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Prevalence and severity of depressive symptoms and 
their association with sociodemographic factors in the 
Lithuanian population without a previously diagnosed 

mental disorder

SUMMARY

Introduction and aim. Depression is one of the most common 
mental disorders worldwide and represents a significant public 
health concern. However, depressive symptoms may also occur in 
individuals who have not received a formal psychiatric diagnosis. 
The aim of this study was to assess the prevalence and severity of 
depressive symptoms and their association with sociodemographic 
factors in adults without a previously diagnosed mental disorder. 

Methods. A cross-sectional online survey was conducted, with a 
final analytical sample of 410 participants. Depressive symptoms 
were assessed using the Patient Health Questionnaire-9 (PHQ-9). 
Additionally, data were collected on sociodemographic characteristics 
(gender, age, education, marital status, place of residence, and parental 
status) and lifestyle factors (physical activity, perceived stress levels, 
smoking, alcohol consumption, and illicit drug use). Non-parametric 
statistical tests were used for data analysis.

Results. Clinically significant depressive symptoms (PHQ-9 ≥10) 
were identified in 22.4% of participants. Women reported significantly 
higher PHQ-9 scores than men. Higher depressive symptom severity 
was also observed among younger participants and individuals 
without children. Increased perceived stress and lower levels of 
physical activity were significantly associated with higher PHQ-9 
scores (p < 0.001).

Conclusions. A notable proportion of adults without a prior psychiatric 
diagnosis reported clinically significant depressive symptoms. This 
may indicate that depressive symptoms in the community can remain 
unrecognized, represent subclinical or transient emotional distress, 
or reflect psychological difficulties that individuals manage without 
seeking professional help.
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SANTRAUKA

Įvadas ir tikslas. Depresija yra vienas dažniausių psichikos sutrikimų 
pasaulyje ir svarbi visuomenės sveikatos problema. Tačiau depresijos 
simptomai gali pasireikšti ir asmenims, kuriems nėra diagnozuotas 
psichikos sutrikimas. Šio tyrimo tikslas – įvertinti depresijos simptomų 
paplitimą, išreikštumą bei jų sąsajas su sociodemografiniais rodikliais 
tarp suaugusiųjų, kuriems anksčiau nebuvo diagnozuotas psichikos 
sutrikimas.

Metodai. Buvo atlikta skerspjūvio (angl. cross-sectional) internetinė 
apklausa, kurios galutinę analizuojamą imtį sudarė 410 respondentų. 
Depresijos simptomai vertinti naudojant Paciento sveikatos 
klausimyną (PHQ-9). Papildomai rinkti duomenys apie respondentų 
sociodemografines charakteristikas (lytį, amžių, išsilavinimą, 
šeiminę padėtį, gyvenamąją vietą, vaikų turėjimą) bei gyvensenos 
veiksnius (fizinį aktyvumą, patiriamo streso lygį, rūkymą, alkoholio 
bei narkotinių medžiagų vartojimą). Duomenų analizei taikyti 
neparametriniai statistiniai testai.

Rezultatai. Kliniškai reikšmingi depresijos simptomai (PHQ-9 ≥ 10) 
buvo nustatyti 22,4 proc. dalyvių. Moterys pasižymėjo statistiškai 
reikšmingai aukštesniais PHQ-9 balais nei vyrai. Didesnis depresijos 
simptomų išreikštumas taip pat buvo stebimas tarp jaunesnio amžiaus 
respondentų ir asmenų, neturinčių vaikų. Didesnis patiriamo streso 
lygis ir mažesnis fizinis aktyvumas buvo statistiškai reikšmingai 
susiję su aukštesniais PHQ-9 balais (p < 0,001).

Išvados. Reikšminga dalis suaugusiųjų, kuriems anksčiau nebuvo 
diagnozuotas psichikos sutrikimas, nurodė patiriantys kliniškai 
reikšmingus depresijos simptomus. Tai gali rodyti, kad depresijos 
simptomai bendruomenėje gali likti neatpažinti, atspindėti subklinikinį 
ar laikiną emocinį distresą arba atspindėti psichologinius sunkumus, 
su kuriais asmenys susidoroja nesikreipdami profesionalios pagalbos.

Raktažodžiai: depresija; depresijos simptomai; PHQ-9; paplitimas; 
epidemiologija; demografiniai rodikliai
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        INTRODUCTION

Depression is one of the most common mental disorders 
worldwide and is associated with impaired functioning, 
reduced quality of life, increased healthcare use, and a higher 
risk of suicide [1–4]. In Lithuania, approximately one in eight 
individuals have been diagnosed with a mental or behavioral 
disorder, with prevalence increasing over the past decade [5]. 
However, many individuals experiencing depressive symptoms 
do not seek professional help and remain untreated [6,7].

