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Abstract
Introduction: The prevalence of depression in Polish children and adolescents under 18 years of age treated for mental disorders has increased in
the last few years in Poland. The purpose of this study was to examine the
prevalence of major depression in a population of Polish children and adolescents under 18 years of age treated for mental disorders, stratified by sex
and place of residence, in the years 2005, 2009, 2014, and 2016.
Material and methods: We analysed the psychiatric treatment data of children and adolescents under the age of 18 years in Poland compiled by the
Institute of Psychiatry and Neurology in Warsaw for these years.
Results: Major depression was moderately prevalent among children and
adolescents treated in all evaluated types of mental health facilities, with
a prevalence in this population ranging from 0.8% in 2005 to 4.3% in 2016.
The rates of young patients with mood disorders increased from 3.1% in
2005 to 7.0% in 2016. Risk factors for developing major depression in our
research group were: being female and living in an urban area.
Conclusions: Our findings suggest the need to increase the service capacity
for children and adolescents as well as to intensify preventive measures to
improve the mental health status of this age group.
Key words: depression, children and adolescents, psychiatric epidemiology.

Introduction
The World Health Organisation (WHO) predicts that, by the year 2020,
major depression will be one of the most common mental disorders in
the world [1]. Depression is a heterogeneous disease triggered by interaction between genetic, psychological, social, and lifestyle-related
factors [2]. The incidence rates have been increasing systematically in
adults, as well as in children and adolescents [3, 4]. As children and adolescents account for almost one-quarter of the global population, with
85% of them living in low- and middle-income countries, monitoring the
prevalence of mental disorders in this age group is important [5, 6].
Empirical data show that mood disturbances during childhood are
neither inevitable nor universal [7, 8]. Affective problems during these
stages of physico-psychological development often involve major or mild
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depression, which affect 20% of the underage
population globally [9, 10]. The estimates differ
depending on the country and diagnostic criteria.
Studies are illustrating the growing rates of adolescent depression in developed countries, especially in individuals of young population between
the ages of 13 and 18 years [11].
Research on the long-term physical health consequences of early-onset major depression has
demonstrated that major depression is associated with considerable chronic physical health [12].
Over half of the individuals who recover from the
first episode of depression will suffer at least one
additional episode later in life, whereas approximately 80% of those with a history of two episodes will experience another recurrence [13].
As meta-analysis reports suggest, the proportion of the adult population experiencing any
form of mood disorder represented by the available data in Eastern Europe is estimated at 0.47%,
which is extremely low when compared with the
corresponding proportion of 17–40% in Western
European countries. These data refer to general mood disorders, particularly anxiety [6, 14].
However, this disproportion may be influenced
by differences in reporting rates between countries representing various economic status. The
data for the Polish population are limited because
no national comorbidity surveys, which are routinely performed in other countries, have been
performed in Poland. The first ever Polish population-based study on the epidemiology of psychiatric disorders (EZOP 2012) aimed at assessing
the prevalence of selected mental disorders in the
adult population [14].
Therefore, the purpose of this study was to determine the prevalence of major depression in the
population of children and adolescents, stratified
by sex and place of residence, in the years 2005,
2009, 2014, and 2016, in Poland, and to indicate
an appropriate model of community-based treatment teams aimed at the specific needs of children and adolescents in Poland.

