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The Prevalence of Common Mental and Substance Use Disordersin General

Practice: A Literature Review and Discussion Paper

Abstract

Enhanced primary care management of common mental and substance use disordersis akey
healthcare target. Though primary care may be well placed to achieve this target, a greater
understanding of the prevalence and profile of common mental and substance use disordersin
primary care settings is needed. We searched the MEDLINE database (2002-2012) to provide
an update on biomedical literature describing the prevalence of common mental and
substance use disorders in European genera practice. Following ‘PRISMA’ guidelines,
seventeen studies were kept for qualitative synthesis. Prevalence, profile, screening
instruments, associated co-morbidities and gender distribution were tabulated. Depending on
the screening method, the prevalence of common mental and substance use disorders ranged
from 10.4% (Luxemburg) to 53.6% (Spain). Mood disorders were the most common. High
co-morbidity with anxiety and somatisation hindered early identification and management.
The continuing burden of common mental and substance use disorders, coupled with poor
identification described in the updated EU biomedical literature, suggests that the unmet need
for health care - identified by the World Health Organization a decade ago — remains unmet.
Understanding prevalence of common mental and substance use disorders, associated
morbidity, and the extent to which general practice represents an important catchment
mechanism, can enhance their management at this level. General practitioners should be
trained in accurate screening. Short screening instruments for general practitioners should be

unified and promoted.

Key words. Prevalence, epidemiology, general practice, family practice, primary health care,

psychiatry, common mental and substance use disorders, screening



The Prevalence of Common Mental and Substance Use Disordersin General
Practice: A Literature Review and Discussion Paper
I ntroduction

The prevalence of common mental and substance use disorders among patients attending
genera practice has become amgjor issue (Rocaet al., 2009). The World Health
Organisation (WHO), in its benchmark publication The Global Burden of Disease (GBD)
(World Hedlth Organization, 2008), examined the burden of disease utilising disability-
adjusted-life-year - DALY - introduced in the first GBD study of 1990. The DALY metric
“combines years of life lost due to premature mortality and years of life lost due to time lived
in states of less than full health”. Since 1990, the study was updated twice, for the year 2000-
2002 and 2004. GBD concluded that common mental and substance use disorders, such as,
depression, alcohol use disorders and psychoses, are the most important cause of disability
globally, accounting for approximately one third of the “yearslost to disability”. Depression
aoneislikely to be the second highest cause of disease burden, after HIV/AIDS, by 2030
(World Hedlth Organization, 2008). Common mental health disorders often go untreated and
are associated with serious role impairment; poor common mental health service use, unmet
need for treatment and delays in seeking help for common mental health disorders were
described by WHO (The W. H. O. World Mental Health Survey Consortium, 2004; Wells et

a., 2013).

Improving common mental health services provided by general practitioners can contribute
crucialy to addressing this burden. One out of every four general practice patients present
with common mental disorders (Runkewitz, Kirchmann, & Strauss, 2006).Worldwide, the
majority of psychological complaints are managed in primary care, with only a minority of

cases (typically 5% or less) gravitating towards specialist mental health services (Avasthi et



al., 2008). It is often the first point of contact for people suffering from common mental
disorders (Grandes, Montoya, Arietaleanizbeaskoa, Arce, & Sanchez, 2011), resulting in
increased responsibility for general practitionersto initially diagnose and manage common

mental disorders (Rocaet a., 2009).

Diagnosis and treatment still present amajor problem for general practitioners despite
improved screening instruments and clinical training (Rocaet a., 2009). Diagnosisis
difficult as common mental disorders often present in the form of physical complaints (de
Waal, Arnold, Eekhof, & van Hemert, 2004), and the rate of co-morbidity between common
mental disordersishigh (Mergl et a., 2007). Boundaries of syndromal diagnoses are
relatively *soft” and therefore include much overlap and co-morbidity (Mergl et al., 2007;
Regier et al., 1990). More than 50% of patients with common mental disorders visit genera
practitioners with physical, rather than psychological or emotional, complaints (Haftgoli et
al., 2010; Hartman et al., 2008). Furthermore, 75% of patients presenting with depression

have also anxiety and/ or somatisation (Lowe et al., 2008).

