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Abstract
Background
Data from the World Mental Health (WMH) surveys on the coverage cascade has underscored the importance of perceived need for seeking treatment of mental disorders. However, little research has focused on treatment contact after adjusting for perceived need. We do so here in analysis of WMH data.

Methods
The WMH data considered here come from 25 community surveys implemented between 2001 and 2019 across 21 countries. n = 12,508 of the n = 117,739 respondents in these surveys aged 18 and older met criteria for one or more 12-month DSM-IV anxiety, mood, or substance use disorders assessed across all these surveys. Information was obtained about 12-month treatment of each disorder. The predictors considered were disorder type, socio-demographics, and history of prior treatment.

Results
Twelve-month treatment was obtained for 17.7% of the n = 18,702 12-month person-disorders in the sample, including 34.1% for the 46.5% with perceived need and 3.5% for the 54.5% without perceived need. After adjusting for perceived need, receiving treatment was most strongly associated with disorder characteristics (severity, and highest for major depressive, panic/agoraphobia, and generalized anxiety disorders; lowest for substance use disorders), health insurance, employment status (highest for students, the retired, and the unemployed/disabled), and several aspects of prior treatment. These associations were generally similar in cases with and without perceived need for treatment. 12-month treatment among cases who without perceived need and without history of prior treatment was rare (1.1%).

Conclusions
Findings highlight the critical importance of perceived need for obtaining 12-month treatment in the context of other significant predictors involving complexity and severity of disorders and socio-demographic factors. The importance of prior treatment history was quite striking, as was the finding that absence of both perceived need and prior treatment history were associated with a nearly complete absence of treatment. Policy recommendations emerging from these results include the need to increase health literacy, reduce the stigmatization of mental disorder, enhance access through health insurance, and improve the quality of care given the clear evidence that prior experiences with treatment play an important role in determining the likelihood of again seeking treatment for current problems.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s13033-025-00661-1.
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Introduction
Growing recognition of the burden of mental disorders [1] highlights the importance of increased treatment. This is especially important given significant advances in treatments and clear evidence that mental disorders can be treated effectively [2, 3]. Yet the World Mental Health Surveys show that only a small minority of people with mental disorders around the world receive treatment that conforms with established treatment guidelines [4]. Investigation of the pathways to care shows that this low rate of effective treatment coverage is due to several key bottlenecks in the coverage cascade, most strikingly that only a minority of people with mental disorders recognize that they have a problem that needs treatment, but also to several other bottlenecks involving initial treatment contact and quality. It is important to trace out the patterns and predictors of these bottlenecks given that remarkably little research has rigorously investigated patterns and predictors of obtaining treatment in the presence versus absence of perceived need [5, 6]. How best to differentially target individuals with and without perceived need to address bottlenecks in the coverage cascade consequently remains unclear. Here we build on previous work in the World Mental Health Surveys on the coverage cascade and predictors of the bottlenecks found in this cascade [4], aiming to assess patterns and predictors of 12-month treatment of mental disorders among individuals with and without perceived need for treatment. Given the previous conceptual and empirical literature on determinants of bottlenecks in the coverage cascade for medical and mental disorders, we focus on initial treatment contact [6–8] investigating individual-level predictors including disorder characteristics, socio-demographics (including information on health insurance), and history of prior treatment along with country-level predictors (indicators of human development, healthcare spending, availability of health care resources, and stigmatization of care).

Methods
Sample
Data comes from 25 WMH surveys administered between 2001 and 2019 in 21 countries (see Supplementary Table 1). The combined sample size across surveys was n = 117,739 respondents ages 18 and older. Ten of the 25 surveys were administered in countries classified by the World Bank as low- or middle-income (LMIC; a regional survey in São Paulo Brazil, two national surveys in Bulgaria, two in Colombia including one national survey and a regional survey in Medellin, Lebanon, Mexico, Nigeria, Peru, and Romania) and the others in countries classified as high-income (HIC; Argentina, Belgium, France, Germany, Israel, Italy, Japan, Netherlands, Northern Ireland, two national surveys in Poland, Portugal, two in Spain including one national survey and another in Murcia, and the United States). All surveys used multistage clustered area probability household sample designs. Japan is the only survey that was totally unclustered, as a random sample of individuals was selected from a household population registry in each of 11 metropolitan areas. Sixteen surveys were nationally representative (Belgium, two in Bulgaria, France, Germany, Israel, Italy, Lebanon, the Netherlands, Northern Ireland, two in Poland, Portugal, Romania, Spain, United States) and the others were representative of selected regions, metropolitan areas, or urbanized areas. Field dates ranged between 2001 and 2019. Response rates ranged between 45.9% and 97.2%, with a weighted (by sample size) average response rate across surveys of 69.3% using the American Association for Public Opinion Research RR1w definition [9].
The interview was divided into two parts, with Part I administered to all respondents and Part II to a probability subsample of Part I respondents. This two-part scheme was implemented to reduce burden for the many respondents who did not meet criteria for any of the disorders assessed in the surveys. Part I assessed core mental disorders. Part II was administered to 100% of the Part I respondents who met lifetime criteria for any of these disorders plus a probability subsample of the remaining Part I respondents, with a total Part II sample size of n = 56,927 respondents. Part II assessed disorders of secondary interest as well as a wide range of correlates. Part II data were weighted to adjust for the under-sampling of Part I non-cases, thereby making the prevalence estimates of Part I disorders in the weighted Part II sample equivalent to the prevalence estimates in the Part I sample. A within-household probability of selection weight was also applied to adjust for the fact that respondents were randomly selected within households and the number of eligible potential respondents varied across households. Finally, a calibration weight was applied to the data within each survey to adjust for discrepancies between the joint sample and population distributions on a range of socio-demographic and geographic variables.

Measures
The interview: Trained lay interviewers administered a fully structured diagnostic interview, the Composite International Diagnostic Interview Version 3.0 (CIDI 3.0) [10], in all surveys face-to-face to respondents in their homes. The interview and training materials were developed in English and then translated into other languages following a standard translation protocol [11]. Interviewers were required to complete a standardized training course successfully before they could undertake fieldwork and collect data for the study. Consistent procedures were then used across surveys to check interviewer accuracy and ensure the use of consistent data cleaning and coding procedures [12]. Informed consent was obtained before starting the interview. Local institutional review committees approved and monitored the surveys to ensure protection of human subjects as per appropriate international and local guidelines. The authors assert that all procedures contributing to this work comply with the ethical standards of the relevant national and institutional committees on human experimentation.
Disorders: The CIDI assesses lifetime and 12-month disorders using the definitions and criteria of the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV). Blinded clinical reappraisal studies carried out in Asia [13, 14], Europe [15, 16], Latin America [17], the Middle East [18], and the US [19] found consistently good concordance between diagnoses based on the CIDI and diagnoses based on blinded clinical gold standard diagnostic interviews with the Structured Clinical Interview for DSM-IV [20]. As noted above in the subsection on samples, we consider here 12-month cases of the 11 DSM-IV disorders that were assessed in common across the WMH surveys. These disorders were collapsed into nine summary categories for analysis, including five anxiety disorders (generalized anxiety disorder [GAD], panic disorder and/or agoraphobia [Panic/AGO], specific phobia [SP], social phobia [SoP], post-traumatic stress disorder [PTSD]), two mood disorders (major depressive disorder [MDD], bipolar spectrum disorder [BD], where the latter includes either bipolar I disorder, bipolar II disorder, or subthreshold bipolar disorder; see ref. [21] for details), and two substance use disorders (alcohol use disorder [AUD] and drug use disorder [DUD], where each combines respondents who met criteria for either abuse or dependence). DSM-IV organic exclusion rules were applied but diagnostic hierarchy rules were not applied other than between major depressive disorder and bipolar spectrum disorder.
Twelve-month disorder severity at the person level was defined as either severe, moderate, or mild. Respondents were defined as having severe disorder either if they (i) met criteria for Bipolar-I disorder and/or substance use disorder with a physiological dependence syndrome; or (ii) if they made a suicide attempt in the 12 months before the interview; or (iii) if they reported having severe role impairment due to their mental or substance use disorders for at least one month in the past 12 months. If not severe, respondents were defined as moderate if they had 12-month substance dependence without a physiological dependence syndrome or reported having moderate role impairment for at least one month. All other respondents with 12-month disorders were defined as mild. Role impairment was assessed by asking about the extent to which disorders interfered with the respondent’s ability to carry out daily activities in both productive roles (i.e., job, school, housework) and social roles (i.e., social and personal life).
Perceived need for treatment: We assessed perceived need differently for WMH respondents who did versus did not receive 12-month treatment. Respondents who received treatment were asked: When you went to see a professional about your emotions or substance use in the past year, was this something you wanted to do, or did you go only because someone else was putting pressure on you? Those who said they themselves wanted to obtain professional help were coded as having perceived need. In addition, those who replied that it was others that pressured them were asked the follow-up question: Which of these statements best describes why you didn’t want to see a professional: You didn’t think you had a problem, you thought you had a problem but could handle it on your own or you thought you needed help but didn’t believe professional treatment would be helpful? Respondents who said they recognized they needed help but did not want to see a professional because they didn’t think it would be useful were coded as having perceived need. Respondents who did not receive 12-month treatment were asked: Was there ever a time during the past 12 months when you felt that you might need to see a professional because of problems with your emotions or nerves or your use of alcohol or drugs? Those who responded yes were coded as having perceived need, as were respondents who responded no but reported in response to the same probe as above for reasons reported that they recognized they had a problem but did not think professional treatment would help. All other respondents were coded no on perceived need. It is important to recognize, based on this description, that our measure of perceived need assesses problem recognition regardless of respondent beliefs about the effectiveness of available treatments.
Twelve-month treatment: Twelve-month treatment, the focus of the current report, was defined as any contact in the past 12 months for each of the focal disorders with any of the treatment providers assessed. It is noteworthy that both lifetime and 12-month treatment were assessed separately by disorder, allowing us to detect cases where respondents received treatment for one disorder but not another. However, we classified a respondent who reported 12-month treatment for any disorder in each of three highly correlated disorder sets (MDD with any anxiety disorder; MDE with mania or hypomania among respondents with BD; any substance use disorder) as having received treatment for all disorders in the set. A list of providers was presented in a respondent booklet to assist with recall; examples of some types of providers were modified to fit the local context, but the broad provider types across surveys always consisted of general medical (including a general practitioner/primary care doctor, any other medical doctor other than a psychiatrist, and any other health care provider, such as a nurse or physician’s assistant other than a mental health provider); psychiatrist; other mental health professionals (psychologist; counselor in a mental health specialized setting; social worker in a mental health specialized setting; any other mental health professional, such as a psychotherapist or mental health nurse); human services professionals (social worker in a human services setting, counselor in a human services setting, spiritual advisor); and complementary/alternative medicine providers (CAM; internet help or self-help groups; any other type of healer). Information was also obtained about the number of 12-month visits with each type of treatment provider and 12-month psychopharmacology. A medication list was presented to respondents as a visual aid in reporting medication use. The list included antidepressants, anxiolytics, hypnotics, antipsychotics, mood stabilizers, and other psychotropic agents that were modified to the local circumstances of each country and included both generic and brand names. Respondents were instructed to report “medications even if you took them only once.”
History of prior treatment: All Part II respondents were asked if they had ever in their life seen the list of 11 different types of treatment providers described above for problems with emotions, nerves, mental health, or use of alcohol or drugs and, if so, age at first receiving treatment of each type. Separate questions were also asked about ever obtaining and, if so, age at first obtaining pharmacotherapy and psychotherapy. Finally, respondents with treatment histories were asked whether they ever received treatment for each of the focal disorders that they considered helpful or effective and, if so, their age at first receiving this type of helpful treatment. All these reports of past treatment were used as predictors of having a perception of needing treatment in the past 12 months. We required that treatment was first received at least two years before the age at interview to be considered “prior” treatment.
Individual-level predictors: The individual-level predictors considered here other than information about 12-month disorders and perceived need included measures of socio-demographics and health insurance and information about treatment history. The socio-demographics included self-reported sex, age (18–29, 30–44, 45–59, 60 +), education (a four-category variable coded low, low-average, high-average, and high specific to the educational system of the country; see ref. [22]). Insurance was coded as two dichotomous dummy-coded variables for having private insurance (including both occupational insurance/social security insurance) and public insurance (universal health care), where it was possible for individual respondents to have either, both, or neither type of insurance. Respondents in countries with universal insurance were all coded as having public insurance. Predictors involving treatment history included information about the types of treatment providers ever seen prior to the last 12 months, types of treatment received (medication, psychotherapy, or both), and if past treatment of the disorders considered here was ever helpful.
Country-level predictors: We also considered associations involving four sets of widely-studied country-level predictors: (i) nine human development indicators: the World Bank designations of each country as a HIC or LMIC; per capita GDP defined in terms of purchase power parity with the US; percent of the population living in urban areas; mean years of education of adults in the population; child mortality rate; births per woman; life expectancy at birth; gender inequality index; and a composite score created by averaging across items; (ii) four healthcare spending indicators: total spending as a fraction of GDP; government spending as a fraction of total spending; out of pocket spending as a fraction of total spending; and mental healthcare spending as a fraction of total spending; (iii) four indicators of direct availability of resources per 100,000 in the survey year: non-psychiatrist MDs; psychiatrists; psychologists; and hospital beds; and (iv) two indicators of stigmatization of care: mean country-level response to a WMH question asked of all respondents about how embarrassed they would be if someone knew they were seeing a professional for emotional problems; and the mean country-level response to a WMH question asked of respondents with a 12-month mental disorder about how much they experienced discrimination or unfair treatment because of these problems in the past 30 days. As detailed elsewhere [4], country-level variables were obtained from the United Nations, World Bank, World Health Organization, government agencies in the participating countries, and aggregation of individual-level reports in the WMH surveys. We standardized all these country-level variables at the level of the person-disorder, which, as described below, is the unit of analysis considered here, to have a mean of 0 and variance of 1 to facilitate comparison (See Supplementary Table 2).