Material and methods
The assessment method adopted for this study
included the analysis of data on the prevalence of
depression among children and adolescents under 18 years of age treated for mental disorders
in 2005–2016 in Poland, prepared by the Institute
of Psychiatry and Neurology in Warsaw, Poland
for the years 2005, 2009, 2014, and 2016. Our
research was conducted mainly on the basis of
the data collected from the following forms [15]:
(1) MZ-15, the operation of outpatient healthcare
facilities for people with mental disorders; (2) MZ19, the activities of community mental-health
teams; (3) MZ-30, the reported health care activity
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of 24 h health care providers; and (4) MZ/Szp-11B,
individual patient stays in 24 h mental health care
settings.
The data for the purpose of our study were
gathered from mental health hospitals, day-care
centres, 24 h mental health facilities, and community mental health teams. More specific data,
including patient sex and place of residence, were
gathered mostly from the first two types of facilities mentioned above. Most medical units were
located in urban areas. In Poland there is no regionalisation in the health care system, and as
such the data should not be impacted by rural
residence of the treated population.
Below we present the size and dynamics of
the selected mental health problems in a population of children and adolescents under 18 years
of age treated for mental disorders in 2005–2016
in Poland, based on existing routine information
systems. For many years, information about Polish
residents treated for mental disorders in mental
health care centres (hospitals, care and treatment
centres) was collected as part of the National Psychiatric Hospital Disease Examination implemented by the Institute of Psychiatry and Neurology in
Warsaw. The results are published in the statistical yearbook issued by the Institute. The presented coefficients are related to people, not cases,
because, for the purposes of statistical analysis,
multiple hospitalisations were combined in accordance with the identification key determined by
the Institute.
Microsoft Excel (Microsoft, Redmond, Washington, USA) was used to analyse the statistical
data provided in yearbooks and compiled by psychiatric and neurological care institutions in the
years 2005, 2009, 2014, and 2016. Our analysis
included the general mental health status of Polish children and adolescents and the proportions
of this patient population treated for any mental
conditions in general, those treated for mood disorders, and those treated for major depression
in particular. Mental disorders were classified by
psychiatrists according to the 10th revision of the
International Classification of Diseases (ICD-10)
[16] and reported on the basis of individual patient statistical cards.

Results
Over the analysed 12-year period, the number
of children and adolescents under 18 years old
who received treatment for any psychiatric conditions in mental-health hospitals and outpatient
clinics for children and adolescents increased by
20,111. Over the same 12-year period, the number of underage psychiatric patients treated in
day-care centres increased by 870, and the number of those treated by community mental-health
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teams increased by 1320 (993%). We noticed,
however, a decrease (by 30%) in the number of
patients treated in 24 h mental-health facilities. In
2009, a noticeable decrease occurred in the number of children and adolescents under 18 years old
treated in mental-health outpatient clinics, daycare centres, and 24 h mental-health facilities. In
comparison to the figures from 2005, the number
of patients treated in all mental-health facilities
increased by 17% by 2016. Specific numbers of
children and adolescents receiving psychiatric
treatment in different types of mental health facilities in Poland are presented in Table I.
Major depression (diagnosed according to the
ICD-10 criteria) was moderately prevalent in the
population of patients treated in mental health
facilities, with the proportion of affected patients
ranging from 0.8% to 4.3% over the evaluated 12year period. The specific figures for child and adolescent patients diagnosed with mood disorders
in general and major depression in particular who
were treated in mental hospitals and day-care
centres are presented in Table II.
The data collected over the investigated time
period indicated an increase in the prevalence of
mood disorders among both day-care centres and
mental hospital patients. The proportion of child
and adolescent patients treated for mood disorders
in day-care centres rose from 1.5% in 2005, to 2.0%
in 2009, to 4.0% in 2014, and to 5.0% in 2016.
The rates of child and adolescent patients treated for mood disorders in mental hospitals were
comparatively high, rising from 3.4% in 2005, to
4.9% in 2009, to 7.1% in 2014, and eventually to
7.5% in 2016. The rates in the combined population
of child and adolescent patients treated in both of
these types of health care facilities increased from
3.1% to 7.0% between 2005 and 2016.
According to ICD-10, major depression is included in mood disorders (i.e. affective disorders);