Common mental and substance use disorders frequently coexist in Europe (EMCDDA,
2013). Typical European combinations include alcohol with depression or anxiety, opioids
with personality or behaviour disorders, cannabis with schizophrenia and amphetamines with
psychoses. Increased prevalence of dual disorders has been reported over the last decade
(Crome, 2006; Daly & Walsh, 2011). A recent five-country project (Denmark, Poland,
England, Scotland and Finland) estimated that 43-120 people per 100.000 popul ation meet
the criteria for a co-morbid diagnosis of common mental health and substance use disorders
(Baldacchino et a., 2009). Patients with psychotic disordersin Norway reported 44% higher

drug use than genera population, and 160% higher cocaine or amphetamine use than general



population (Ringen et a., 2008). The high rates of coexisting common mental and substance
use disorders obscure screening and treatment, by making it difficult to identify and assign
symptoms of individual disorders (Bunevicius, Peceliuniene, Mickuviene, Valius, &
Bunevicius, 2007). The heterogeneity of clinical instruments complicates assessment further
(Crome, 2006). This affects GPs’ screening and intervention by confusion and uncertainty

around which instrument to choose (Armstrong & Earnshaw, 2004)

The considerable overlap and comorbidity of common mental disorders, especialy in primary
care settings, mandates that studies should explore arange of psychological presentationsin
order to obtain an accurate picture of their extent and profile (Gunn et a., 2008; MaGPle
Research group, 2004). Better understanding and improved recognition are key elements to
reducing the burden caused by common mental disorders (Mergl et a., 2007; Wittchen &
Jacobi, 2005). The purpose of this discussion paper was to provide an update on biomedical
literature on the prevalence of common mental and substance use disorders in European
genera practice, with a specia focus on multi-disorder research, due to the considerable
overlap and comorbidity of common mental disorders. Screening instruments, co-morbidities,

profile and gender distribution were also reviewed.

Methods

Publications concerning prevalence of common mental health disordersin European general
practice, written in the English language, in the past 10 years, were identified through the
MEDLINE database (October 2012). The search consisted of controlled vocabulary and free-
text terms, such as: prevalence, epidemiology, genera or family practice, primary health care,
psychiatric or common mental/ substance use disorders. In line with the purpose of this

discussion paper, we did not distinguish between specific mental health disorders and focused



our search on common mental health disorders. Common mental health disorders included
mood disorders, anxiety, alcohol-related, eating-related or somatoform disorders, etc.
Following ‘PRISMA’ guidelines (Moher, Liberati, Tetzlaff, Altman, & Grp, 2010), 500
unigue papers were identified using the free-text and MeSH terms, 17 papers were retained
based on title and abstract screening and kept for qualitative synthesis (see Figure 1). All

articles were retained that did not meet any of the following reasons for exclusion:

Studies that dealt specifically with only one mental health disorder;
Studies that focused on a particular gender; and

Studies that analysed the validity of screening instruments.

The considerable overlap and comorbidity of common mental disorders, as noted in the
introduction, provides alegitimate justification for choosing this narrow focus and only
including studies that investigated a range of common mental health disorders rather than

single diagnosis studies.

<insert Figure 1 here>

Results

Prevalence

Our update included studies from Spain (n=4), Belgium (2), Germany (2), Belgium and
Luxembourg (1), Italy (1), Holland (1), Bosnia (1), France (1), Denmark (1), UK (1),
Switzerland (1), Israel (1), and one study compared six European countries— UK, Spain,

Portugal, Netherlands, Slovenia and Estonia. Seetable 1 for details.

<insert Table 1>



The main screening instruments used were CIDI (n=6), PHQ (4), GHQ (4), HADS (3), and
PRIME-MD (2). Twelve of the studies focused on common mental disordersin general. In
this category, the highest point prevalence of common mental disorders was 53.6% (Roca et
a., 2009), whilst the lowest prevalence was 22.8% (Grandes et d., 2011; Verhaak,

Hoeymans, Garssen, & Westert, 2005).

Roca et al. (2009) found 53.6% prevalence with the PRIME-MD screening instrument. This
high prevaence could be due the large sample size of 7,931 patients across 2,000 general
practices. Ansseau et al. (2004) used the same questionnaire in a sample size of 2,316
patients across 86 general practicesin Belgium and found 42.5% prevaence. Whilst 5.4% of
patients attended their GP for a mental disorder reason, 42.5% of them fulfilled the criteria

for amental disorder on PRIME-MD.

Similarly, a French study used PHQ, which is a self-report version of PRIME-MD, to
compare the prevalence of common mental disorders with that diagnosed by the general
practitioner (Norton et a., 2007). This study found that 34.1% of the patients met the criteria
for at least one mental disorder on PHQ - compared to the general practitioner diagnostic rate

of 28.6%.