Analysis methods
As noted above in the description of the sample, weights were applied to the data to adjust for differences in within-household probabilities of selection and to calibrate the samples to match Census population distributions on socio-demographic and geographic variables. Part II data were also weighted to adjust for differential probabilities of selection into Part II. The Taylor series linearization method implemented in SAS 9.4 [23], was used to adjust standard errors for the effects of these weights as well as for the effects of geographic clustering of the WMH data.
Analysis began by coding the small number of missing values (fewer than 1% for most variables) conservatively when they involved symptoms (i.e., coding missing symptom scores as absent) and to either medians (in the case of ordered variables) or modes (in the case of categorical variables) in other cases. We then used cross-tabulations to estimate 12-month prevalence of each disorder along with disorder-specific probabilities of 12-month perceived need for treatment and treatment as a function of disorder and perceived need. Regression analyses were then carried out at the level of the person-disorder to examine the associations of 12-month disorder types, number, severity, and perceived need with receiving 12-month treatment. Given the central importance of perceived need, we also determined whether the associations of the other disorder-related predictors with 12-month treatment differed depending on presence versus absence of perceived need. Parallel models were then estimated for the predictive associations of socio-demographics (including information on health insurance) and treatment history with receiving 12-month treatment. Finally, a series of models was estimated looking at the joint associations of all three sets of predictors with 12-month treatment.
All regression models were estimated using a Poisson link function with robust standard errors [24]. The regression coefficients from these models were exponentiated to create risk ratios (RRs), while the coefficients ± 2 design-based standard errors were used to create design-based 95% confidence intervals (CIs) of the RRs. Significance of RR sets defining a single categorical variable (e.g., the two dummy variables distinguishing married, never married, and previously married respondents to define marital status) was evaluated with Wald χ2 tests based on design-corrected coefficient variance − covariance matrices. Statistical significance was evaluated consistently using two-sided design-based 0.05-level tests. We addressed the problem of false positives among the many tests carried out here by consistently focusing on multivariable significance tests for sets of related predictors and only interpreting individually significant coefficients if the set in which these coefficients were embedded was significant. We chose this approach over multiple comparison correction methods for individual coefficients, like the Bonferroni test, because the latter is overly conservative. Models that focused only on individual-level predictors were estimated as pooled within-country models including dummy variables for country. Country-level and multi-level models were estimated using SAS 9.4 proc glimmix [25]. As detailed in an earlier report [4], a composite variable constructed using a random forest machine learning algorithm to summarize the associations of multivariable disorder profiles with effective treatment was also used as a control in evaluating associations of other individual-level predictors with the outcomes. Details are provided in the eMethods section of our earlier report [4].


Results
The socio-demographic distribution of the sample
The total unweighted Part II WMH sample (n = 56,927) included 57.7% who were women. Median age was 43 years (inter-quartile range 31–57). However, the weighted distributions differed somewhat from these observed distributions due to sex and age differences in survey response rates, as well as differences in probabilities of selection into the Part II sample. As shown in a supplementary table, differences of a comparable sort between weighted and unweighted distributions were found for other socio-demographic characteristics of the sample (Supplementary Table 3). Shown in that table are also somewhat different distributions for the subsample of respondents with one or more 12-month disorders (n = 12,508) and the person-disorders among these individuals (n = 18,702) given the existence of significant associations between socio-demographic variables and these disorders.

Associations of 12-month disorders with perceived need and 12-month treatment
The pooled weighted 12-month prevalence of any of the disorders considered here was 13.8% across all WMH surveys (Table 1). Anxiety disorders were the most common class of disorders (9.3%) followed by mood (5.4%) and substance use (2.3%) disorders. The single most common disorders were specific phobia (5.9%) and major depressive disorder (4.3%). Among the n = 12,508 respondents with any of these 12-month disorders, 70.7% had exactly one, 19.4% exactly two, and 9.9% 3 + disorders, for a total of n = 18,702 person-disorders. As noted above, these person-disorders are the unit of analysis considered in the current report.Table 1Twelve-month treatment contact by disorder and perceived need for treatmenta


	 	 	 	Treatment contact

	 	Prevalenceb
	Perceived need (PN)/dxc
	PN = Yesc
	PN = Noc
	Totalc

	 	%
	(SE)
	%
	(SE)
	%
	(SE)
	%
	(SE)
	%
	(SE)

	I. Anxiety disorders

	 GAD
	1.8
	(0.1)
	58.7
	(1.5)
	44.4
	(1.9)
	6.3
	(1.0)
	28.7
	(1.3)

	 Panic/Ago
	1.5
	(0.1)
	60.5
	(1.5)
	45.4
	(1.9)
	8.1
	(1.3)
	30.7
	(1.4)

	 PTSD
	1.3
	(0.1)
	55.7
	(2.0)
	42.6
	(2.6)
	5
	(0.9)
	26
	(1.7)

	 SP
	5.9
	(0.1)
	31.6
	(0.8)
	25.6
	(1.1)
	1.5
	(0.3)
	9.1
	(0.4)

	 SoP
	2.3
	(0.1)
	49.8
	(1.4)
	35.5
	(1.8)
	3.7
	(0.7)
	19.6
	(1.0)

	 Any
	9.3
	(0.2)
	45
	(0.7)
	36.7
	(1.2)
	3.3
	(0.4)
	18.3
	(0.6)

	II. Mood disorders

	 MDD
	4.3
	(0.1)
	54.8
	(1.0)
	38.3
	(1.3)
	5.2
	(0.6)
	23.4
	(0.8)

	 BD
	1.1
	(0.0)
	55.4
	(1.9)
	23.3
	(2.0)
	4
	(1.1)
	14.7
	(1.2)

	 Any
	5.4
	(0.1)
	55
	(0.9)
	35.2
	(1.1)
	5
	(0.5)
	21.6
	(0.7)

	III. Substance use disorder

	 AUD
	1.9
	(0.1)
	32.7
	(1.5)
	13.5
	(1.8)
	1.9
	(0.5)
	5.7
	(0.7)

	 DUD
	0.6
	(0.0)
	45.5
	(3.4)
	16.2
	(3.3)
	2.7
	(1.1)
	8.8
	(1.7)

	 Any
	2.3
	(0.1)
	35.6
	(1.5)
	14.3
	(1.8)
	2
	(0.5)
	6.4
	(0.8)

	IV. Number of disorders

	 1
	9.7
	(0.1)
	32.2
	(0.6)
	22.3
	(0.9)
	1.2
	(0.2)
	8
	(0.4)

	 2
	2.7
	(0.1)
	51
	(1.2)
	33.7
	(1.6)
	4.8
	(0.6)
	19.5
	(0.9)

	 3 + 
	1.4
	(0.0)
	70.5
	(1.5)
	45.3
	(1.9)
	11.8
	(1.9)
	35.4
	(1.5)

	V. Disorder severity

	 Severe
	3.7
	(0.1)
	64.3
	(1.1)
	41.4
	(1.5)
	9.9
	(1.1)
	30.1
	(1.1)

	 Moderate
	5.2
	(0.1)
	44.9
	(1.1)
	30.1
	(1.4)
	2.4
	(0.4)
	14.8
	(0.7)

	 Mild
	4.8
	(0.1)
	25.4
	(0.9)
	19.5
	(1.8)
	0.6
	(0.2)
	5.4
	(0.5)

	VI. 12 M Disorder

	 Any Disorder
	13.8
	(0.2)
	46.5
	(0.6)
	34.1
	(1.0)
	3.5
	(0.3)
	17.7
	(0.5)

	 No Disorderd
	86.2
	(0.2)
	8.1
	(0.2)
	48.5
	(1.0)
	1.2
	(0.1)
	5.0
	(0.1)

	 (n)
	(56,927)
	(18,702)
	(9,309)
	(9,393)
	(18,702)