accordingly, these diagnoses were considered in
our analysis. Our results showed a steady increase
in the proportion of children and adolescents diagnosed specifically with depression out of all underage patients treated for mental problems. Between 2005 and 2016, this proportion increased
from 0.8% to 3.4% among patients treated in daycare centres and from 2.0% to 4.3% among mental hospital patients. Of the combined population
of children and adolescents treated in both these
types of institutions, the rates of major depression
were, respectively, 1.9% in 2005, 2.4% in 2009,
3.9% in 2014, and 4.1% in 2016.
Data from 2005, 2009, 2014, and 2016 indicate
that, among children and adolescents undergoing
treatment in day-care centres and mental hospitals, a certain group of individuals were most
susceptible to developing major depression symptoms. The proportions of children and adolescents
diagnosed with mood disorders in general and major depression in particular (stratified by sex and
place of residence) and treated in day-care centres
and mental hospitals in Poland are presented in
Tables III and IV. These tables present the rates of
treatment for the evaluated mental conditions per
100,000 residents. Our data indicate that depressive disorders were most common among female
children and adolescents who were urban residents, in all the years studied. This finding is significant because more male than female patients
in general received treatment in mental health facilities over the evaluated 12-year period. In 2005,
similar rates of young male and female patients
(33.3% and 66.7%, respectively) were treated in
day-care centres for both mood disorders in general and depression in particular. Of the patients
diagnosed with mood disorders and treated in
mental hospitals in 2005, 70.7% were female and
29.3% were male, whereas out of all patients diagnosed with major depression, 78.8% were female

Table I. Total numbers of children and adolescents treated for major depression in various types of mental health
facilities
Child and adolescent patients undergoing treatment for major depression
Year

Mental-health
hospitals and
out-patient clinics

Day-care centres

Community
mental-health teams

24-hour
mental-health
facilities

2005

118,921

1771

133

9886

2009

114,121

2155

119

9494

2014

125,681

2545

1640

10,176

2016

139,032

2641

1453

9856

Difference
between 2005
and 2016

+20,111

+870

+1,320

–30

Source: Statistical reports from psychiatric and neurological health care facilities; the Polish statistical almanacs for the years 2005, 2009,
2014, and 2016 and the Institute of Psychiatry and Neurology, Warsaw.
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Ch&A
treated for
any mental
problem

100

Proportion of those
treated for mental
problems

100

Proportion of those
treated for mental
problems

100

Proportion of those
treated for mental
problems

3.1

362

3.4

335

1.5

27

1.9

217

2.0

202

0.8

15

Ch&A
treated
specifically
for depression

100

11576

100

9494

100

2155

Ch&A
treated for
any mental
problem

4.4

509

4.9

466

2.0

43

Ch&A
treated for
affective
disorders

2009

2.4

279

2.7

252

1.3

27

Ch&A
treated
specifically
for depression

100

12721

100

10176

100

2545

Ch&A
treated for
any mental
problem

6.5

823

7.1

722

4.0

101

Ch&A
treated for
affective
disorders

2014

3.9

498

4.2

428

2.7

70

Ch&A
treated
specifically
for depression

100

12497

100

9856

100

2641

Ch&A
treated for
any mental
problem

7.0

876

7.5

744

5.0

132

Ch&A
treated for
affective
disorders

2016

Source: Statistical reports from psychiatric and neurological health care facilities; Polish statistical almanacs for the years 2005, 2009, 2014, and 2016 and the Institute of Psychiatry and Neurology, Warsaw.

11657

Absolute number

2005

Ch&A
treated for
affective
disorders

Ch&A treated in both types of facilities:

9886

Absolute number

Ch&A treated in mental hospitals:

1771

Absolute number

Ch&A treated in day-care centres:

Numbers/
proportion

4.1

515

4.3

424

3.4

91

Ch&A
treated
specifically
for depression

Table II. Children and adolescents (Ch&A) diagnosed with mental health problems, including mood disorders in general and major depression in particular, treated in mental hospitals and daycare centres between 2005 and 2016
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Ch&A
treated for
any mental
problem