Broers et al. (2006) anaysed the prevalence of common mental disorders in post-war Bosnia
and Herzegovina, using the PHQ. They found that 26% of the cohort had at |east one mental

disorder which is comparable to that of Norton et al. (2007).

In another area of conflict — Israel - Cwikel et al. (2008) studied common mental disordersin
general practicein Israel using CIDI-SF. They found 51.2% prevalence of mental disorder;
31.1% were diagnosed with a mental disorder, with the highest prevalence of depression at

20.6%. This study attributed the high rate of depression to the on-going military conflict.



Haftgoli et al. (2010) applied PHQ to general practice patients with a physica complaint. The
prevalence ranged from 14.4% for patients without any major psychosocial stressor to 96.8%

in those exposed to five or more stressors (health, relationships, financial, etc.).

King et al. (2008) anaysed the prevalence of depression, anxiety and panic disorders across
six European countries. They found that the highest prevalence of common mental disorders
in Spain and the United Kingdom, whilst the lowest prevalence was in the Netherlands and

Slovenia

Lifetimerisk

Three studies examined both point prevalence and lifetime risk (see Figure 2).Toft et al.
(2005) studied 701 patients and found that 49.7% had a mental disorder at the time of the
study, compared to alifetime history of 65%. Similarly, Serrano-Blanco et al. (2010) found
in astudy of 77 GP practicesin Spain with 5402 participants that 31.2% had experienced a
mental disorder within the last 12 months and 45.1% were diagnosed as having alifetime
mental disorder. Grandes et al. (2011) studied 2539 patients and found that 22.8% had a 12-
month prevalence of common mental disorders compared to a lifetime prevalence of 37.8%.

These studies highlight the chronicity of common mental disorders.

<insert Figure 2 here>

Co-morbidity

The studies indicate considerable co-morbidity between mood, anxiety and somatoform
disorders. Roca et al. (2009) estimated the point prevalence of thisto be 30.3% between
depression, anxiety and somatoform disorders, whilst Mergl et al. (2007) estimated 17.3%
co-morbidity. In addition, they found that depressive patients had 65.6% lifetime prevalence

of an additional anxiety and/ or a somatoform disorder.



Toft et al. (2005) found that somatoform disorders had arelatively low co-morbidity at 39%.
This was compared to anxiety (89%), acohol abuse (77%), and depression (65%). The
strongest association was found between depression and acohol abuse. This co-morbidity
could be due to an overlap of symptoms (Roca et al., 2009) or, as Ansseau et al. (2004)
noted, it could be due to the confounding effect of substance use disorder and the association

with mood, somatoform and anxiety disorders.

Profile

Four studies provided profile of common mental disorders; three of them reported similar
rates. Grandes et al. (2011) found that mood disorders were the most common with alifetime
prevalence of 23.2%, followed by anxiety disorders at 15.4%, somatoform disorders (7.6%),
and organic and alcohol use disorders (2%). Ansseau et al. (2004) found the point prevalence
of anxiety at 19.0% and somatoform disorders at 18.0%. Mergl et al. (2007) similarly found
thisto be 15.7% and 25.6%, respectively. Opposite to this, Toft et al. (2005) found that
somatoform disorders had the highest point prevalence at 31.7%, anxiety disorders at 16.4%

and mood disorders at 13.5%.

Gender distribution

Eight studies compared prevalence of common mental disorders by gender. Toft et al. (2005)
found that women had a higher prevalence of somatoform disorders at 38.3% compared to
31.7%. Men had a higher prevalence of alcohol use disorder (3.5%), and hypochondriasis
(4.4%), compared to women (1.4% and 1.3%, respectively). This study found no difference
in the prevalence of depression between genders (Toft et al., 2005). The conventional
wisdom suggests that females present twice as commonly, and with more obvious or classical
presentations (e.g. depression), than men, but that the overall prevalence is similar because
men experience greater substance-related and behavioural issues but seek help less. Serrano-

Blanco et al. (2010) studied the prevalence of common mental disordersin Spain and found
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that women were more likely to have mood and anxiety disorders whilst men were more
likely to have substance use disorders. Another Spanish study found that the preval ence of
common mental disorders was twice as high in women compared to men, except in the case

of alcohol use disorders (Rocaet al., 2009).

Cwikel et al. (2008) found that Israeli women had a higher rate of depression, panic attacks,
somatoform disorders and eating disorders compared to men. There was no significant
difference between women and men in respect of general anxiety or PTSD. King et al. (2008)
compared the prevalence of depression, anxiety disorders and panic syndrome between males
and females in six European countries and found that females had a higher prevalence for

each category. Figure 2 plots the gender distribution.