PN: Perceived Need for treatment; %: proportion of observation in column total with outcome indicated in column heading; SE: design-based standard error of % adjusting for weighting and geographic clustering of observations; GAD: generalized anxiety disorder; Panic/Ago: Panic disorder or agoraphobia; PTSD: post-traumatic stress disorder; SP: specific phobia; SoP: social phobia; MDD: major depressive disorder; BD: bipolar spectrum disorder; AUD: alcohol use disorder (either abuse or dependence); DUD: drug use disorder (either abuse or dependence); Severe: respondents with either 12-month BD: AUD with a physiological dependence syndrome: DUD with a physiological dependence syndrome: suicide attempt: of self-reported severe role impairment due to 12-month mental and/or substance disorders; Moderate: respondents without severe disorder who reported moderate role impairment due to 12-month mental and/or substance use disorders; Mild: respondents who do not qualify for either severe or moderate disorder; Any: the weighted averages of entries in above rows within the same subset; (n): unweighted number of survey observations in the denominator
aPooled across all WMH surveys, with surveys weighted by sample size rather than by country population size
bPrevalence estimates based on unweighted numbers of survey respondents
cPrevalence estimates are based on unweighted numbers of survey respondents with the row disorders. For the “Any” categories, estimates are based on the number of survey respondents with one or more of the disorders in the category
dPrevalence estimates in this row are based on unweighted numbers of survey respondents with none of the disorders considered here



Prevalence of perceived need for 12-month treatment was 46.5% at the person-disorder level, varying from a high of 60.5% for panic/agoraphobia to a low of 31.6% for specific phobia. Of the 5,362 respondents defined as having perceived need, 433 (8.4%) said they thought they needed help but didn’t believe treatment would work. Perceived need was positively related to both number and severity of disorders. Prevalence of receiving treatment at the person-disorder level was 17.7%, from a high of 30.7% for GAD to a low of 5.7% for AUD. Treatment, like perceived need, was positively related to number and severity of disorders both in the total sample and in subsamples defined by perceived need. However, perceived need was by far the strongest predictor of receiving treatment, as treatment was tenfold as likely in the presence (34.1%) as absence (3.5%) of perceived need among respondents with one of the disorders considered here. About 90% of the participants who received treatment had perceived need, with the remaining 10% reporting that they obtained treatment only because someone else put pressure on them.
Although they are not considered here, it is also noteworthy that 8.1% of the respondents who did not meet criteria for any of the 12-month disorders considered here (although they may have met criteria for other disorders that were either not assessed in any of the WMH surveys or were assessed in only some of these surveys) reported perceived need for treatment compared to 46.5% of the respondents who met criteria for any of these 12-month disorders (Table 1). A prior report showed that WMH respondents who received 12-month treatment without meeting criteria for any of the disorders assessed in the surveys consisted largely of those who either received maintenance treatment for lifetime disorders that were not active in the 12-months before interview (e.g., maintenance medications for attention-deficit/hyperactivity disorder, bipolar disorder, or nonaffective psychosis) or who received low-intensity treatment associated with life problems (e.g., spiritual counseling for marital problems, short-term grief counseling associated with death of a loved one, or treatment in the human services sector for emotional problems associated with job loss) [26].
RR of receiving treatment varied significantly by disorder type (RR = 1.3–0.4; χ28 = 288.5, p < 0.001), number (RR = 1.7–2.3; χ22 = 177.1, p < 0.001), and severity (RR = 1.8–2.7; χ22 = 155.0, p < 0.001) as well as by perceived need (RR = 9.1, χ22 = 501.9, p < 0.001) in univariable models (Table 2), where RRs for type in the multivariable models were scaled so that the product of the RRs was 1.0 across disorders. This means that the high RR of 1.4 for Panic/AGO indicates that probability of receiving treatment was 40% higher for Panic/AGO than the average across all disorders, whereas the low RR of 0.6 for AUD and DUD indicates that probability of treatment contact was only 60% as high for these disorders as for the average across disorders. The multivariate disorder profile was also a significant predictor (RR = 1.3, χ21 = 245.0, p < 0.001). We also considered the number of years between time of interview and first onset of the focal disorder based on the thought that disorders with more recent onsets might be more salient, but the univariable association of this variable (which had a mean of 20.2 years and a standard deviation of 2.0, but was standardized to a mean of 0 and standard deviation of 1.0 for the analysis) and the outcome was nonsignificant (RR = 1.0, χ21 = 0.5. p = 0.46).Table 2Disorder-related predictors of 12-month treatment evaluated at the person-disorder levela


	 	Univariable
	Multivariable
	Multivariable consolidated

	 	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)

	I. Multivariate disorder profile
	1.3*
	(1.3–1.3)
	1.2*
	(1.1–1.2)
	1.1*
	(1.1–1.1)

	 χ21
	245.0*
	48.8*
	32.7*

	II. Anxiety disorders

	 GAD
	1.3*
	(1.2–1.4)
	1.3*
	(1.2–1.4)
	1.2*
	(1.1–1.3)

	 Panic/Ago
	1.4*
	(1.3–1.6)
	1.4*
	(1.2–1.5)
	1.3*
	(1.2–1.5)

	 PTSD
	1.2*
	(1.1–1.3)
	1.2*
	(1.1–1.3)
	1.2*
	(1.0–1.3)

	 SP
	0.7*
	(0.6–0.7)
	1.0
	(0.9–1.1)
	1.0
	(0.9–1.1)

	 SoP
	1.0
	(0.9–1.1)
	1.1*
	(1.0–1.2)
	1.1*
	(1.0–1.2)

	III. Mood disorders

	 MDD
	1.2*
	(1.1–1.3)
	1.3*
	(1.2–1.5)
	1.4*
	(1.3–1.5)

	 BD
	0.7*
	(0.6–0.8)
	0.9
	(0.8–1.0)
	0.9*
	(0.7–1.0)

	IV. Substance use disorders

	 AUD
	0.4*
	(0.3–0.5)
	0.6*
	(0.5–0.7)
	0.6*
	(0.5–0.8)

	 DUD
	0.5*
	(0.4–0.7)
	0.6*
	(0.5–0.8)
	0.6*
	(0.5–0.8)

	 χ28
	288.5*
	89.6*
	123.5*

	V. Number of disorders

	 1
	1.0
	–
	–
	–
	–
	–

	 2
	1.7*
	(1.5–1.9)
	1.0
	–
	–
	–

	 3 + 
	2.3*
	(2.0–2.6)
	1.1
	(0.9–1.2)
	–
	–

	 χ21/2
	177.1*
	0.6
	 
	VI. Disorder severity

	 Severe
	2.7*
	(2.3–3.3)
	2.0*
	(1.6–2.4)
	1.9*
	(1.6–2.3)

	 Moderate
	1.8*
	(1.5–2.2)
	1.5*
	(1.2–1.8)
	1.4*
	(1.2–1.8)

	 Mild
	1.0
	–
	1.0
	–
	1.0
	–

	 χ22
	155.0*
	68.1*
	67.1*

	VII. Perceived need

	 Yes
	9.1*
	(7.5–11.0)
	6.2*
	(5.1–7.6)
	5.0*
	(4.1–6.1)

	 No
	1.0
	–
	1.0
	–
	1.0
	–

	 χ21
	501.9*
	318.5*
	253.9*b

	VIII. Number of years since dx onset

	 Continuousc
	1.0
	(1.0–1.0)
	1.0
	(1.0–1.0)
	 	 
	 χ21
	0.5
	0.0
	 

Univariable: univariable pooled within-country associations of row predictors with treatment; Multivariable: pooled within-country associations of all disorder-related predictors with treatment; Multivariable consolidated: pooled within-country associations of disorder-related predictors with treatment in a model including all other predictors; RR: relative risk of treatment; 95% CI: design-based 95% confidence interval of RR; GAD: generalized anxiety disorder; Panic/Ago: Panic disorder or agoraphobia; PTSD: post-traumatic stress disorder; SP: Specific phobia; SoP: Social phobia; MDD: major depressive disorder; BD: bipolar spectrum disorder; AUD: alcohol use disorder (either abuse or dependence); DUD: drug use disorder (either abuse or dependence); Severe: respondents with either 12-month BD: AUD with a physiological dependence syndrome: DUD with a physiological dependence syndrome: suicide attempt: or self-reported severe role impairment due to 12-month mental and/or substance use disorders; Moderate: respondents without severe disorder who reported moderate role impairment due to 12-month mental and/or substance use disorders; Mild: all others neither severe nor moderate; dx: diagnosis
aPooled within-survey associations across all WMH surveys at the person-disorder level (n = 18,702), with surveys weighted by sample size rather than by country population size
bPerceived need interacted significantly with disorder severity (χ22 = 31.0, p < 0.001) in the consolidated model, as the association of disorder severity with treatment contact coverage was significantly less pronounced, although still statistically significant, in the presence (RR = 1.3–1.6 for moderate-severe disorders relative to mild disorders; χ22 = 28.2, p < 0.001) than absence (RR = 2.6–7.7; χ22 = 49.8, p < 0.001) of perceived need for treatment. The interactions of perceived need with type (χ28 = 6.0, p = 0.64) and number (χ21 = 1.0, p = 0.33) of disorders, in comparison, were nonsignificant
cThe mean and standard deviation number of years since onset of the disorder were 20.2 and 2.0, respectively. The variable was standardized to a mean of 0 and standard deviation of 1 for purposes of analysis
*Significant at the .05 level, two-sided design-based test



Although these significant univariable RRs all attenuated, most remained statistically significant in a multivariable model that considered the joint associations of type, number, and severity of disorders and number of continuous years between onset of the focal disorder and age at interview, and the multivariate disorder profile, while controlling for perceived need. The RR with number of disorders did not remain significant (RR = 1.1; χ21 = 0.6, p = 0.43) for 3 + disorders. In a consolidated model that controlled for the socio-demographic predictors and predictors involving prior treatment history, significant associations included perceived need (RR = 5.0; χ21 = 253.9, p < 0.001), disorder type (RR = 1.4–0.6; χ28 = 123.5, p < 0.001), disorder severity (RR = 1.4–1.9; χ22 = 67.1, p < 0.001), and the multivariate disorder profile (RR = 1.1, χ21 = 32.7, p < 0.001) with only modest changes in magnitude of coefficients.
Given the central importance of perceived need, we also evaluated interactions of perceived need with disorder type, number, severity, and years since onset predicting treatment contact in the multivariate model. These interactions were significant as a set (χ212 = 86.4, p < 0.001), but the only individually significant interaction involved disorder severity (χ22 = 31.0, p < 0.001), which was less strongly associated with treatment contact among people with (RR = 1.3–1.6 for moderate-severe disorders relative to mild disorders; χ22 = 28.2, p < 0.001) than without (RR = 2.6–7.7; χ22 = 49.8, p < 0.001) perceived need for treatment. The interactions of perceived need with type (χ28 = 6.0, p = 0.64) and number (χ21 = 1.0, p = 0.33) and number of years since onset of the focal disorder (χ21 = 3.0, p = 0.08), and the multivariate disorder profile (χ21 = 3.5, p = 0.06) in comparison, were nonsignificant.