2005

Ch&A
treated for
affective
disorders

Ch&A
treated specifically for
depression

44.9

80

20

Female

Urban

Rural

18.5

81.5

66.7

33.3

4

6

2.4

Female

Urban

Rural

0.03

0.09

0.09

0.05

0.02

0.05

0.05

0.03

20

80

66.7

33.3

0.49

5.18

1.6

4.07

8.7

91.3

28.2

71.8

Ch&A
treated for
any mental
problem

2009

0.02

0.1

0.06

0.03

14

86

55.8

44.2

Ch&A
treated for
affective
disorders

0.01

0.06

0.04

0.03

18.5

81.5

55.6

44.4

Ch&A
treated specifically for
depression

0.57

3.78

2.3

4.35

8.6

91.4

34.6

65.4

Ch&A
treated for
any mental
problem

2014

0.02

0.25

0.19

0.04

6.9

93.1

73.3

26.7

Ch&A
treated for
affective
disorders

0.01

0.18

0.14

0.04

2.9

97.1

75.7

24.3

Ch&A
treated specifically for
depression

1.10

5.77

2.31

4.56

16.0

84

33.7

66.3

Ch&A
treated for
any mental
problem

2016

0.05

0.29

0.27

0.08

15.2

84.8

77.3

22.7

Ch&A
treated for
affective
disorders

Ch&A
treated for
any mental
problem

2005

Ch&A
treated
for mood
disorders

Ch&A
treated
specifically
for major
depression

25

Rural

38.2

61.8

70.7

29.3
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31.66

16.77

Urban

Rural

0.87

0.88

1.2

0.53

0.56

0.51

0.81
6.87

17.93

10

14.8

27.7

40.6
0.23

72.3

40.3

59.7

58.4

78.8

21.3

Ch&A
treated for
any mental
problem

2009

0.25

0.97

0.72

0.26

20.6

79.4

58.8

41.2

Ch&A
treated
for mood
disorders

0.16

0.5

0.41

0.26

24.6

75.4

61.1

38.9

Ch&A
treated
specifically
for major
depression

5.22

21.38

11.83

14.76

19.6

80.4

44.5

55.5

Ch&A
treated for
any mental
problem

2014

0.33

1.55

1.27

0.32

17.7

82.9

67.3

32.7

Ch&A
treated
for mood
disorders

0.19

0.93

0.80

0.32

17.1

82.9

71.7

28.3

Ch&A
treated
specifically
for major
depression

7.38

18.27

12.23

13.42

28.8

71.2

47.7

52.3

Ch&A
treated for
any mental
problem

2016

0.58

1.36

1.31

0.63

29.8

70.2

67.6

32.4

Ch&A
treated
for mood
disorders

Source: Statistical reports from psychiatric and neurological health care facilities; Polish statistical almanacs for the years 2005, 2009, 2014, and 2016 and the Institute of Psychiatry and Neurology, Warsaw.

28.4

23.58

Male

Female

Rates of treatment (per 100,000 residents):

47

75

Female

Urban

53

Male

Percentage (stratified by sex and place of residence):

Demographic
data

Table IV. Ch&A with mental health problems treated in mental hospitals, stratified by sex and place of residence

Source: Statistical reports from psychiatric and neurological health care facilities; Polish statistical almanacs for the years 2005, 2009, 2014, and 2016 and the Institute of Psychiatry and Neurology, Warsaw.

5.3

Male

Rates of treatment (per 100,000 residents):

55.1

Male

Percentage (stratified by sex and place of residence):

Demographic
data

Table III. Ch&A with mental health problems treated in day-care centres, stratified by sex and place of residence