Discussion

Our update on European biomedical literature described high prevalence and co-morbidity of
common mental and substance use disorders among general practice patients. The results are
similar to the average values from the WHO’s international study on mental illness in general
health care which used the CIDI-PC screening tool to assess the prevalence in 14 different
countries. WHO found that 24% of all patients had a mental illness (1995). Similar findings
were reported in the Diagnosis, Management and Outcomes of Depression in Primary Care
(DIAMOND) longitudinal study and the Mental Health and General Practice Investigation

(MaGPle) (Gunn et al., 2008; MaGPle Research group, 2004).

Reasonsfor the high prevalence

A number of reasons might influence the variance in prevalence of common mental and
substance use disorders in European general practice. It could be due to the different levels of
access to general practice (Ansseau et al., 2004; Roca et ., 2009). For example, Spain and
Belgium have free public health coverage and thus the use of primary care service. Another
reason could be the degree of exposure or access to effective interventions. For example,
Spain has the lowest levels of treatment for common mental disorders (Fernandez et al.,
2007). Finally, home visits by GPs could identify patients with more severe common mental
disorders who are unable or unwilling to attend GP. Belgium has large proportion of home

visits by GPs (Ansseau, Fischler, Dierick, Mignon, & Leyman, 2005).

As noted previously, anumber of the studies highlighted a discrepancy in recognition of
common mental disorders by the GPs compared to that identified with screening
guestionnaires (Ansseau et al., 2004; Ansseau et a., 2005; Norton et a., 2007). There are
several reasons for this. The GP has a limited time with the patient and limited knowledge of
the diagnostic criteria. Many patients present with somatoform complaints, and underlying

co-morbidity, which can confuse diagnosis and understanding of common mental disorders
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(Ansseau et a., 2004; Ansseau et a., 2005). Over the last decade, an increased preval ence of
co-morbid common mental and substance use disorders has been reported (EMCDDA, 2013;
The W. H. O. World Mental Health Survey Consortium, 2004; World Health Organization,
2008). Theincreasing prevaence of underlying co-morbidity not only confounds diagnosis
and understanding but considerably affects screening and intervention by GPs. For example,
cocaine has arolein suicidal behaviour when its chronic use affects mood negatively and
mimics depressive symptoms; vice versa, a primary diagnosis of mental disorder can be
adversely affected by a subsequent (co-morbid) diagnosis of addiction (Crome, 2006). The
considerable co-morbidity of common mental and substance use disorders in general practice
warrants that future research explores arange of co-occurring psychological presentationsin
order to obtain a complete picture, which would complement the single-disorder studies.
Finally, patients also fear stigma of mental or substance use disorders diagnosis and some

lack insight into their illness (Ansseau et al., 2005).

Screening instruments

When looking at the data, it is important to note the range of screening instruments and their
respective differences in sensitivity and specificity. While some screening instruments
capture specific mental health diagnoses, for example CIDI (Cwikel et al., 2008), others
capture symptoms through self-administered questionnaires, like the PHQ (Roca et al., 2009).
Also, some tools identify caseness (e.g. GHQ), while others generate actual specific
diagnoses (e.g. PRIME-MD); the sensitivity of the latter is usually lower and thisis obviously
relevant to an epidemiological report. These differences must be taken into account when
analysing mental health data captured by these various instruments and care must be taken to
avoid falacious inference by incorrectly comparing unlike variables. Methodol ogical issues

limit the comparability of epidemiological datafrom different countries (Langas, Malt, &
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Opjordsmoen, 2011), and utility of this data for subsequent development of performance

indicators for common mental and substance use disorders (Henderson et al., 2014).

It is aso worth noting that differences in the instruments used go beyond the mere data that
they are able to collect. They speak to issues of patient empowerment and engagement. For
example, instruments that collect data by allowing patientsto fill out self-assessment
guestionnaires, while sitting in awaiting room, are less intrusive and give patients a greater
degree of autonomy with respect to whether they will, or won’t, engage with the instrument.
Self-reports have been shown to have a much higher sensitivity for identifying symptoms

than other methods (Roca et al., 2009).

