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ABSTRACT

Objective: Despite the substantial burden of mental disorders worldwide, treatment gaps remain wide, and pathways to adequate care are poorly
understood. To address this gap, the Turkish World Mental Health (WMH) Survey was undertaken to assess prevalence and treatment of mental
disorders in Tiirkiye.

Method: A nationally representative random household sample of 1,790 adults were interviewed face to face in 2020, using the DSM-5 version of
the Composite International Diagnostic Interview (CIDI-5). Twelve-month prevalence of anxiety, mood, and externalizing disorders were assessed
along with disorder-specific treatment, sector of care, minimally adequate treatment (MAT), and socio-demographic correlates.

Results: As detailed in a previous report, twelve-month prevalence of any DSM-5 disorder assessed in this study was 23.9%, with anxiety (17.2%)
and mood (12.4%) disorders most common. Only 20.9% of individuals with a disorder received any treatment, most from the mental health
specialty sector (17.4%). Among treated cases, 31.7% met criteria for MAT, resulting in 6.6% (i. e., 20.9% x 31.7%) of cases receiving MAT.
Treatment rates increased with disorder severity, but MAT among the treated did not increase with severity. Being female, and previously married
were associated with significantly elevated rates of treatment, while the never married had a significantly reduced rate of treatment.

Conclusion: One in five people with mental disorders in Tiirkiye receive some form of treatment; even fewer receive treatment that meets the criteria
of being at least minimally adequate. These findings highlight the need to strengthen mental health service coverage, integrate mental health into
primary care, and reduce sociodemographic inequalities.
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INTRODUCTION driven by population growth and aging, has resulted

in significant economic and social burdens on society

Mental disorders affect 20-25% of individuals in most (Chisholm et al. 2016; Whiteford et al. 2013). Even though
countries in a year and up to 50% of individuals at some  there are now evidence-based treatments for many mental
point in their lifetime (McGrath et al. 2023). The growing  disorders (Cuijpers et al. 2024), rates of access to mental
numbers of these disorders worldwide, which is largely  health care remain low across the globe. More than 30 years
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ago, Goldberg & Huxley (1992) described the pathways to
care for mental disorders, making it clear that contacting a
healthcare professional did not guarantee that the patient
would receive effective treatment. Subsequent research
provided confirming empirical evidence that effective
treatment is not always provided to individuals who seek
care for common mental health problems (Thornicroft et al.
2017; Wang et al. 2007). This is true because some patients
who obtain treatment for mental disorders discontinue
prematurely (Benjet et al. 2022; de Haan et al. 2013;
Ferndndez et al. 2021), while others who continue care fail
to receive treatment that meets a basic threshold of intensity
or quality (Moitra et al. 2022; Santomauro et al. 2024).
More recent World Mental Health (WMH-S) Survey
reports described key transitions in this “cascade,” including
predictors of problem recognition (Harris et al. 2025), of
barriers to initial contact with the treatment system among
those with problem recognition (Viana et al. 2025), and of
obtaining treatment that is of adequate quality (Stein et al.
2025; Pozuelo et al. 2025).