Socio-demographic predictors of 12-month treatment
When considered separately in univariable models that controlled only for perceived need, statistically significant but substantively modest associations were found between both of the socio-demographic variables and treatment contact, including sex (RR = 1.1 for females relative to males), age (RR = 0.8 for respondents ages 18–29, RR = 1.2–1.3 for respondents ages 30–44 and 45–59 relative to those 60 +), education (RR = 0.8–0.8 for respondents with lower educational levels relative to those with high education), employment status (RR = 1.2–1.4 for the retired, students, and disabled/unemployed relative to the employed), and having health insurance (RR = 1.4–1.6) (Table 3). These associations changed only modestly in a multivariable model that considered all these socio-demographic variables at once, but for the most part, became nonsignificant in the consolidated model that controlled disorder-related predictors and predictors involving prior treatment history. The exception was health insurance (χ24 = 18.9, p < 0.001) with respondents with both public (RR = 1.2) and private (RR = 1.3) health insurance.Table 3Socio-demographic predictors of 12-month treatment at the person-disorder levela


	 	Distribution
	Univariable
	Multivariable
	Multivariable consolidated

	 	%
	(SE)
	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)

	I. Sex

	 Female
	62.6
	(0.7)
	1.1*
	(1.0–1.3)
	1.1*
	(1.0–1.3)
	1.0
	(0.9–1.1)

	 Male
	37.4
	(0.7)
	1.0
	–
	1.0
	–
	1.0
	–

	 χ21
	–
	4.5*
	4.9*
	0.0

	II. Age

	 18–29
	30.0
	(0.6)
	0.8
	(0.7–1.0)
	0.9
	(0.7–1.1)
	1.1
	(0.9–1.4)

	 30–44
	33.1
	(0.6)
	1.2
	(1.0–1.4)
	1.2
	(1.0–1.6)
	1.2*
	(1.0–1.5)

	 45–59
	25.4
	(0.5)
	1.3*
	(1.1–1.5)
	1.3*
	(1.1–1.7)
	1.2*
	(1.0–1.4)

	 60 + 
	11.5
	(0.4)
	1.0
	–
	1.0
	–
	1.0
	–

	 χ23
	–
	35.4*
	34.0*
	6.2

	III. Educationb

	 Low
	18.6
	(0.5)
	0.8*
	(0.7–0.9)
	0.7*
	(0.6–0.8)
	0.9
	(0.8–1.0)

	 Low-Average
	25.9
	(0.6)
	0.8*
	(0.7–0.9)
	0.8*
	(0.7–0.9)
	0.9
	(0.8–1.0)

	 High-Average
	33.8
	(0.6)
	0.8*
	(0.7–1.0)
	0.8*
	(0.7–1.0)
	1.0
	(0.9–1.1)

	 High
	18.4
	(0.5)
	1.0
	–
	1.0
	–
	1.0
	–

	 χ23
	–
	17.4*
	29.5*
	5.5

	IV. Employment status

	 Homemaker
	12.6
	(0.4)
	1.2
	(1.0–1.4)
	1.2
	(1.0–1.3)
	1.0
	(0.9–1.2)

	 Retired
	9.6
	(0.4)
	1.2
	(1.0–1.4)
	1.3*
	(1.0–1.6)
	1.1
	(0.9–1.2)

	 Student
	4.4
	(0.3)
	1.2
	(0.9–1.6)
	1.5*
	(1.1–2.0)
	1.5*
	(1.1–2.1)

	 Unemployed/Disabled/Other
	17.8
	(0.5)
	1.4*
	(1.2–1.5)
	1.5*
	(1.3–1.6)
	1.1
	(1.0–1.2)

	 Employed
	55.6
	(0.7)
	1.0
	–
	1.0
	–
	1.0
	–

	 χ24
	–
	31.2*
	42.4*
	9.1

	V. Health insurance

	 Private or from occupation
	57.0
	(0.7)
	1.4*
	(1.2–1.6)
	1.3*
	(1.1–1.6)
	1.3*
	(1.2–1.5)

	 Public
	31.4
	(0.7)
	1.4*
	(1.2–1.6)
	1.3*
	(1.1–1.5)
	1.2*
	(1.0–1.3)

	 Any
	83.1
	(0.5)
	1.6*
	(1.3–2.0)
	–
	–
	–
	–

	 χ22
	–
	24.6*
	15.8*
	18.9*

	VI. Perceived need

	 Yes
	46.5
	(0.6)
	9.1*
	(7.5–11.0)
	8.6*
	(7.1–10.4)
	5.0*
	(4.1–6.1)

	 No
	53.5
	(0.6)
	1.0
	–
	1.0
	–
	1.0
	–

	 χ21
	–
	501.9*
	461.0*
	253.9*


aPooled within-survey associations across all WMH surveys at the person-disorder level (n = 18,702), with surveys weighted by sample size rather than by country population size
bIn quartiles defined by country-specific distributions (see ref. [22] for details)
*Significant at the 0.05 level, two-sided design-based test



As in the above analysis of disorder-related predictors, we evaluated the possibility of significant interactions of socio-demographics with perceived need predicting treatment contact in the multivariate model. These interactions were significant as a set (χ213 = 38.4, p < 0.001), but the only individually significant interactions involved student status and disability/unemployment; student status was a significant predictor of treatment contact coverage among respondents with perceived need for treatment (RR = 1.5; χ21 = 6.2, p = 0.01) but not for respondents without perceived need for treatment (RR = 1.3; χ21 = 0.2, p = 0.66). Disability/unemployment was significant for both respondents with perceived need for treatment (RR = 1.3; χ21 = 20.0, p < 0.001) and without perceived need for treatment (RR = 3.5; χ21 = 30.5, p < 0.001).

Aspects of prior treatment predicting 12-month treatment
Prior treatment was 50.5% across all person-disorders but much higher in the presence (67.3%) than absence (35.9%) of perceived need (Table 4). In the subsample with perceived need, the proportions treated by a psychiatrist (37.0%), other mental health treatment provider (38.3%), or general medical provider (38.6%) were much higher than the proportions treated by human services (10.4%) or CAM (13.1%) providers. The majority of those with perceived need had seen only one provider in the past (27.5%) rather than with two (18.7%), three (13.6%), or more (7.4%) types of treatment provider and treatment was more likely to be a combination of medication and psychotherapy (34.6%) than either alone (15.8–16.9%). Finally, past treatment was typically provided for focal disorders and was perceived to have been helpful (37.1%) compared to either unhelpful (14.6%) or provided only for some other unspecified emotional problem (15.6%). These patterns were somewhat different in the subsample without perceived need in several ways. When there was prior treatment: (i) Proportional treatment was higher in the general medical sector relative to the mental health specialty sectors in the subsample without than the subsample with perceived need. (ii) Treatment was much more likely to be with only one type of provider (61.0%) than in the subsample with perceived need (40.9%). (iii) A smaller proportion of treatment involved combined medication-psychotherapy (35.4%) than in the subsample with perceived need (51.4%). (iv) And, a smaller proportion of treatment was helpful treatment of focal disorders (40.8%) than in the subsample with perceived need (55.1%).Table 4Conditional probability of 12-month treatment at the person-disorder level by treatment history and perceived needa


	 	Distribution of predictors
	Conditional probability of treatment contact

	 	PN = Yes
	PN = No
	PN = Yes
	PN = No

	 	%
	(SE)
	%
	(SE)
	%
	(SE)
	%
	(SE)

	I. Any prior treatment

	 Yes
	67.3
	(0.9)
	35.9
	(0.8)
	41.0
	(1.2)
	7.8
	(0.8)

	 No
	32.7
	(0.9)
	64.1
	(0.8)
	19.9
	(1.2)
	1.1
	(0.2)

	II. Type of provider

	 Psychiatrist
	37.0
	(0.9)
	13.3
	(0.6)
	51.8
	(1.5)
	13.8
	(1.6)

	 Other mental health
	38.3
	(1.0)
	16.3
	(0.6)
	46.7
	(1.6)
	10.4
	(1.4)

	 General medical
	38.6
	(1.0)
	20.5
	(0.7)
	46.4
	(1.6)
	8.0
	(1.1)

	 Human services
	10.4
	(0.6)
	3.0
	(0.3)
	50.1
	(3.1)
	12.3
	(3.5)

	 CAM
	13.1
	(0.7)
	3.9
	(0.3)
	47.9
	(2.5)
	17.4
	(3.2)

	III. Number of provider types

	 1
	27.5
	(0.9)
	21.9
	(0.7)
	26.5
	(1.6)
	4.5
	(0.8)

	 2
	18.7
	(0.8)
	8.7
	(0.5)
	41.2
	(2.1)
	7.9
	(1.5)

	 3
	13.6
	(0.8)
	4.0
	(0.3)
	58.9
	(2.4)
	18.5
	(3.3)

	 4
	5.6
	(0.5)
	1.0
	(0.1)
	56.3
	(3.7)
	24.0
	(7.5)

	 5
	1.8
	(0.3)
	0.3
	(0.1)
	77.4
	(5.0)
	40.6
	(15.4)

	IV. Types of treatment

	 Medication-only
	15.8
	(0.8)
	13.0
	(0.6)
	24.7
	(2.2)
	3.6
	(0.8)

	 Psychotherapy-only
	16.9
	(0.7)
	10.2
	(0.5)
	30.8
	(2.0)
	5.8
	(1.3)

	 Both
	34.6
	(1.0)
	12.7
	(0.5)
	53.4
	(1.6)
	13.5
	(1.7)

	V. Helpfulness of prior treatment

	 Helpful/current disorder
	37.1
	(1.1)
	14.7
	(0.6)
	58.0
	(1.4)
	14.1
	(1.6)

	 Not helpful/current disorder
	14.6
	(0.7)
	8.0
	(0.5)
	30.0
	(1.9)
	6.5
	(1.6)

	 Only for other problems
	15.6
	(0.7)
	13.3
	(0.6)
	10.8
	(1.2)
	1.4
	(0.5)

	 No past treatment
	32.7
	(0.9)
	64.1
	(0.8)
	19.9
	(1.2)
	1.1
	(0.2)


PN: perceived need for treatment; SE: the design-based standard error of % taking into consideration the weighting and geographic clustering of observations
aPooled across all WMH surveys at the person-disorder level separately in subsamples with (n = 9309) and without (n = 9393) perceived need, with surveys weighted by sample size rather than by country population size