0.33

0.77

0.78

0.33

30.2

69.8

70.5

29.4

Ch&A
treated
specifically
for major
depression

0.03

0.20

0.17

0.07

14.3

85.7

72.5

27.5

Ch&A
treated specifically for
depression
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and 21.3% were male. This indicates that female
children were twice or even three times more likely to develop mood disorders (particularly major
depression) in 2005. High female-to-male patient
ratios among mental hospital patients were also
observed in the subsequent years. Among daycare centre patients treated in 2009, girls and
boys constituted 55.8% and 44.2% of patients
with mood disorders, respectively, and 55.6% and
44.4% of patients with major depression, respectively. Among mental-hospital patients treated in
the same year, girls and boys constituted 58.8%
and 41.2% of mood-disorder patients, respectively, and 61.1% and 38.9% of depression patients,
respectively. In 2014, 73.3% of day-care centre patients diagnosed with mood disorders were female
and 26.7% were male; of those diagnosed with
major depression, 75.7% were female and 24.3%
were male. In the same year, these proportions
were similar in mental hospitals, where 67.3% of
mood-disorder patients were female and 32.7%
were male, and where 71.7% of major depression
patients were female and 28.3% were male. The
situation in 2016 was analogical, as 77.3% of patients receiving treatment in day-care centres due
to mood disorders were female and 22.7% were
male, and 72.5% of patients treated for depression
were female and 27.5% were male. Among young
mental-hospital patients, girls and boys constituted 67.6% and 32.4% of patients treated for mood
disorders, respectively, and 70.5% and 29.5% of
patients treated for depression, respectively.
An analysis of the collected data in terms of the
place of residence revealed that, of all patients in
this age group treated for mood disorders in daycare centres in 2005, urban residents constituted
81.5% in 2005, 86% in 2009, 93.1% in 2014, and
84.8% in 2016. The corresponding proportions of
urban residents among young patients treated
for major depression were 80% in 2005, 81.5% in
2009, 97.1% in 2014, and 85.7% in 2016.
The data for mental-hospital patients show
that, of the patients in this age group treated
for mood disorders, urban residents constituted
61.8% in 2005, 79.4% in 2009, 82.9% in 2014, and
70.2% in 2016. The corresponding proportions of
urban residents among young patients treated for
major depression were 58.4% in 2005, 75.4% in
2009, 82.9% in 2014, and 69.8% in 2016.
The rates of treatment per 100,000 population,
stratified by sex and place of residence, were calculated based on the data published in Polish statistical yearbooks for the evaluated years and are
presented in detail in Tables III and IV.