Research on the pathways to care for mental health problems
in Turkiye is limited. Although there are several published
studies reporting rates of treatment by different types of service
providers (caregivers), none of them has data on the general
population. Two studies that focused on gender differences
in access to mental health services showed that although
women were more likely than men to seek psychological help
in general, women with severe mental disorders faced more
barriers to receiving care than men (Giiney et al. 2024; Aktas
and Ayhan 2025). Studies reporting on the pathways to care
typically focus on psychiatry outpatients. For example, in a
study where psychiatry outpatients contacting seven psychiatry
clinics in Ankara were asked about the pathways they took to
reach the psychiatry clinic, Kili¢ et al. (1994) showed that
half of all respondents contacted a mental health professional
(a psychologist or a psychiatrist) directly. The second most
common contact (42%) was reported to be through referrals
from other medical specialists (i.e., neurologist, internist);
transitions in contact from primary care doctors or traditional
healers was much lower. Similarly, a study on 2007 survivors
of the 1999 Marmara earthquake found that direct contact
with a psychiatrist or psychologist was the most preferred
route to care for those with psychological problems (Kili¢
2008). On the other hand, in another study conducted in
Eastern Tiirkiye (Kirpinar et al. 1994), the major point of first
contact was other specialists (43.2%), followed by primary
care doctors (23.5%); direct first contact with psychiatrists
was reported only by 18.6%. Contact with religious healers
was low (14.7%); though it was much higher than in other
studies conducted in western (more affluent) regions of
Tiirkiye. The only study with data on a national level was the
first psychiatric epidemiology study conducted in 1995 on a
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random household sample of 7,479 adults (Kilig 1998). The
rate of contact with any healthcare professional in the last year
in that study was 13.8% among those with one or more ICD-
10 mental disorders. The highest rate of contact was among
those with panic disorder (34.5%) and OCD (32.4%) and
the lowest were among those with alcohol dependence, pain
disorder, social and specific phobia (between 10.2-16.5%).
Depression and dysthymia scored in-between, around 27%.
In general, the most preferred point of first contact was the
psychiatrist (44.4%), followed by other specialist doctors
(27.2%) (e.g., neurologists, internists, etc.); primary care
doctor was less popular (22.2%). Finally, the preference for
religious healers as the first point of contact was quite low
(3.6%). Unfortunately, that study did not assess the quality
of treatment received. Nor did it, or any of the other studies
reviewed above, obtain data on the unknown number of
people with clinically significant symptoms who did not
receive a psychiatric diagnosis and failed to obtain treatment.

The currentarticle presents data on patterns and correlates of
mental disorder treatment in Tiirkiye based on a nationally
representative sample of the general population. This allows
us to estimate the proportion of people with disorders who
fail to obtain any type of treatment as well as to study the
predictors of treatment and treatment quality. These issues
are especially relevant as natural disasters (Basoglu et al.
2004; Boztas et al. 2019; Kili¢c and Ulusoy, 2003), forced
migration due to the civil war in Syria (Kaya et al. 2019), and
other social or economic stressors have placed substantial
socioeconomic strain on the nation. Results published
separately from the new national survey we report on here
show that nearly one in four adults in Tirkiye meet criteria
for a twelve-month DSM-5 disorder, often of high severity
and multimorbidity (Kilig et al., 2026). This underscores
a significant and growing mental health burden -especially
of vulnerable groups such as women, young adults, and
individuals with lower socioeconomic status. This is true
despite previous and ongoing efforts to strengthen Tiirkiye’s
mental health system such as the 2011 National Mental
Health Action Plan to promote a community-based model
of care and restructure the health system by replacing
primary care clinics with family doctors (Ocek et al. 2014)
and the more recent introduction of innovative service
models like Community Mental Health Centers (CMHCs)
and Healthy Life Centers that have been established in
several city centers aimed at providing care for both severe
and common mental disorders.

Major questions remain about whether these models deliver
effective treatment, a challenge observed globally (Wang et
al. 2007, Thornicroft et al. 2017). Despite efforts to expand
the mental health workforce, evidence on the proportion of
people with these disorders who are treated at all and the
quality of the treatment received in Tiirkiye remains limited.
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The previous nationally representative population-based
survey, carried out more than two decades ago (Kilig 1998),
point to a large treatment gap in providing care to those with
mental disorders. On the other hand, the findings of that
study have not been updated.

The current study aims to fill this knowledge gap, using
data from a new nationally representative general population
household survey in Tiirkiye that assessed the prevalence and
treatment rates of mental disorders in the Turkish household
population. We present data on the twelve-month prevalence
of service utilization (overall and by type of service sector),
the adequacy of treatment, as well as basic sociodemographic
correlates of contact with different types of services. Rigorous
evaluation of these treatment patterns will not only strengthen
the existing infrastructure but also could help inform the next
generation of mental health reforms and policy initiatives in
Tiirkiye.

METHOD
Sample

The 2020 Turkish World Mental Health (WMH) survey
sample was based on a stratified, clustered, multistage
probability design targeting adults aged 18 or older residing
in Turkish households. The Turkish Statistical Institute
(TURKSTAT) drew the sample from its February 2019
enumeration of all 24,038,158 address-based households in
the country. TURKSTAT divided the population for this
purpose into clusters of 100 households. A probability sample
of 350 clusters was selected, stratified across the 12 economic
regions of the country. From each cluster, 20 households were
randomly selected (i.e., 350x20=7,000 households), yielding
the target survey sample. The goal was to interview one
randomly selected adult from each chosen household without
replacement.