The association of prior treatment with receiving 12-month treatment also differed significantly depending on perceived need. In the subsample with perceived need, treatment contact was 41.0% when there was prior treatment and 19.9% without prior treatment, resulting in a pooled within-country RR of 1.8 (χ21 = 77.7, p < 0.001). In the subsample without perceived need, in comparison, treatment contact was much lower overall but still higher when there was prior treatment (7.8%) than without (1.1%). However, despite these low levels of treatment contact in the absence of perceived need, the pooled within-country RR of treatment contact based on prior treatment, RR = 7.4 (χ21 = 60.7, p < 0.001), was higher than in the subsample with perceived need due to the extremely low base rate of treatment contact in the absence of both perceived need and prior treatment. In the subsample with perceived need, conditional probability of treatment contact did not differ meaningfully depending on type of providers seen (46.4–51.8%) but increased with number of prior provider types seen (from 26.5% with one to 77.4% with five), was lower when treatment involved either medication only (24.7%) or psychotherapy-only (30.8%) than combined treatment (53.4%), and was higher when prior treatment for a focal disorder was seen as helpful (58.0%) or unhelpful (30.0%) than in the absence of prior treatment (19.9%). Strikingly, treatment contact was lowest for cases where prior treatment was only for other unspecified emotional problems (10.8%). These patterns were broadly similar, with two exceptions, in the subsample without perceived need in that conditional probability of treatment contact (i) increased with number of prior provider types seen (from 4.5% with one to 40.6% with five), (ii) was lower when treatment involved either medication only (3.6%) or psychotherapy-only (5.8%) than combined treatment (13.5%), (iii) and was highest when prior treatment was for a focal disorder and was seen as helpful (14.1%) or unhelpful (6.5%) than in the absence of prior treatment (1.1%). The two exceptions were, first, that conditional probability of treatment contact varied across types of prior providers seen in the absence of perceived need (highest for CAM, 17.4%; lowest for general medical, 8.0%) but not in the presence of perceived need and, second, that treatment contact was comparably low in the absence of prior treatment (1.1%) and when prior treatment was exclusively for other unspecified emotional problems (1.4%), whereas it was much lower for the latter than the former in the subsample with perceived need.
The above differences in conditional probabilities of receiving treatment resulted in three significant differences in pooled within-country RRs between the subsamples with and without perceived need (Table 5). First, univariable RRs involving provider types were much lower in the presence (RR = 1.3–2.0) than absence (RR = 3.5–6.8) of perceived need due to the very low conditional probability of receiving treatment in the absence of perceived need and no prior treatment. These differences became much less pronounced, though, in the multivariable model that controlled for other aspects of prior treatment (RR = 0.8–1.1, χ25 = 18.2, p = 0.003, in the subsample with perceived need; RR = 0.6–1.1, χ25 = 6.1, p = 0.30, in the subsample without perceived need). Similar differences across subsamples occurred in the monotonically increasing univariate RRs with number of provider types (RR = 1.2–3.3, χ25 = 255.3, p < 0.001, in the subsample with perceived need; RR = 4.4–52.4, χ25 = 189.7, p < 0.001, in the subsample without perceived need), again due to the very low conditional probability of receiving treatment in the absence of perceived need and no prior treatment. As in the RRs for provider type, these differences in RR for number of provider types became much less pronounced, although still notable, in the multivariable model that controlled for other aspects of prior treatment and focused on the gradient among participants with at least some prior treatment (RR = 1.2–2.2, χ24 = 8.7, p = 0.07, in the subsample with perceived need; RR = 1.3–9.1, χ24 = 3.9, p = 0.41, in the subsample without perceived need).In the multivariable model that also controlled for 12-month disorders and socio-demographics, number of provider types remained nonsignificant in the subsample with perceived need, while it became significant in the subsample without perceived need (RR = 0.7–1.9, χ25 = 23.4, p < 0.001).Table 5Treatment history predictors of 12-month treatment at the person-disorder level separately by perceived needa


	 	Subsample with perceived need
	Subsample without perceived need

	 	Univariable
	Multivariable
	Multivariable with consolidated
	Univariable
	Multivariable
	Multivariable with consolidated

	 	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)
	RR
	(95% CI)

	I. Any prior treatment

	 Yes
	1.8*
	(1.6–2.0)
	–
	–
	–
	–
	7.4*
	(4.5–12.2)
	–
	–
	–
	–

	 No
	1.0
	–
	–
	–
	–
	–
	1.0
	–
	–
	–
	–
	–

	 χ21
	77.7*
	–
	–
	–
	–
	–

	II. Types of providers

	 Psychiatrist
	2.0*
	(1.8–2.2)
	1.1
	(0.8–1.3)
	1.0
	(0.8–1.3)
	6.8*
	(4.7–10.0)
	1.1
	(0.4–2.9)
	–
	–

	 Other mental health
	1.6*
	(1.5–1.8)
	1.0
	(0.8–1.2)
	0.9
	(0.7–1.1)
	5.1*
	(3.4–7.7)
	1.0
	(0.4–2.5)
	–
	–

	 General medical
	1.5*
	(1.4–1.7)
	1.0
	(0.8–1.2)
	0.9
	(0.7–1.2)
	3.5*
	(2.4–4.9)
	0.6
	(0.3–1.5)
	–
	–

	 Human services
	1.4*
	(1.3–1.6)
	1.0
	(0.7–1.2)
	1.0
	(0.8–1.2)
	3.9*
	(2.3–6.8)
	0.8
	(0.3–2.3)
	–
	–

	 CAM
	1.3*
	(1.2–1.5)
	0.8*
	(0.6–1.0)
	0.8
	(0.6–1.0)
	5.7*
	(3.7–8.7)
	0.9
	(0.3–2.6)
	–
	–

	 χ25
	–
	18.2*
	10.6
	–
	6.1
	-

	 χ24b
	–
	13.3*
	6.6
	–
	4.6
	-

	III. Number of provider types

	 1
	1.2*
	(1.0–1.5)
	1.0
	–
	1.0
	–
	4.4*
	(2.5–7.6)
	–
	–
	0.8
	(0.3–1.7)

	 2
	1.9*
	(1.6–2.2)
	1.2
	(0.9–1.6)
	1.2
	(0.9–1.7)
	8.2*
	(4.4–15.4)
	1.3
	(0.5–3.6)
	0.7
	(0.3–1.8)

	 3
	2.5*
	(2.2–2.9)
	1.5
	(0.9–2.4)
	1.4
	(0.9–2.4)
	19.0*
	(10.8–33.4)
	2.9
	(0.5–15.9)
	1.7
	(0.6–5.1)

	 4
	2.4*
	(2.0–2.8)
	1.5
	(0.7–3.2)
	1.5
	(0.7–3.0)
	28.5*
	(12.7–64.3)
	4.5
	(0.3–64.8)
	1.4
	(0.4–4.6)

	 5
	3.3*
	(2.7–3.9)
	2.2
	(0.8–5.6)
	2.0
	(0.8–4.9)
	52.4*
	(25.4–108.4)
	9.1
	(0.3–321.3)
	1.9
	(0.5–7.0)

	 χ25/4
	255.3*
	8.7
	8.5
	189.7*
	3.9
	23.4*

	IV. Type of treatment

	 Medication-only
	1.1
	(1.0–1.4)
	1.0
	–
	1.0
	–
	3.4*
	(1.9–6.3)
	1.0
	–
	1.0
	–

	 Psychotherapy-only
	1.4*
	(1.1–1.6)
	1.1
	(0.9–1.4)
	1.2
	(1.0–1.4)
	5.8*
	(3.1–11.0)
	1.9*
	(1.0–3.5)
	1.7
	(0.9–3.1)

	 Both
	2.3*
	(2.0–2.6)
	1.3*
	(1.1–1.6)
	1.3*
	(1.1–1.5)
	12.5*
	(7.3–21.3)
	1.7*
	(1.0–3.0)
	1.5
	(1.0–2.5)

	 χ23/2
	213.6*
	12.3*
	8.8*
	93.6*
	5.1
	4.2

	V. Helpfulness of prior treatment

	 Helpful/current disorder
	2.5*
	(2.2–2.8)
	1.7*
	(1.5–1.9)
	1.6*
	(1.4–1.9)
	14.0*
	(8.4–23.2)
	7.2*
	(3.3–15.8)
	6.3*
	(2.8–14.2)

	 Not helpful/current disorder
	1.3*
	(1.1–1.6)
	1.0
	–
	1.0
	–
	6.5*
	(3.4–12.3)
	4.3*
	(1.9–9.9)
	4.0*
	(1.7–9.1)

	 Only for other problems
	0.5*
	(0.4–0.7)
	0.4*
	(0.3–0.6)
	0.5*
	(0.4–0.6)
	1.4
	(0.6–3.3)
	1.0
	–
	1.0
	–

	 No past treatment
	–
	–
	–
	–
	–
	–
	–
	–
	–
	–
	–
	–

	 χ23/2
	476.3*
	185.2*
	147.1*
	126.9*
	24.4*
	19.9*


Univariable: associations of each row predictor with treatment contact in a separate model controlling only for survey; Multivariable separate: associations of all predictors involving treatment history with treatment contact in in a single model controlling for survey; Multivariable consolidated: associations of all disorder-related predictors with treatment contact in a single model controlling for survey, disorder-related predictors, and socio-demographics; %: the distribution of the predictors involving treatment history; SE: the design-based standard error of % taking into consideration the weighting and geographic clustering of observations; RR: relative risk of treatment contact as a function of the row predictor; 95% CI: the design-based 95% confidence interval of RR; taking into consideration the weighting and geographic clustering of observations
aPooled across all WMH surveys at the person-level separately in subsamples with (n = 9309) and without (n = 9393) perceived need, with surveys weighted by sample size rather than by country population size
bThe χ24 values evaluate the global significance of differences in RR across the 5 provider types
*Significant at the 0.05 level, two-sided design-based test