Discussion
Analysis of the data gathered for the evaluated
years in the period from 2005 to 2016 demonstrat-
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ed a 237% increase in the number of individuals
under 18 years of age treated for major depression
in our research group. The first ever Polish National Comorbidity Survey directed at the adult population showed the prevalence of depressive disorders among Polish adults to be very low, at 0.4%
(95% confidence interval (CI): 0.3–0.5) [17], with
adults of all ages and both sexes being affected
evenly. This figure differed from those presented
in earlier reports from other countries, where the
prevalence of depressive disorders was estimated
to be between 9.8% in Israel and 21.0% in France
[18, 19]. The cited studies demonstrated higher
prevalence rates in countries in which the survey
response rate was higher than that in Poland. This
discrepancy is not surprising because individuals
refusing to participate in the study are often more
severely affected by mental disorders than study
participants [17]. Our analysis was based on the
clinical data gathered by, and obtained from, daycare wards and psychiatric hospitals in the whole
country. The research demonstrated a continually increasing number of children and adolescents
treated for psychiatric disorders. This finding indicates an apparent worsening of the mental health
status in this age group in Poland, because the
actual prevalence of mental problems among children and adolescents in Poland is probably higher
than what we observed. These findings raise concern because major depression is not a condition
that can be completely cured. According to some
studies, the risk of depressive episode recurrence
in children and adolescents can be as high as 30–
70% [20].
The increase in the rate of mental health issues
recorded in Polish children and adolescents could
be due to many factors within socio-economic
changes after the dissolution of the Soviet Union.
This was a great opportunity for rapid changes
throughout the privatisation process in Poland
but also introduced the risk of a negative impact
on family life, especially for the young population.
Rapid economic transformations could induce
changes to the style of work, which also could affect the style of life and parents-children relations.
Parents had less time to focus on their children
and adolescents, which is one of the most important factors for their mental health.
The issue of the high prevalence rate of depression presented in our study cannot be explained
with this basic data analysis, and more research
is needed to explain this phenomenon. Evidently,
because depression is a condition with complex
aetiopathogenesis, many factors can contribute
to this mental health problem being so common
[18, 20]. Literature provides a wide range of risk
factors including biological, psychological, or social
aspects of functioning [20]. Genetic susceptibility
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should not be responsible for disparity between
the Polish population and young people living in
other countries. Nevertheless, existing literature
offers some evidence on risk factors connected
with global changes in lifestyle of the younger
population. Amongst them, spending more time
on new media screen-based activities and less
time on non-screen activities, obesity, the impact
of social media, and peer-stress are strongly connected with increases in depression and suicide
rates [21, 22]. Those factors are not entirely new
but were more often observed in Poland between
1995 and 2011 [23].
What is more, early signs of depression in
young individuals can easily be unnoticed or misinterpreted (i.e. interpreted as youth rebellion or
as temporary problems) by their parents. Consequently, these youngsters are not provided with
an accurate diagnosis and timely therapy and
have more time to develop more severe clinical
conditions [24–26].
As for other risk factors of developing depression, stressful life events are often mentioned in
the literature. They include experiences of loss,
marital discord or family conflicts, changes in
family financial situation, interpersonal conflicts,
emotional disappointments or losses, chronic diseases, or death of a loved one, and, often
mentioned, experiencing abuse [27, 28]. There
remains a need to conduct more studies, to include all those factors and explain their possible
contribution to the high prevalence of depression
amongst the young population.
The data we gathered from mental health institutions indicate an increase in the number of
treated cases of both mood disorders and major
depression among children and adolescents. The
proportion of child and adolescent patients with
major depression increased from 1.9% of all underage mental health patients in 2005 to 4.1% in
2016. Similarly, the proportion of child and adolescent patients with mood disorders rose from 3.1%
of all underage mental patients in 2005 to 7.0% in
2016. This signifies the importance of intensifying
the existing prevention programs, including those
involving mental health screening among the general population of children and adolescents. Studies indicate that screening assessments among
school youths lead to moderate (statistically significant) reductions in depression symptoms, and
earlier intervention reduces the risk of depressive
disorders in the future. Such preventive programs
are especially effective in high-risk groups [29].
Mental health in Poland is deteriorating,
which is indicated by the increased number of
children treated for mental health problems. We
should consider better access to mental health
in Poland, which could occur in the period under

consideration, as well as the general increase in
social acceptance of psychiatric care. For these
reasons, the increase in the pace of mental
health problems in Polish children and adolescents is unclear.
Among all child and adolescent mental health
patients undergoing treatment, the proportion of
patients diagnosed with depression was higher in
mental hospitals than in day-care centres. However, both types of mental health facilities experienced an increase in the proportion of underage
patients with depression over the investigated 12year period. This was also true for general mood
disorders. Our study shows that, despite the availability of other diagnostic and treatment facilities
for mood disorders (including major depression),
most Polish children and adolescents seek help in
mental hospital wards. This finding raises the concern given in earlier quality-of-care reports, which
indicate a better quality of care in units that are
smaller and in which not all patients have severe
mental problems [30]. However, very few mental
health facilities in low- and middle-income countries, including Poland, offer services targeted at
children and adolescents, and the level of personnel training on child and adolescent mental health
issues is insufficient [31].
The results of our study are consistent with
global trends because both the prevalence and
the rates of treatment for major depression are
increasing worldwide [9, 32–34]. Moreover, there
is no doubt that, according to the EZOP research,
every fourth adult Pole has mental health problems [14, 17]. The use of specialty mental health
providers is increasing, which leads to an increase
in the use of prescribed medications and the rates
of inpatient treatment [32, 33, 35–37].
Our analysis suggests that, in terms of sex, female children and adolescents are at a higher risk
of developing depression, whereas, in terms of the
place of residence, urban residents are at higher
risk. Our results are consistent with those of other
prevalence studies [17, 34, 38, 39] because women have been generally reported to be more likely
than men to develop depression during their lifetime [40, 41].
Other findings also suggest that teenagers’ intention to seek help for mental disorders significantly depends on social factors as well as the individual’s sex (with girls being generally more likely
to seek help than boys). The factor that inhibits
help-seeking includes the gender norm regarding
problem solving, with boys being more reluctant to
seek help for depression than girls, and boys being expected to cope with problems on their own
[42]. Relevant literature suggests that the female
vulnerability to depression in the early years of life
may be rooted in an intricate combination of ge-