A minimum of 10 visits was made to each houschold
before classifying the household as “non-contact”. The
eligible residents were enumerated, and the interview was
conducted with a random eligible resident, selected by the
tablet. Only Turkish citizens aged 18 years or older were
eligible. As required by the exclusion criteria, 12 respondents
with a mental illness severe enough to hinder participation
(e.g., dementia, intellectual disability, psychosis), 13 with a
physical illness severe enough to hinder participation (e.g.,
severe frailty, hearing or speech impairments), and 27 who
were unable to speak Turkish were excluded. A further 16
respondents, for whom no explanation was given for their
ineligibility, were excluded as well (a total of 68 people).
Notably, only a very small minority (estimated at less than
1%) of Turkish citizens is unable to speak Turkish; Turkish
is either their primary language (approximately 90%) or a

second language acquired through public schooling. After
enumerating all household residents and entering eligibility
information provided by a household informant into a tablet,
the software randomly selected the target respondent from
among all eligible residents. The final response rate outcomes
are explained below in the Results section.

Field Procedures

Interviews were carried out by trained lay interviewers who
completed the standard WMH interviewer training program
(Kessler et al. 2018) and passed a test involving completing
practice interviews to confirm proficiency in administration.
The WMH Composite International Diagnostic Interview
(CIDI-5) was conducted using tablets. Standardized remote
quality control monitoring was conducted using sample
managementand field quality software linked to computerized
interview scripts (Pennell et al. 2008). Supervisors conducted
follow-up assessments with probability subsamples of
respondents, repeating selected key questions to check
interviewer accuracy. A WMH protocol was also applied to
data cleaning and coding.

Measures

Overview: Diagnostic assessments were made using the
CIDI-5, which is a clinically validated structured diagnostic
interview administered by lay interviewers. Developed
initially to make diagnoses according to the definitions
and criteria of both the DSM-IV and ICD-10 diagnostic
systems, the CIDI was subsequently updated for DSM-
5. The DSM-5 version was used in the current study and
diagnostic results are presented using DSM-5 criteria.
Blinded clinical reappraisal studies carried out in Asia
(Ghimire et al. 2013; Lu et al. 2015), Europe (Haro et al.
20006), Latin America (Montoya Gonzalez et al. 2016), the
Middle East (Kessler et al. 2020), and the US (Kessler et
al. 2004) found consistently good concordance between
diagnoses based on the CIDI and those based on blinded
gold standard clinical diagnostic interviews using DSM-
IV criteria (First et al. 2002). Although the WMH survey
in Qatar (Khaled et al. 2024) has been the only one so far
to evaluate concordance of CIDI diagnoses with clinical
diagnoses using DSM-5 criteria, concordance was found to
be generally good using the SCID for DSM-5 as the gold
standard (AUCs range from 0.67 for mania/hypomania to
0.81 for PTSD) (Khaled et al. 2024).

Disorders: We report here twelve-month prevalence and
treatment characteristics of seven twelve-month DSM-5
anxiety disorders (generalized anxiety disorder [GAD], panic
disorder [PD], agoraphobia [AGO], specific phobia [SP],
social anxiety disorder [SAD], post-traumatic stress disorder
[PTSD], and obsessive-compulsive and related disorders



[OCRD]), three mood disorders (major depressive disorder
[MDD], persistent depressive disorder [PDD], and bipolar
spectrum disorder [BSD], which included either bipolar
I disorder, bipolar II disorder, or subthreshold bipolar
disorder); and three externalizing disorders (intermittent
explosive disorder [IED], alcohol use disorder [AUD], and
substance use disorder [SUD]). Although DSM-5 reclassified
PTSD and OCRD into separate diagnostic categories, we
maintained their grouping under anxiety disorders to ensure
consistency for comparisons with other WMH surveys using
prior DSM-1V classifications. Severity was categorized with a
three-tier distinction among severe, moderate, and mild cases
used for many years in the WMH Surveys (See Methodology
appendix for details). DSM-5 organic exclusion rules were
not applied in making diagnoses. Diagnostic hierarchy rules
were not applied other than for MDD and PDD with BSD.