Second, the proportional benefits of prior psychotherapy and combined medication-psychotherapy over medication-only in predicting 12-month treatment were less pronounced in the univariable model for the subsample with perceived need (RR = 1.1 versus 1.4–2.3 compared to no prior treatment, χ23 = 213.6, p < 0.001) than without perceived need (RR = 3.4 versus 5.8–12.5 compared to no prior treatment, χ23 = 93.6, p < 0.001). This difference persisted in the multivariable model that controlled for other aspects of prior treatment, where the proportional increase in probability of receiving treatment given prior psychotherapy-only and combined medication-psychotherapy over prior medication-only remained lower in the subsample with (RR = 1.1–1.3, χ22 = 12.3, p = 0.002) than without (RR = 1.9–1.7, χ22 = 5.1, p = 0.08) perceived need, although the association was nonsignificant in the subsample without perceived need due to the small number of cases that received treatment contact. There were no further meaningful changes in the multivariable model that also controlled 12-month disorders and socio-demographics.
It is also noteworthy that the univariable model benefits of prior treatment of focal disorders, whether perceived to be helpful or unhelpful, were less pronounced proportionally in the subsample with (RR = 2.5–1.3, χ22 = 275.8, p < 0.001) than without (RR = 14.0–6.5, χ22 = 104.1, p < 0.001) perceived need and that a history of receiving prior treatment exclusively for unspecified other emotional problems was associated with significantly lower probability of -receiving 12-month treatment contact than if no prior treatment was received in the subsample with perceived need (RR = 0.5, χ21 = 24.2, p < 0.001) but with an equivalent probability of 12-month treatment than if no prior treatment was received in the subsample without perceived need (RR = 1.4, χ21 = 0.6, p = 0.45). Together, these differences created a complex pattern in the multivariable model that controlled for other aspects of prior treatment, where the RRs for treatment helpfulness focused only on comparisons across the three helpfulness categories among those who received prior treatment.
There were also important consistencies across subsamples in that: (i) the RRs were significant as a set both in subsamples with (χ23 = 185.2, p < 0.001) and without (χ23 = 24.4, p < 0.001) perceived need; (ii) and the RRs were consistently highest for prior helpful treatment of focal disorders (RR = 1.7, χ21 = 60.9, p < 0.001, with perceived need; RR = 7.2, χ21 = 24.1, p < 0.001, without perceived need), lower for prior unhelpful treatment of focal disorders (RR = 1.0, the contrast category, among participants with perceived need; RR = 4.3, χ21 = 24.1, p < 0.001, without perceived need), and lowest for prior treatment only for unspecified other emotional problems (RR = 0.4, χ21 = 43.9, p < 0.001, with perceived need; RR = 1.0, the contrast category, among participants without perceived need). However, the RRs were less pronounced in the subsample with than without perceived need. These level differences occurred because the contrast category was set differently in the two subsamples due to the treatment rate, which was lowest in the subsample with perceived need among cases that received prior treatment exclusively for other unspecified emotional problems, whereas the treatment rate was lowest in the subsample without perceived need among cases that received no prior treatment. There were no further meaningful changes in the multivariable model that also controlled 12-month disorders and socio-demographics.

Country-level predictors of 12-month treatment
We showed in an earlier report that only two of the country-level variables considered here were significant predictors of effective treatment, which we defined as treatment meeting generally established treatment guidelines for the disorders under study [4]: the number of non-psychiatrist MDs in the population per capita; and healthcare spending as a proportion of GDP. Both these country-level variables were significantly associated with increased rates of contact in the subsample of respondents with perceived need but with substantively modest standardized RRs (1.1–1.2; Supplementary Table 4). The strength of these associations decreased further when they were adjusted for compositional differences across countries in the individual-level variables in the consolidated model (RRs = 1.1–1.1, with only the RR for non-psychiatrist MDs/population still statistically significant). RRs were of comparable magnitude in the subsample without perceived need after adjusting for compositional differences. It is noteworthy, though, that one of the country-level variables that was not significant, the one about mean levels of embarrassment if someone knew the respondent had emotional problems, asked only about emotional problems and not about problems with substance misuse, possibly leading to an underestimation of the importance of embarrassment.


Discussion
The current report builds on previous work in the WMH surveys emphasizing the importance of perceived need in the coverage cascade, noting that our definition of perceived need focuses on problem recognition regardless of respondent beliefs about the effectiveness of available treatments. Perceived need was by far the strongest predictor of treatment, with probability of receiving treatment tenfold as likely in the presence (34.1%) as absence (3.5%) of perceived need and 17.7% overall [4]. We showed that adjusting for perceived need, treatment was associated significantly with disorder type (highest for panic/agoraphobia, lowest for alcohol use disorder), number of disorders and severity, health insurance, student status, and being disabled/unemployed as well as with several aspects of prior treatment, particularly perceived helpfulness. Associations of these other predictors with treatment were for the most part quite similar in the subsamples of respondents with and without perceived need, suggesting that there are overlapping policy implications for these groupings.
WMH survey findings have previously shed light on predictors of bottlenecks in the coverage cascade, including predictors of perceived need. Effective treatment is predicted by country characteristics, disorder profiles, and socio-demographic characteristics such as having private insurance [4]. These prior studies also showed that perceived need is predicted by disorder characteristics (type, number, severity), socio-demographic characteristics (age, sex), and treatment history (provider type, treatment type, helpfulness of treatment) [27]. The current findings extend this prior work by showing that the strong association of perceived need with treatment is apparent within each disorder, for each number of disorders, and at each level of severity.
We further explored in the current report the associations of disorder characteristics with receiving treatment controlling perceived need. Treatment rates were highest among survey respondents with panic/agoraphobia and lowest for those with alcohol use disorder compared with other disorders at the same level of severity and perceived need. Treatment was also predicted by disorder number and severity. Taken together, these findings suggest that probability of treatment increases as the complexity and severity of disorders increases and is least likely for disorders that are often accompanied by denial or lack of insight [28].
The associations of socio-demographics with receiving treatment were weak (RR ranging from 0.8 to 1.6), although probability of treatment in our final multivariable model that controlled for perceived need was significantly elevated among respondents with insurance, those who were students, and those in the middle age ranges (30–59). The finding regarding insurance is consistent with much previous research documenting the importance of insurance in increasing probability of receiving treatment [4, 29, 30]. The association of being a student with treatment may reflect a willingness to seek help at a life stage that is often accompanied by challenges and where seeking assistance may be encouraged [31]. It is less clear why treatment rates should be highest in the middle-age range. Country-level predictors, in comparison, were for the most part nonsignificant and, in the one case where a country-level predictor was significant the association was very modest in substantive terms.
Our findings extend previous examinations of the role of past treatment in the coverage cascade. First, associations of past treatment with 12-month treatment differed depending on perceived need. Notably, past treatment was associated with increased perceived need; two-thirds of respondents with perceived need had past treatment and only one-third without perceived need had past treatment. Further, among people with perceived need, roughly one in three of those with past treatment received 12-month treatment versus about one in five of those without prior treatment. This suggests that once a need is recognized, familiarity with prior treatment leads to increased probability of seeking 12-month treatment. We may gain further insights when we explore participant-reported reasons for not seeking treatment in a future report.
Second, in the subsample with perceived need, treatment is associated with type of past treatment providers (highest for psychiatrists and other mental health professionals, lowest for human services and CAM providers), with number of types of providers seen (more is better), the type of treatment received (combined is best), and perceived helpfulness of this past treatment. However, in the final multivariable model, these associations mostly disappear. Probability of treatment was highest for those who received combined treatment, furthermore, it was highest for those who had helpful treatment for a focal disorder, followed by those who had unhelpful treatment, followed by individuals who had treatment for other problems. Taken together, this suggests that the best outcomes occur when treatment is comprehensive, matched to the problem, and perceived to have worked.
Third, in the subsample without perceived need, treatment is associated with number of types of providers seen (more is better), the type of treatment received (combined is best), and perceived helpfulness of this past treatment. However, very small proportions of respondents without perceived need received treatment, whether (7.8%) or not (1.1%) they had prior treatment, and in the final multivariable model both past treatment helpfulness and unhelpfulness predict treatment contact. Taken together, these findings indicate that persistent lack of perceived need is associated with almost uniformly persistent lack of help-seeking; it is primarily in one-third of cases where prior treatment was obtained that others may pressure individuals without perceived need to seek treatment.
Identification of the largest bottlenecks in treatment contact has important policy implications. Bottlenecks such as perception of need (fewer than half of the 12-month person-disorders perceived their own need), disorder characteristics (type and severity), health insurance, and perceived helpfulness of past treatment can each be addressed by specific policy interventions. Perception of need may be addressed by health literacy and destigmatization programs [32], despite challenges in implementing such programs in flexible, feasible, and sustainable ways [33]. Alcohol use disorder deserves particular attention in terms of health promotion and harm reduction [34]. Health insurance may be tackled by including mental health conditions as an essential component of universal health insurance [35]. Perceived helpfulness can be addressed by better quality of services [36]; treatment should meet the minimal standards of clinical practice guidelines and be targeted optimally to those in greatest need [37].
Such interventions are consistent with the UN’s Sustainable Development Goals (SDG), such as increasing universal health coverage for essential health services, including mental health (indicator 3.8.1), and increasing coverage for substance disorder treatment interventions (indicator 3.5.1). Bottlenecks in the coverage cascade are worse for people with substance use disorders, consistent with previous WMH Survey findings on effective treatment coverage, and again emphasize the importance of the SDG of obtaining good health and well-being by strengthening the prevention and treatment of substance abuse. Indeed, strengthening mental health services and policies is crucial for sustainable development [35].
Several limitations of this work deserve emphasis. First, data on service use, including perceived helpfulness, are based on self-report, and so are subject to bias, including memory bias [38]. We cannot be certain, for example, that the need for treatment was perceived before treatment contact or whether receiving treatment reinforced the perception of need. Claims data may suggest higher treatment contact than found here, but such data are not based on standardized diagnoses and may entail over-coding of subclinical cases [39]. Second, the focus here was on a limited number of mental disorders; the findings may not generalize to other conditions including externalizing disorders other than substance use disorders. Third, some comparisons lacked statistical power because they were based on small subsamples. This was especially true for the analyses that examined differences in predictors depending on the presence or absence of perceived need. An addition issue with the latter analysis was that the differences involving CAM in these two subsamples might have been associated with some respondents not thinking of CAM as “treatment,” whereas the questions used to define perceived need all referred to need for “treatment.” Fourth, different surveys were conducted over a two-decade period and the potential influence of this differential timing was not explored. A notable strength of the study, though, was that it was based on an international sample representative of 21 countries, employing a validated structured diagnostic interview of key mental disorders and allowing rigorous investigation of a range of transition points in the coverage cascade [10].
In conclusion, to the best of our knowledge, this is the first rigorous investigation of patterns and predictors of treatment contact that adjusts for perceived need. The analyses reported here build on previous work from the WMH surveys which show that perceived need is crucially important for 12-month treatment, with treatment occurring only uncommonly in the absence of perceived need. The findings here show how, adjusting for perceived need, probability of obtaining treatment varies significantly as a joint function of disorder type-severity, socio-demographic characteristics, including health insurance, and history of prior treatment. Policy recommendations emerging from this work include establishing health literacy and destigmatization programs, enhancing access through health insurance, and improving quality of care. Additional practical considerations include optimizing identification of individuals with mental health problems [40], integrating substance use or mental health care into routine care [41], and promoting peer support initiatives in those hardly reached by intervention initiatives [42]. Future exploration of respondent-reported barriers to obtaining treatment may be useful in further understanding the associations reported here.