Arch Med Sci7

Mira Lisiecka-Biełanowicz, Daria Biechowska, Edyta Orłowska, Bartłomiej Molenda

netic traits, normal female hormonal maturational
processes, and gender socialisation [43].
The findings should be interpreted in the context of several limitations. Most notably, the study
was not based on self-reports by children and adolescents but on clinical assessments reported by
mental health institutions. Therefore, our survey
(because we register treatment in the psychiatric
care system) cannot be compared with traditional comorbidity surveys conducted in the general
population of children and adolescents, because
self-reports and parental reports are potentially
more sensitive to capturing the initial symptoms
of major depression [44, 45]. On the other hand,
self-reporting has its own limitations and is prone
to over interpretation. Therefore, a clinical assessment can be considered as this study’s advantage.
A second limitation is that our study addressed
the population of patients already diagnosed with
mood disorders and undergoing treatment. The
current organisational solutions (regarding accessibility and the number of staff in health care
facilities) within the Polish mental health care system better meet the needs of patients requiring
comprehensive mental health care [46]. Changes
in the way of thinking about mental health care
for children and adolescents in Poland can also be
seen to meet the objectives of the Polish National Mental Health Program, which stipulates the
provision of child and adolescent mental health
patients with any of the following: inpatient psychiatric care, outpatient mental health care, treatment at day wards, or care at home offered by
a community-based team of health care professionals (Figure 1).
In conclusion, over the analysed period of 12
years, the number of children and adolescent
patients undergoing anti-depression treatment
increased for any psychiatric condition in mental-health outpatient clinics. Major depression
was moderately prevalent among children and adolescents treated in all evaluated types of mental
health facilities, with its prevalence in this popu-

Hospital psychiatric
treatment

Treatment at day wards

Mental Health Center
Treatment at home by
community-based teams
of HCPs

Outpatient mental
healthcare

Figure 1. The model of mental health care currently
being implemented in accordance with the National Mental Health Program includes the Centre for
Mental Health, which incorporates hospital psychiatric treatment, outpatient mental health care,
treatment at day wards, and treatment by community-based teams of healthcare professionals
(HPCs) [46]
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lation ranging from 0.8% in 2005 to 4.3% in 2016.
The rates of young patients with mood disorders
increased from 3.1% in 2005 to 7.0% in 2016.
The increase in those treated for a mental disorder may be due to many reasons following the socio-economic changes which reshaped/redefined
work and lifestyle, occurring over the last three
decades in Poland. These kinds of changes could
also be influenced by better access to psychiatric health care (with better quality of care in units
that are smaller and in which not all patients have
severe mental problems). Better access to health
care could be improved by a socially higher – also
in case of mental problems in children and adolescence – awareness about mental health through
higher social acceptance of mental disorders. In
the present study basic risk factors for developing
major depression among young patients treated
for mental disorders were being female and living
in an urban area.
Our findings call for renewed efforts to expand
the mental-health service capacity, intensify preventive measures, and better meet the mental
health care needs of child and adolescent patients
under the age of 18 years (especially for girls).
The National Mental Health Program is shifting the model of psychiatric treatment in Poland
toward community-based care via Mental Health
Centres in order to better meet the mental health
care needs of children and adolescents, but we
should continue to think about an appropriate
model of community-based treatment teams
aimed at the specific needs of this age group (children and adolescents) in Poland.
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