Research suggests that depressive symptoms exist along 
a continuum within the general population and are not limited 
to clinically diagnosed disorders [8–10]. Many individuals 
experience clinically relevant depressive symptoms without 
meeting full diagnostic criteria for major depressive disorder 
or without seeking professional help. These subthreshold 
or undiagnosed depressive symptoms may nevertheless 
be associated with impaired functioning, reduced well-
being, and an increased risk of developing major depressive 
episodes in the future [10–12]. Therefore, assessing depressive 
symptom prevalence in the general population is essential for 
understanding the broader burden of mental health problems 
and identifying individuals who may benefit from early 
intervention.

The Patient Health Questionnaire-9 (PHQ-9) is a widely 
used screening instrument for depressive symptoms [13,14]. 
It is a brief self-report measure based on DSM criteria for 
major depressive disorder [14,15] and has demonstrated good 
reliability and validity across different populations [14,16,17]. 
Due to its brevity and strong psychometric properties, it is 
commonly used in epidemiological studies and population-
based surveys [14,16–18].

The PHQ-9 allows both the identification of probable 
depressive disorder and the assessment of symptom severity. A 
score of ≥10 is commonly used to indicate clinically significant 
depressive symptoms and has good sensitivity and specificity 
for detecting major depressive disorder [16,18]. This cutoff 
is widely used in clinical and epidemiological research 
[14,16,17].

Recent studies show that many individuals report moderate 
to severe depressive symptoms despite not having a formal 
diagnosis of depression [19–21]. This may be due to stigma, 
limited access to mental health services, lack of awareness, or 
attributing symptoms to situational stressors rather than mental 
illness [7,22].

Untreated depressive symptoms are associated with 
reduced productivity, interpersonal difficulties, poorer physical 
health, and an increased risk of more severe psychiatric 
disorders [5,23]. Therefore, population-based studies using 
validated screening instruments are important for identifying 
unmet mental health needs and informing public health 
strategies.

While many studies examine depression in clinical 
populations, fewer focus on individuals without a diagnosed 
mental disorder. Assessing depressive symptoms in this group 
may reveal a hidden burden of psychological distress not 
captured by clinical statistics [19–21].

Therefore, the aim of the present study was to assess 
the prevalence of depressive symptoms using the PHQ-

9 questionnaire in a sample of adults and to determine the 
proportion of individuals experiencing clinically significant 
depressive symptoms (PHQ-9 ≥10) despite not having a 
previously diagnosed mental disorder.

MATERIALS AND METHODS

Study Design and Participants
A cross-sectional survey was conducted using an 

anonymous online questionnaire between 15 December 2025 
and 22 February 2026. The questionnaire was administered 
using an online survey platform (Google Forms) and distributed 
through social media platforms, specifically Facebook and 
Instagram. The invitation to participate was shared in various 
public and private community groups to ensure a diverse range 
of respondents. The recruitment invitation explicitly stated 
that the study targeted individuals who had never consulted 
a psychiatrist or received a formal mental health diagnosis. 
To ensure data integrity and adherence to this criterion, 
a mandatory control question regarding prior psychiatric 
diagnoses was included in the questionnaire. Participation 
in the survey was voluntary, and adults over the age of 18 
were invited to take part in the study. Ethical approval for the 
study was obtained from the Lithuanian University of Health 
Sciences Bioethics Center (2025-BEC2-1312). 

A total of 438 adults completed the survey. Participants 
were asked whether they had ever received a diagnosis of a 
mental disorder from a healthcare professional. Individuals who 
reported such a diagnosis (n = 28) were excluded from further 
analyses in order to focus on depressive symptoms among 
individuals without a previously diagnosed mental disorder. 
The final analytical sample consisted of 410 participants.

MEASURES

Depressive symptoms
Depressive symptoms were assessed using the Patient 

Health Questionnaire-9 (PHQ-9) [13,24]. The Lithuanian 
version of the instrument has demonstrated good psychometric 
properties, including reliability and construct validity, in 
previous research conducted in a student population [25].  
The PHQ-9 consists of nine items corresponding to the 
diagnostic criteria for a major depressive episode according 
to the Diagnostic and Statistical Manual of Mental Disorders 
(DSM) [15]. Participants were asked to indicate how often 
they experienced each symptom during the past two weeks. 
Each item is rated on a four-point Likert scale ranging from 0 
(“not at all”) to 3 (“nearly every day”), resulting in a total score 
ranging from 0 to 27.