Acknowledgements
The WHO World Mental Health Survey collaborators are Sergio Aguilar-Gaxiola, MD, PhD; Ali Al-Hamzawi, MD; Jordi Alonso, MD, PhD; Yasmin A. Altwaijri, PhD; Laura Helena Andrade, MD, PhD; Lukoye Atwoli, MD, PhD; Corina Benjet, PhD; Guilherme Borges, ScD; Evelyn J. Bromet, PhD; Ronny Bruffaerts, PhD; Brendan Bunting, PhD; Jose Miguel Caldas-de-Almeida, MD, PhD; Graça Cardoso, MD, PhD; Stephanie Chardoul, BA; Alfredo H. Cía, MD; Louisa Degenhardt, PhD; Giovanni de Girolamo, MD; Ma. Lourdes Rosanna E. de Guzman, MD; Oye Gureje, MD, DSc, FRCPsych; Josep Maria Haro, MD, PhD; Meredith G. Harris, PhD; Hristo Hinkov, MD, PhD; Chi-yi Hu, MD, PhD; Peter de Jonge, PhD; Aimee Nasser Karam, PhD; Elie G. Karam, MD; Georges Karam, MD; Alan E. Kazdin, PhD; Norito Kawakami, MD, DMSc; Ronald C. Kessler, PhD; Salma Khaled, PhD; Andrzej Kiejna, MD, PhD; Viviane Kovess-Masfety, MD, PhD; John J. McGrath, MD, PhD; Maria Elena Medina-Mora, PhD; Jacek Moskalewicz, PhD; Fernando Navarro-Mateu, MD, PhD; Daisuke Nishi, MD, PhD; Marina Piazza, MPH, ScD; José Posada-Villa, MD; Kate M. Scott, PhD; Juan Carlos Stagnaro, MD, PhD; Dan J. Stein, FRCPC, PhD; Margreet ten Have, PhD; Yolanda Torres, MPH, Dra.HC; Maria Carmen Viana, MD, PhD; Daniel V. Vigo, MD, DrPH; Cristian Vladescu, MD, PhD; David R. Williams, MPH, PhD; Bogdan Wojtyniak, ScD; Peter Woodruff, MBBS, PhD, FRCPsych; Miguel Xavier, MD, PhD; Alan M. Zaslavsky, PhD.

Author contributions
DJS, MGH, AEK, DVV, and RCK conceived the study, provided overall guidance and prepared the first draft. NAS supervised data analyses, reviewed results and reviewed and contributed to the report. DJS and MCV reviewed results and reviewed and contributed to the report. IH and SMM conducted data analyses. All other authors provided data, reviewed results and/or reviewed and contributed to the report.

Funding
The World Health Organization World Mental Health (WMH) Survey Initiative is supported by the United States National Institute of Mental Health (NIMH; R01 MH070884), the John D. and Catherine T. MacArthur Foundation, the Pfizer Foundation, the United States Public Health Service (R13-MH066849, R01-MH069864, and R01 DA016558), the Fogarty International Center (FIRCA R03-TW006481), the Pan American Health Organization, Eli Lilly and Company, Ortho-McNeil Pharmaceutical Inc., GlaxoSmithKline, and Bristol-Myers Squibb. We thank the staff of the WMH Data Collection and Data Analysis Coordination Centres for assistance with instrumentation, fieldwork, and consultation on data analysis. The Argentina survey − Estudio Argentino de Epidemiología en Salud Mental (EASM) − was supported by a grant from the Argentinian Ministry of Health (Ministerio de Salud de la Nación) − (Grant Number 2002-17270/13-5). The São Paulo Megacity Mental Health Survey is supported by the State of São Paulo Research Foundation (FAPESP) Thematic Project Grant 03/00204–3. The Bulgarian Epidemiological Study of common mental disorders -EPIBUL—is supported by the Ministry of Health and the National Center for Public Health Protection. EPIBUL 2, conducted in 2016–17, is supported by the Ministry of Health and European Economic Area Grants. The Colombian National Study of Mental Health (NSMH) is supported by the Ministry of Social Protection. The Mental Health Study Medellín—Colombia was carried out and supported jointly by the Center for Excellence on Research in Mental Health (CES University) and the Secretary of Health of Medellín. The ESEMeD surveys (Belgium; France; Germany; Italy; Netherlands; Spain) were funded by the European Commission (Contracts QLG5-1999-01042; SANCO 2004123, and EAHC 20081308); the Piedmont Region, Italy; Fondo de Investigación Sanitaria, Instituto de Salud Carlos III, Spain (FIS 00/0028); Ministerio de Ciencia y Tecnología, Spain (SAF 2000-158-CE); Generalitat de Catalunya (2017 SGR 452; 2014 SGR 748); Instituto de Salud Carlos III (CIBER CB06/02/0046, RETICS RD06/0011 REM-TAP); and other local agencies and by an unrestricted educational grant from GlaxoSmithKline. The Israel National Health Survey is funded by the Ministry of Health with support from the Israel National Institute for Health Policy and Health Services Research and the National Insurance Institute of Israel. The World Mental Health Japan (WMHJ) Survey is supported by the Grant for Research on Psychiatric and Neurological Diseases and Mental Health (H13-SHOGAI-023, H14-TOKUBETSU-026, H16-KOKORO-013, H25-SEISHIN-IPPAN-006) from the Japan Ministry of Health, Labour and Welfare.The Lebanese Evaluation of the Burden of Ailments and Needs of the Nation (L.E.B.A.N.O.N.) is supported by the Lebanese Ministry of Public Health, the WHO (Lebanon), National Institute of Health/Fogarty International Center (R03 TW006481-01), anonymous private donations to IDRAAC, Lebanon, and unrestricted grants from, Algorithm, AstraZeneca, Benta, Bella Pharma, Eli Lilly, Glaxo Smith Kline, Lundbeck, Novartis, OmniPharma, Pfizer, Phenicia, Servier, UPO. The Mexican National Comorbidity Survey (MNCS) is supported by the National Institute of Psychiatry Ramon de la Fuente (INPRFMDIES 4280) and by the National Council on Science and Technology (CONACyT-G30544-H), with supplemental support from the Pan American Health Organization (PAHO). The Nigerian Survey of Mental Health and Wellbeing (NSMHW) is supported by the World Health Organization (WHO) (Geneva), the WHO (Nigeria), and the Federal Ministry of Health, Abuja, Nigeria. The Northern Ireland Study of Mental Health was funded by the Health & Social Care Research & Development Division of the Public Health Agency. The Peruvian World Mental Health Study was funded by the National Institute of Health of the Ministry of Health of Peru. The Polish project Epidemiology of Mental Health and Access to Care–EZOP Project (PL 0256) was carried out by the Institute of Psychiatry and Neurology, Warsaw in consortium with the Department of Psychiatry, Medical University, Wroclaw, the National Institute of Public Health—National Institute of Hygiene, Warsaw and in partnership with Psykiatrist Institut, Vinderen, Universitet Oslo. The project was funded by the European Economic Area Financial Mechanism and the Norwegian Financial Mechanism. EZOP project was co-financed by the Polish Ministry of Health. The second Polish survey, EZOP-2, was carried out by the Institute of Psychiatry and Neurology, Warsaw in collaboration with colleagues from the National Institute of Public Health—National Institute of Hygiene, Warsaw and was entirely funded by the Polish Ministry of Health. The Portuguese Mental Health Study was carried out by the Department of Mental Health, Faculty of Medical Sciences, NOVA University of Lisbon, with collaboration of the Portuguese Catholic University, and was funded by Champalimaud Foundation, Gulbenkian Foundation, Foundation for Science and Technology (FCT) and the Portuguese Ministry of Health. The Romania WMH study projects "Policies in Mental Health Area" and "National Study regarding Mental Health and Services Use" were carried out by National School of Public Health & Health Services Management (present National School of Public Health Management & Professional Development, Bucharest), with technical support of Metro Media Transilvania, the National Institute of Statistics, SC Cheyenne Services SRL, and Statistics Netherlands. Funding was provided by the Ministry of Public Health with supplemental support of Eli Lilly Romania SRL. The Psychiatric Enquiry to General Population in Southeast Spain—Murcia (PEGASUS-Murcia) Project has been financed by the Regional Health Authorities of Murcia (Servicio Murciano de Salud and Consejería de Sanidad y Política Social) and Fundación para la Formación e Investigación Sanitarias (FFIS) of Murcia. The US National Comorbidity Survey Replication (NCS-R) is supported by the National Institute of Mental Health (NIMH; U01-MH60220) with supplemental support from the National Institute of Drug Abuse (NIDA), the Substance Abuse and Mental Health Services Administration (SAMHSA), the Robert Wood Johnson Foundation (RWJF; Grant 044708), and the John W. Alden Trust. Dr. Dan J. Stein is supported by the Medical Research Council of South Africa (MRC). None of the funders had any role in the design, analysis, interpretation of results, or preparation of this paper. The views and opinions expressed in this report are those of the authors and should not be construed to represent the views of the sponsoring organizations, agencies, or governments. A complete list of all within-country and cross-national WMH publications can be found at http://​www.​hcp.​med.​harvard.​edu/​wmh/​

Availability of data and materials
Access to the cross-national World Mental Health (WMH) data is governed by the organizations funding and responsible for survey data collection in each country. These organizations made data available to the WMH consortium through restricted data sharing agreements that do not allow us to release the data to third parties. The exception is that the U.S. data are available for secondary analysis via the Inter-University Consortium for Political and Social Research (ICPSR), http://​www.​icpsr.​umich.​edu/​icpsrweb/​ICPSR/​series/​00527.

Declarations
Ethics approval and consent to participate
This study has been performed in accordance with the Declaration of Helsinki. At all survey sites, the local ethics or institutional review committee reviewed and approved the protocol to ensure protection of human subjects, in line with appropriate international and local guidelines. Details of the ethics committees for the WMH surveys can be viewed at this link: http://​www.​hcp.​med.​harvard.​edu/​wmh/​ftpdir/​WMH_​Ethics_​approval.​pdf

Consent for publication
Not applicable.

Competing interests
Dr. Dan J. Stein reports personal fees from Discovery Vitality, Johnson & Johnson, Kanna, L’Oreal, Lundbeck, Orion, Sanofi, Servier, Takeda and Vistagen. In the past 3 years, Dr. Kessler was a consultant for Cambridge Health Alliance, Canandaigua VA Medical Center, Child Mind Institute, Holmusk, Massachusetts General Hospital, Partners Healthcare, Inc., RallyPoint Networks, Inc., Sage Therapeutics and University of North Carolina. He has stock options in Cerebral Inc., Mirah, PYM (Prepare Your Mind), Roga Sciences and Verisense Health. All other authors report no conflicts of interest related to this manuscript.


[image: Creative Commons]Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by-nc-nd/​4.​0/​.

References
	1.
GBD 2019 Mental Disorders Collaborators. Global, regional, and national burden of 12 mental disorders in 204 countries and territories, 1990–2019: a systematic analysis for the Global Burden of Disease Study 2019. Lancet Psychiatry. 2022;9(2):137–50.CrossrefPubMedCentral


	2.
Leucht S, Hierl S, Kissling W, Dold M, Davis JM. Putting the efficacy of psychiatric and general medicine medication into perspective: review of meta-analyses. Br J Psychiatry. 2012;200(2):97–106.CrossrefPubMed


	3.
Cuijpers P, Miguel C, Ciharova M, Harrer M, Basic D, Cristea IA, et al. Absolute and relative outcomes of psychotherapies for eight mental disorders: a systematic review and meta-analysis. World Psychiatry. 2024;23(2):267–75.CrossrefPubMedPubMedCentral


	4.
Vigo DV, Stein DJ, Harris MG, Kazdin AE, Viana MC, Munthali, R, et al. Effective treatment for mental and substance use disorders in 21 countries. JAMA Psychiatry. 2025:e244378. https://​doi.​org/​10.​1001/​jamapsychiatry.​2024.​4378.


