric morbidity in PC has not

been solved despite increasing evidence that comor-
bid depression and anxiety disorders as well as sui-
cidal ideation have a negative impact on the course
and outcomes of medical conditions [16—18]. There-
fore, global and local initiatives increasing awareness,
recognition, and management of psychiatric disor-
ders in the PC setting are urgently needed.

We found that loss of spouse, lower education
status, and lower alcohol consumption were indepen-
dent risk factors for depression, whereas female
gender together with documented insomnia was
associated with increased odds for anxiety disorder.
Poor social support and female gender are well-
recognized risk factors for psychiatric disorders [19].
With regard to the association of insomnia with anx-
iety disorder, other studies indicate that insomnia is
more prevalent in patients with anxiety disorder and
insomnia is considered a risk factor for anxiety dis-
order [20]. In our study, excessive alcohol consump-
tion was associated with reduced odds for depression.
It should be recalled that the MINI screening item
for alcohol consumption uses a very low threshold;
therefore, a large proportion of patients with moder-
ate alcohol use were categorized as excessive alcohol
users. A U-shaped association of alcohol consump-
tion with depression was previously reported, since
relative to abstinence and heavy alcohol consump-
tion, moderate alcohol consumption was demon-
strated to be protective against depression [21] and
only heavy drinking or abstinence was associated
with an increased risk of experiencing mental disor-
ders [22]. In a similar way, a recent multi-centre
study showed that episodic drinking was less com-
mon in people with existing MDE as compared with
non-depressed subjects [23].

We found that the most important risk factors for
suicidal ideation were current use of anti-depressant
medication, current MDE, and extensive alcohol con-
sumption, which corresponds with the data from other
countries [24]. Others have estimated that up to 71%

Table IV. Factors affecting the presence of current mental disorders established by the Mini

International Neuropsychiatric Interview.

OR (95% CI)

Major depressive episode

Any anxiety disorder!

Univariate

Adjusted? Univariate Adjusted?

Age, years

Female gender 1.8 (1.2-2.7)
Widowed or divorced? 2.1 (1.4-3.0)
Education, secondary or below* 1.6 (1.1-2.3)
Documented insomnia 1.6 (0.8-3.2)
Excessive alcohol consumption 0.5 (0.3-0.8)

1.01 (1.00-1.02) 0.99 (0.98-1.01) 0.99 (0.98-1.0) 0.99 (0.98-1.01)

1.4 (0.9-2.1) 1.9 (1.4-2.9) 1.9 (1.3-2.8)
1.8 (1.2-2.8) 1.5 (0.9-2.3)  1.03 (0.7-1.5)
1.6 (1.1-2.3) 1.3 (0.9-1.8) 1.3 (0.9-1.8)
1.4 (0.7-2.9) 2.2 (1.2-3.9) 2.2 (1.2-4.2)
0.6 (0.4-0.9) 0.7 (0.5-0.9) 0.8 (0.6-1.2)

Notes: At least one of four anxiety disorders: post-traumatic stress disorder, panic disorder, social phobia,
and generalized anxiety disorder; 2for all variables in the table; >vs. married or unmarried; *vs. any
postsecondary. OR, odds ratios in bold differ significantly (p<<0.05) from 1.0.
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Table V. Factors affecting the presence of suicidal ideation.

OR (95% CI)

Univariate Adjusted!

Age, years
Female gender
Widowed or divorced?
Education, secondary or below?
Current major depressive episode
Any current anxiety disorder*
Excessive alcohol consumption
Psychiatric medication use:
Antipsychotics
Antidepressants
Anxiolytics

1.03 (0.98-1.02)

1.0 (0.98-1.02)

1.3 (0.7-2.4) 1.5 (0.8-2.9)
0.9 (0.4-2.1) 0.9 (0.4-1.7)
1.1 (0.7-1.9) 1.2 (0.7-2.1)
3.7 (2.2-6.6) 2.9 (1.5-5.8)
3.0 (1.8-5.1) 1.6 (0.8-3.0)
1.3 (0.8-2.2) 2.0 (1.1-3.8)
1.9 (0.2-15.5) 1.4 (0.2-12.8)
5.4 (1.9-15.2) 5.4 (1.7-16.9)
2.2 (1.2-4.2) 1.9 (0.9-3.9)

Notes: 'For all variables in the table; 2vs. married or unmarried; 3vs. any postsecondary; at least one of
four anxiety disorders: post-traumatic stress disorder, panic disorder, social phobia, and generalized
anxiety disorder. OR, odds ratios in bold differ significantly (p<<0.05) from 1.0.

of MDE patients express current suicidal ideation
[25], about one in 10 of depressed patients attempt
suicide, and about 70% of all suicides revolve around
depressive or anxiety disorder [26]. Current use of
antidepressants is a well-established risk factor for sui-
cidal ideation [27]. For example, a study from the
Netherlands found that 60% of patients who commit-
ted or attempted suicide were diagnosed as depressed,
of whom 91% were treated with antidepressants [28].
Therefore, identification of depression should be fol-
lowed by aggressive management, and suicidal ide-
ation should be carefully monitored in depressed
patients receiving antidepressant treatment.

The finding that excessive alcohol consumption
doubled the risk for suicide ideation is not surpris-
ing, since approximately one-third of suicides are
associated with alcohol use and up to 10% of peo-
ple who are dependent on alcohol end their life by
committing suicide [29]. Therefore, PC patients
with excessive alcohol consumption should receive
proper counselling and should be asked about sui-
cidal ideation.

Some country-specific factors may play a role in
recognition and management of mental disorders
and suicidality in PC settings. Currently, two parallel
and separate PC systems coexist in Lithuania. PC
health centres employ family practitioners and are
expected to cover the majority of medical problems
whereas mental health problems are assigned to pri-
mary mental health centres where psychiatry teams
are employed. Such a system may contribute to poor
recognition and management of mental disorders by
family practitioners as they may assign mental health
issues to primary mental health care services [30].

The large sample and participation rate of
consecutive PC patients and the use of standard
and structured diagnostic instruments are major
strengths of our study. On the other hand, the

cross-sectional design prevented us from address-
ing a causal relationship between suicidal ideation,
psychiatric disorders, excessive alcohol consump-
tion, and treatment of psychiatric disorders and is
the major limitation of the study. Specific features
of the Lithuanian health care system limit the gen-
eralizability of our findings.

Conclusions

Depression, anxiety disorders, and suicidal ideation
are prevalent among patients attending PC clinics
but are poorly identified and managed by family
practitioners. The presence of current depression is
independently associated with marital status and
with lower education, while current anxiety disorders
are independently associated with female gender and
with documented insomnia. Suicidal ideation is asso-
ciated with current MDE, with antidepressant use,
and with excessive alcohol consumption.
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