A cut-off score of ≥10 was used to indicate clinically 
relevant depressive symptoms, consistent with validation 
studies demonstrating optimal sensitivity and specificity for 
detecting probable major depressive disorder at this threshold 
[16,17].

Symptom severity categories were defined as follows: 
minimal (0–4), mild (5–9), moderate (10–14), moderately 
severe (15–19), and severe depression (20–27) [13].

Sociodemographic and lifestyle variables
The questionnaire included several sections designed to 

collect data on sociodemographic characteristics and lifestyle 
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factors. Sociodemographic variables: Participants provided 
information on gender, age, education level, place of residence, 
marital status, parental status, employment, and work capacity.

Age was assessed as a categorical variable using predefined 
age groups (e.g., 18–25, 26–35 years) as specified in the 
questionnaire design. Due to the small number of respondents 
in the oldest age categories, these groups were not included in 
comparative statistical analyses in order to ensure the validity 
and interpretability of the results.

Lifestyle and health-related factors: Stress was assessed 
with a single binary question (“Do you often experience 
stress?”, Yes/No). The term “often” was not further defined 
and reflects the participant’s subjective perception of stress 
frequency. Physical activity was measured by weekly duration 
(“None”, “3 hours/week”, “6 hours/week”, or “10 hours or 
more/week”). Health-related behaviors, including smoking, 
alcohol consumption, and drug use, were assessed using binary 
(Yes/No) questions. Illicit drug use was not further specified 
and reflects participants’ self-reported use of substances 
considered illegal.

Exclusion criterion: A specific question regarding prior 
mental disorder diagnoses based on ICD-10 AM classification 
was used to ensure participants met the inclusion criteria.

Statistical Analysis
Data were initially organized and processed using 

Microsoft Excel [26] and subsequently analyzed using IBM 
SPSS Statistics version 21.0 (IBM Corp., Armonk, NY, USA) 
[27]. Results were considered statistically significant when p 
< 0.05.

Descriptive statistics were used to summarize the 
characteristics of the study sample. Continuous variables were 
presented as means and standard deviations, while categorical 
variables were reported as frequencies (n) and percentages.

The distribution of PHQ-9 scores was assessed for 
normality. As the distribution deviated from normality, non-
parametric statistical tests were applied. The Mann-Whitney 
U test was used for comparisons between two independent 
groups, while the Kruskal-Wallis test was used for comparisons 
across more than two groups. 

In addition, the proportion of participants with clinically 
significant depressive symptoms (PHQ-9 ≥10) was calculated 
for descriptive purposes only, and no inferential statistical tests 
were applied to these comparisons.

RESULTS

The final analytical sample consisted of 410 participants. 
The sociodemographic characteristics of the study sample are 
presented in Table 1. The majority of participants were female 
(73.2%) and most respondents were between 26 and 35 years 
of age (42.4%). Over half of the participants were married 
(54.6%), and 59.3% reported having children. The majority 
of participants reported experiencing frequent stress (67.8%), 
22.0% reported no regular physical activity. Most respondents 
did not report illicit drug use (96.6%).

The mean PHQ-9 score in the total sample was 6.16 (SD = 
5.30), with a median score of 4 (IQR 2–9). According to PHQ-
9 severity categories, 206 participants (50.2%) had minimal 
depressive symptoms, 112 (27.3%) had mild symptoms, 50 

Table 1. Sociodemographic characteristics of the study sample  
(N = 410)
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Variable Category n %
Gender Female 300 73.2

Male 108 26.3
Other 2 0.5

Age group 18–25 years 30 7.3
26–35 years 174 42.4
36–45 years 66 16.1
46–55 years 72 17.6
56–65 years 55 13.4
66–75 years 9 2.2
76–85 years 2 0.5
≥86 years 2 0.5