	5.
Islam MI, Yunus FM, Isha SN, Kabir E, Khanam R, Martiniuk A. The gap between perceived mental health needs and actual service utilization in Australian adolescents. Sci Rep. 2022;12:5430.CrossrefPubMedPubMedCentral


	6.
De Silva MJ, Lee L, Fuhr DC, Rathod S, Chisholm D, Schellenberg J, et al. Estimating the coverage of mental health programmes: a systematic review. Int J Epidemiol. 2014;43(2):341–53.CrossrefPubMedPubMedCentral


	7.
Tanahashi T. Health service coverage and its evaluation. Bull World Health Organ. 1978;56(2):295–303.PubMedPubMedCentral


	8.
Rickwood D, Thomas K. Conceptual measurement framework for help-seeking for mental health problems. Psychol Res Behav Manag. 2012;5:173–83.CrossrefPubMedPubMedCentral


	9.
American Association for Public Opinion Research. Standard definitions: Final dispositions of case codes and outcome rates for surveys https://​www.​aapor.​org/​AAPOR_​Main/​media/​publications/​Standard-Definitions20169​theditionfinal.​pdf. Accessed 23 Apr 2024.


	10.
Kessler RC, Ustün TB. The World Mental Health (WMH) Survey initiative version of the World Health Organization (WHO) Composite International Diagnostic Interview (CIDI). Int J Methods Psychiatr Res. 2004;13(2):93–121.CrossrefPubMed


	11.
Harkness J, Pennell B, Villar A, Gebler N, Aguilar-Gaxiola S, Bilgen I. Translation procedures and translation assessment in the World Mental Health Survey Initiative. In: Kessler R, Üstun T, editors. The WHO World Mental Health Surveys: Global perspectives on the epidemiology of mental disorders. New York: Cambridge University Press; 2008. p. 91–113.


	12.
Pennell B, Mneimneh Z, Bowers A, Chardoul S, Wells J, Viana M, et al. Implementation of the World Mental Health Surveys. In: Kessler R, Üstun T, editors., et al., The WHO World Mental Health Surveys: global perspectives on the epidemiology of mental disorders. New York: Cambridge University Press; 2008. p. 33–57.


	13.
Ghimire DJ, Chardoul S, Kessler RC, Axinn WG, Adhikari BP. Modifying and validating the Composite International Diagnostic Interview (CIDI) for use in Nepal. Int J Methods Psychiatr Res. 2013;22(1):71–81.CrossrefPubMedPubMedCentral


	14.
Lu J, Huang YQ, Liu ZR, Cao XL. Validity of Chinese version of the Composite International Diagnostic Interview-3.0 in psychiatric settings. Chin Med J. 2015;128(18):2462–6.CrossrefPubMedPubMedCentral


	15.
Haro JM, Arbabzadeh-Bouchez S, Brugha TS, de Girolamo G, Guyer ME, Jin R, et al. Concordance of the Composite International Diagnostic Interview Version 3.0 (CIDI 3.0) with standardized clinical assessments in the WHO World Mental Health Surveys. In: Kessler R, Üstün T, editors., et al., The WHO World Mental Health Surveys: global perspectives on the epidemiology of mental disorders. New York: Cambridge University Press; 2008. p. 114–27.


	16.
Haro JM, Arbabzadeh-Bouchez S, Brugha TS, de Girolamo G, Guyer ME, Jin R, et al. Concordance of the Composite International Diagnostic Interview Version 3.0 (CIDI 3.0) with standardized clinical assessments in the WHO World Mental Health surveys. Int J Methods Psychiatr Res. 2006;15(4):167–80.CrossrefPubMedPubMedCentral


	17.
Montoya Gonzalez LE, Restrepo Bernal DP, Mejía-Montoya R, Bareño-Silva J, Sierra-Hincapié G, Torres de Galvis Y, et al. Sensitivity and specificity between the Composite International Diagnostic Interview Version 3.0 (World Mental Health, CIDI) and the Standardised Clinical Evaluation Version I (SCID-I) in a mental health survey of the city of Medellin, 2012. Rev Colomb Psiquiatr. 2016;45(1):22–7.CrossrefPubMed


	18.
Kessler RC, Al-Desouki M, King AJ, Sampson NA, Al-Subaie AS, Al-Habeeb A, et al. Clinical reappraisal of the composite international diagnostic interview version 3.0 in the Saudi National Mental Health Survey. Int J Methods Psychiatr Res. 2020;29(3): e1828.CrossrefPubMedPubMedCentral


	19.
Kessler RC, Abelson J, Demler O, Escobar JI, Gibbon M, Guyer ME, et al. Clinical calibration of DSM-IV diagnoses in the World Mental Health (WMH) version of the World Health Organization (WHO) Composite International Diagnostic Interview (WMHCIDI). Int J Methods Psychiatr Res. 2006;13(2):122–39.CrossrefPubMedCentral


	20.
First MB, Spitzer RL, Gibbon M, Williams JB. Structured clinical interview for DSM-IV axis I disorders: research version, non-patient edition (SCID-I/NP). New York: Biometrics Research, New York State Psychiatric Institute; 2002.


	21.
Merikangas KR, Jin R, He JP, Kessler RC, Lee S, Sampson NA, et al. Prevalence and correlates of bipolar spectrum disorder in the World Mental Health Survey Initiative. Arch Gen Psychiatry. 2011;68(3):241–51.CrossrefPubMedPubMedCentral


	22.
Evans-Lacko S, Aguilar-Gaxiola S, Al-Hamzawi A, Alonso J, Benjet C, Bruffaerts R, et al. Socio-economic variations in the mental health treatment gap for people with anxiety, mood, and substance use disorders: results from the WHO World Mental Health (WMH) Surveys. Psychol Med. 2018;48(9):1560–71.CrossrefPubMed


	23.
SAS Institute Inc. SAS®Software 9.4 [computer program]. Cary: SAS Institute Inc.; 2013.


	24.
Tabatabai MA, Li H, Eby WM, Kengwoung-Keumo JJ, Manne U, Bae S, et al. Robust logistic and probit methods for binary and multinomial regression. J Biom Biostat. 2014;5(4):1000202.


	25.
SAS Institute Inc. The GLIMMIX Procedure. https://​documentation.​sas.​com/​doc/​en/​statcdc/​14.​2/​statug/​statug_​glimmix_​toc.​htm. Accessed 6 May 2024.


	26.
Bruffaerts R, Posada-Villa J, Al-Hamzawi AO, Gureje O, Huang Y, Hu C, et al. Proportion of patients without mental disorders being treated in mental health services worldwide. Br J Psychiatry. 2015;206(2):101–9.CrossrefPubMedPubMedCentral


	27.
Harris MG, Kazdin AE, Hwang I, Manoukian SM, Sampson NA, Stein DJ, et al. Pathway to effective treatment for mental disorders in the World Mental Health Surveys. Part I: Perceived need for treatment. Int J Ment Health Syst. (Under Review).


	28.
Edlund MJ, Unützer J, Curran GM. Perceived need for alcohol, drug, and mental health treatment. Soc Psychiatry Psychiatr Epidemiol. 2006;41(6):480–7.CrossrefPubMed


	29.
Mojtabai R, Olfson M, Mechanic D. Perceived need and help-seeking in adults with mood, anxiety, or substance use disorders. Arch Gen Psychiatry. 2002;59:77–84.CrossrefPubMed


	30.
Craske MG, Edlund MJ, Sullivan G, Roy-Byrne P, Sherbourne C, Bystritsky A, et al. Perceived unmet need for mental health treatment and barriers to care among patients with panic disorder. Psychiatr Serv. 2005;56(8):988–94.CrossrefPubMed


	31.
Gulliver A, Griffiths KM, Christensen H. Perceived barriers and facilitators to mental health help-seeking in young people: a systematic review. BMC Psychiatry. 2010;10:113.CrossrefPubMedPubMedCentral


	32.
Thornicroft G, Sunkel C, Alikhon Aliev A, Baker S, Brohan E, El Chammay R, et al. The Lancet Commission on ending stigma and discrimination in mental health. Lancet. 2022;400(10361):1438–80.CrossrefPubMed


	33.
Thornicroft G, Sunkel C, Milenova M. How to stop stigma: implementing The Lancet Commission on ending stigma and discrimination in mental health. Lancet Psychiatry. 2024;11(2):88–9.CrossrefPubMed


	34.
Wolfe DM, Hutton B, Corace K, Chaiyakunapruk N, Ngorsuraches S, Nochaiwong S, et al. Service-level barriers to and facilitators of accessibility to treatment for problematic alcohol use: a scoping review. Front Public Health. 2023;11:1296239.CrossrefPubMedPubMedCentral


	35.
Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The Lancet Commission on global mental health and sustainable development. Lancet. 2018;392(10157):1553–98.CrossrefPubMed


	36.
Samartzis L, Talias MA. Assessing and improving the quality in mental health services. Int J Environ Res Public Health. 2019;17(1):249.CrossrefPubMedPubMedCentral


	37.
Jorm AF, Patten SB, Brugha TS, Mojtabai R. Has increased provision of treatment reduced the prevalence of common mental disorders? review of the evidence from four countries. World Psychiatry. 2017;16(1):90–9.CrossrefPubMedPubMedCentral


	38.
Mojtabai R, Olfson M, Sampson NA, Jin R, Druss B, Wang PS, et al. Barriers to mental health treatment: results from the National Comorbidity Survey Replication. Psychol Med. 2011;41(8):1751–61.CrossrefPubMed


	39.
Steffen A, Thom J, Jacobi F, Holstiege J, Bätzing J. Trends in prevalence of depression in Germany between 2009 and 2017 based on nationwide ambulatory claims data. J Affect Disord. 2020;271:239–47.CrossrefPubMed


	40.
van den Broek M, Gandhi Y, Sureshkumar DS, Prina M, Bhatia U, Patel V, et al. Interventions to increase help-seeking for mental health care in low- and middle-income countries: a systematic review. PLOS Glob Public Health. 2023;3(9): e0002302.CrossrefPubMedPubMedCentral


	41.
Savic M, Best D, Manning V, Lubman DI. Strategies to facilitate integrated care for people with alcohol and other drug problems: a systematic review. Subst Abuse Treat Prev Policy. 2017;12(1):19.CrossrefPubMedPubMedCentral


	42.
Sokol R, Fisher E. Peer support for the hardly reached: a systematic review. Am J Public Health. 2016;106(7):e1-8.CrossrefPubMedPubMedCentral




Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Patterns and predictors of 12-month treatment of common anxiety, mood, and substance use disorders in the World Mental Health (WMH) surveys: treatment in the context of perceived need


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





OEBPS/css/cc-by-nc-nd.png
(OO