Strengths and limitations

Our update on the last 10 years of European research into common mental and substance use
disordersin general practiceislimited in several ways. Only one electronic biomedical
database was searched. Therefore, our update is not complete and cannot be taken as a
binding representation of the common mental health disorders epidemiology in Europe. There
was alack of homogeneity in terms of methodology, classification of common mental
disorders and a broad range of instruments which made direct comparisons difficult. The
prevaence figures could vary due to differences in case detection and instrumentation, e.g.,
who actually administered the instruments could influence the screening outcomes. The
studies did not differentiate between mild, self-limiting common mental disorders and severe
disorders requiring more intensive interventions. The exclusion of single-disorder studies
reduces the scope of our work, yet many important reviews on single disorder have been
recently published (e.g., Murray, Toussaint, Althaus, & Lowe, 2013; Parmentier, Garcia-
Campayo, & Prieto, 2013; Thombs, Ziegelstein, Roseman, Kloda, & loannidis, 2014). While

this update considered difference between genders, the summary does not take other socio-
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economic and cultural factors into account. It isworth noting that the data collected in this
biomedical literature update does not shed light on the importance of differencesin health
seeking behaviour between men and women when it comes to the presentation of common
mental disorders symptoms. Despite these limitations, the key strength of our biomedical
literature search isthat it provided an update on the prevalence of common mental disorders
in general practice since the WHO international study (The W. H. O. World Mental Health

Survey Consortium, 2004).
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Conclusions
Despite the disability burden of common mental and substance use disorders globally, the
need for management of common mental disorders in primary care, which was identified by
the World Health Organization a decade ago, remains unmet. Understanding prevalence of
common mental disorders, associated morbidity and the extent to which general practice
represents an important catchment mechanism can enhance their management at this level.
Genera practitioners should be trained in accurate screening. Screening instruments for
general practitioners should be unified and promoted. The importance of thisis exacerbated
by the fact that somatic symptoms can predominate, making it more difficult to recognise

common mental disorders.

The integration of mental health services into general practice is a key mechanism by which
the management of common mental disorders can be enhanced. To achieve this healthcare
target, further research should investigate strategies to improve GPs’ recognition and early

intervention for common mental disorders.
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Tablesand figures

Table 1. Results of eectronic literature search

Study Country N I nstrument Mental disorder Prevalence

Ansseau et Common mental

al.(2004) Belgium 2316 | PRIME-MD disorders 42.5%

Ansseau et al. | Belgium,

(2005) Luxemburg | 13,677 | MINI Anxiety and depression 10.4%

Broerset al. Mental and social

(2006) Bosnia 1285 | PHQ disorders 26%
CIDI-SF PTSD

Cwikel et al. checklist, SCL, Common mental

(2007) Israel 976 | DEBQ disorders 31.1%

Grandes et al. Common mental

(2011) Spain 2539 | CIDI disorders 22.8%

Haftgoli et al. Anxiety, depression and

(2010) Switzerland 917 | PHQ somatoform disorderg] 4] 14.4%

King et al. Depression, anxiety &

(2008) Europe 7,209 | CIDI/PHQ Panic disorder[1] 28.5%

Mergl et al. Depression and co-

(2007) Germany 394 | CIDI, GHQ-12 morbity[2] 17.3%

Norton et al. Common mental

(2007) France 1,151 | PHQ disorders 34.1%

Olivera et al. MMSE, GDS, Common mental

(2008) Spain 293 | GAS, GMS disordersin the elderly 46.1%

Rocaet a. Common mental

(2009) Spain 7,936 | PRIME-ED disorders 53.6%

Rucci et a. Common mental

(2003) Italy 554 | GHQ 12, CIDI disorderg 3] 29.4%

Runkewitz et

al.(2005) Germany 242 | HADS Anxiety and depression 26.1%

Serrano-

Blanco et al. Common mental

(2010) Spain 5,402 | SCID-1, MINI disorders 31.2%

Toft et al. SCL-8, Whitely-7, | Common mental

(2005) Denmark 701 | CAGE disorders 49.7%

Verhaak et al. Common mental

(2005) Netherlands | 9,687 | GHQ-12 disorders 22.8%

Watts et al. GHQ-28, HADS, | Common mental

(2002) UK 268 | MM SE, disordersin the elderly 48.1%

[1] Thisstudy considered the prevalence of CMD (depression, panic syndrome & anxiety

disorder) across six countries in Europe. For the purpose of this review, an average of the

results was included in the table above
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[2] The prevalence presented in the table above represents the co-morbidity of depression,

anxiety and somatoform disorders

[3] Common mental disorders include the following disorders. mood, anxiety, alcohol

related, eating-related and somatoform

[4] This study examined the role of anxiety, depression and somatoform disordersin patients
presenting with physical symptoms. 14.4% represents the preval ence without any major

psychosocial stressor.
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Figure 1. Study flow diagram
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Figure 2. Prevalence, lifetimerisk and gender breakdown of common mental disorders
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