Education University 254 62.0
College / non-

university
75 18.3

Vocational 44 10.7
Secondary 25 6.1
Primary 10 2.4

Elementary 2 0.5
Place of 

residence
City 209 51.0

Large city 131 32.0
Rural area 37 9.0
Small town 33 8.0

Marital status Married 224 54.6
In a 

relationship
92 22.4

Single 68 16.6
Divorced 26 6.3

Children None 167 40.7
Has children 243 59.3

Frequent 
stress

Yes 278 67.8

No 132 32.2
Physical 
activity

None 90 22.0
3 hours/week 183 44.6
6 hours/week 78 19.0

10+ hours/
week

59 14.4

Smoking Yes 106 25.9
No 304 74.1

Alcohol 
consumption

Yes 219 53.4
No 191 46.6

Drug use Yes 14 3.4
No 396 96.6

(12.2%) had moderate symptoms, 34 (8.3%) had moderately 
severe symptoms, and 8 (2.0%) had severe depressive 
symptoms. Overall, clinically significant depressive symptoms 
(PHQ-9 ≥10) were identified in 92 participants (22.4%). The 
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Table 2. Distribution of depressive symptom severity according to 
PHQ-9

Table 3. Comparison of PHQ-9 scores between participant groupsdistribution of depressive symptom severity is presented in 
Table 2.

Comparisons of PHQ-9 scores across sociodemographic 
variables revealed several statistically significant differences 
(Table 3). Women reported significantly higher PHQ-9 scores 
than men (p = 0.004). In addition, the proportion of participants 
with clinically significant depressive symptoms (PHQ-9 ≥10) 
was higher among women (24.3%) compared with men 
(18.3%).

Statistically significant differences were also observed 
across age groups (p < 0.001). The highest PHQ-9 scores were 
observed among participants aged 18–25 years, whereas lower 
scores were generally observed in older age groups. Due to the 
very small number of participants in older age categories, these 
groups were not included in comparative statistical analyses. 

Marital status was also significantly associated with 
depressive symptom severity (p = 0.015). The highest 
prevalence of PHQ-9 ≥10 was observed among single 
participants, while the lowest prevalence was found among 
married participants.

Participants without children reported significantly higher 
PHQ-9 scores compared with those who had children (p < 
0.001).

Among lifestyle variables, depressive symptom severity 
was strongly associated with frequent stress (p < 0.001). 
Participants who reported frequently experiencing stress had 
substantially higher PHQ-9 scores compared with those who 
did not.

Significant differences in PHQ-9 scores were also observed 
according to physical activity levels (p < 0.001). Participants 
who reported no regular physical activity had the highest PHQ-
9 scores.

Finally, a statistically significant association was found 
between depressive symptoms and illicit drug use (p = 0.003), 
with higher PHQ-9 scores observed among respondents who 
reported drug use. The relatively small number of participants 
reporting illicit drug use should be considered when interpreting 
these findings.

No statistically significant differences in PHQ-9 scores 
were observed according to education level, place of residence, 
source of income, work capacity, smoking status, or alcohol 
consumption (p > 0.05). 

Detailed statistical calculations are presented in Table 3.

DISCUSSION 

This study found that 22.4% of participants had clinically 
significant depressive symptoms (PHQ-9 ≥10) despite not 
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PHQ-9 category Score range n %
Minimal 0–4 206 50.2

Mild 5–9 112 27.3
Moderate 10–14 50 12.2

Moderately severe 15–19 34 8.3
Severe 20–27 8 2.0

Clinically significant 
depressive symptoms

PHQ-9 ≥10 92 22.4

Variable Category Mean SD p
Gender Female 6.63 5.33 0.004

Male 4.77 4.90
Age group 18–25 9.90 6.04 <0.001

26–35 6.94 5.39
36–45 5.12 5.08
46–55 5.11 4.70
56–65 4.58 4.44

Marital 
status

Single 6.95 5.40 0.015
In a 

relationship
5.82 4.95

Married 5.21 4.72
Divorced 6.54 5.15

Children None 7.53 5.85 <0.001
Has children 5.21 4.68

Frequent 
stress

Yes 7.63 5.42 <0.001
No 3.06 3.38

Physical 
activity

None 8.29 6.12 <0.001
3 h/week 5.44 4.78
6 h/week 5.51 4.84

≥10 h/week 5.85 5.12
Drug use No 6.01 5.19 0.003

Yes 10.29 6.94
Education University 6.08 4.90 0.139

Other* 6.25 5.62
Place of 

residence
Large city 6.89 5.17 0.139
Other** 5.79 5.23

Smoking Yes 7.33 6.42 0.108
No 5.75 4.80

Alcohol 
use

Yes 6.65 5.62 0.094
No 5.59 4.86

TM – mean; SD – standard deviation; *Other education includes: 
college, vocational, secondary, primary, and elementary education.; 
**Other place of residence includes: city, small town, and rural areas.

having a prior psychiatric diagnosis. This supports previous 
research indicating that depressive symptoms are widely 
distributed in the general population and often remain 
undetected [6,19,28].

The prevalence observed in this study (22.4%) is higher 
than estimates reported in large-scale epidemiological 
studies (10–11%) [19,20]. This difference may be explained 
by characteristics of the study sample, including potential 
selection bias due to voluntary participation and recruitment 
via social media, which may have led to self-selection bias, as 
individuals experiencing psychological distress may be more 
likely to engage in mental health-related surveys [7,22]. In 
addition, the higher proportion of younger participants may 
have contributed to these findings, as younger individuals 
may be particularly vulnerable to depressive symptoms due 
to increased exposure to academic, occupational, and social 
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pressures, as well as uncertainty regarding future prospects. 
A high prevalence of reported stress (67.8%), which was 
associated with higher PHQ-9 scores, may have further 
influenced the results. Furthermore, the PHQ-9 assesses 
symptoms over the past two weeks and may capture transient 
distress rather than clinically diagnosed depression [13,16,19–
21].

Only 6.4% of respondents (n = 28) were excluded due 
to a prior mental disorder diagnosis, which is lower than the 
prevalence in the Lithuanian population (approximately one in 
eight) [5]. This discrepancy is likely related to the recruitment 
strategy, as the study targeted individuals without prior 
psychiatric diagnoses, making such individuals less likely to 
participate. Those with a diagnosis who did participate may 
have overlooked this criterion but were identified through a 
control question.

Previous studies show that many adults report depressive 
symptoms without meeting diagnostic criteria or receiving a 
formal diagnosis [10–12]. These findings support the concept 
that depressive symptoms exist along a continuum [10,29].

The present study also identified gender differences 
in depressive symptom severity, with women reporting 
significantly higher PHQ-9 scores than men. This finding 
is consistent with epidemiological research showing that 
depressive disorders occur approximately twice as frequently 
among women as among men [4,21]. Age-related differences 
were also observed, with younger participants reporting higher 
depressive symptom scores, consistent with previous findings 
[20,21,30].

Lifestyle factors were associated with depressive 
symptoms, with higher perceived stress linked to higher PHQ-
9 scores. Chronic stress is a well-established factor associated 
with depressive symptoms [4,23]. Lower physical activity was 
also associated with higher symptom scores, consistent with 
evidence that regular activity may have protective effects [31].

Illicit drug use was associated with higher depressive 
symptom scores, whereas no significant associations were 
observed for alcohol consumption or smoking. This may 
reflect differences in substance use patterns, as well as 
methodological factors, since all variables were assessed 
using binary (yes/no) measures that do not capture frequency 
or intensity of use. Previous research suggests that stronger 
associations are more likely to be observed in cases of heavier 
or problematic use, while illicit drug use may be more closely 
linked to psychological distress [21].

This study has several limitations. The cross-sectional 
design does not allow causal inferences. Data were based on 
self-report and may be subject to reporting bias. Additionally, 
the use of an online survey may have introduced selection bias.

Age was measured using predefined categories rather 
than as a continuous variable, limiting the assessment of 
linear relationships and the inclusion of older age groups in 
comparative analyses. Stress and illicit drug use were assessed 
using single self-report items (yes/no), which may have 
limited measurement precision and introduced variability 
in interpretation. The study sample was not representative 
of the Lithuanian population due to the use of convenience 
sampling and recruitment via social media, resulting in 
an overrepresentation of women and younger individuals; 
therefore, the findings should be interpreted with caution.

Despite these limitations, the study has several strengths. 
The use of a validated screening instrument (PHQ-9) allowed 
standardized assessment of depressive symptoms [13,16,32]. 
Furthermore, the study specifically focused on individuals 
without a previously diagnosed mental disorder, thereby 
providing insight into the potential burden of undetected 
depressive symptoms within the general population.

Overall, the results suggest that depressive symptoms 
may remain unrecognized in a considerable proportion of 
individuals without a formal psychiatric diagnosis, highlighting 
the importance of early identification and targeted prevention 
strategies.

CONCLUSION

A notable proportion of adults without a previously 
diagnosed mental disorder reported clinically significant 
depressive symptoms. These findings suggest that depressive 
symptoms may be relatively common in the general population 
even in the absence of a formal psychiatric diagnosis. These 
findings highlight the potential importance of early identification 
of depressive symptoms in the general population and the need 
for increased awareness and accessible screening strategies. 
Further research is needed to better understand whether such 
symptoms represent unrecognized depression, subthreshold 
depressive conditions, or temporary psychological distress 
related to everyday life stressors. 
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