Treatment: Respondents were asked if they ever obtained
treatment at least once in the past year for problems with
their “emotions, nerves, mental health, or use of alcohol
or drugs”. Summary measures of twelve-month treatment
were created separately for the healthcare sector and the
non-healthcare sector. Healthcare sector treatment was
further divided into treatment in the mental health specialty
sector (psychiatrists and psychologists) and the general
medical sector (non-psychiatrist physicians or primary care
doctors). Non-healthcare sector was classified into human
services professionals (including religious healers or spiritual
advisors) and complementary/alternative medicine providers
(including internet use, self-help groups, any other healer,
and other alternative therapy); and the number of visits
to each. Twelve-month prevalent cases were asked if they
received treatment for each specific disorder in the past year,
distinguishing within-respondent differences in treatment of
comorbid disorders.

Adequacy of treatment: Based on the definition established
in prior WMH surveys (Wang et al. 2005, 2007) and used
extensively thereafter (Alonso et al. 2018, Degenhardt et al.
2017, Thornicroftetal. 2017), we defined minimally adequate
treatment (MAT) during the previous 12 months as having
either: a) at least one mental health-related hospitalization;
or b) using medication and four or more outpatient visits
for treatment with a mental health or general medical
professional; or ¢) five or more internet-based mental health
support visits; or d) eight or more visits with a talk therapist,
a human-services provider, or a self-help group. Although this
definition is somewhat broader than in published treatment
guidelines, it allows us to obtain conservative estimates of
minimally adequate treatment across sectors.

Sociodemographic  characteristics:
correlates of respondents considered here include sex, age

(18-34, 35-49, 50-64, 65+), marital status (married, never

married, previously married), employment status (working

Sociodemographic
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versus all others), educational attainment, and family income.
Educational attainment and income were both classified
into four levels. For education, these were low (primary
education or below), low-average (secondary education or
post-secondary diploma), high-average (associate degree or
bachelor’s degree), and high (master’s degree or above). For
income they were low (less than half the sample median), low-
average (up to the median), high-average (up to two times the
median) and high (more than two times the median).

We used the TRAPD (Translation, Review, Adjudication,
Pretesting, and Documentation) method stipulated by
WMH to adapt the CIDI to Turkish (Harkness et al. 2008)
(See Methodology_appendix for details). TRAPD reduces
the errors in cultural adaptation that can occur when using
the conventional translation and back-translation method
(Brislin, 1986) by having multiple translators from different
professional backgrounds carry out independent translations
and then come together to discuss and reconcile differences
using cognitive interviewing techniques such as thinking
aloud and paraphrasing (Walde and Vollm 2023).

Analysis Methods

A series of weights was applied to the data before analysis:
1) a weight at the cluster level to adjust for between-
cluster variation in response rates; 2) a second weight at the
respondent level to adjust for differential within-household
probability of selection due to only one interview being
carried out in each household regardless of the number of
eligible household residents; 3) a post-stratification weight
applied to the doubly-weighted respondent-level data to
adjust for discrepancies between the sample and the 2019
Census population on the joint distributions of age, sex, and
region (Kott 2015). We estimated twelve-month prevalence,
treatment characteristics, and severity with these triply
weighted data. Sociodemographic correlates of treatment
and adequacy of treatment were then examined using logistic
regression analysis. Standard errors of estimates were obtained
using the Taylor series linearization method implemented in
SAS version 9.4 (SAS Institute Inc. 2013). Logits and their
95% confidence intervals (Cls) were exponentiated to produce
odds ratios (ORs) and design-based 95% Cls. Multivariable
significance tests of predictor sets were made using Wald ¢?
tests with Taylor series design-based coefficient variance-
covariance matrices. All significance tests were evaluated at
0=0.05 level with two-sided tests.

Role of Funding Sources

This survey was conducted with financial support from
the Turkish Ministry of Health, while the design and
implementation of the study were coordinated and supervised
by the WMH Surveys Initiative. The funders of the study
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had no role in the design or conduct of the study; collection,
management, analysis, or interpretation of the data;
preparation, review, or approval of the manuscript; or the
decision to submit the manuscript for publication.

RESULTS

Response Rate and Sample Characteristics

The survey start date was October 16, 2019. Fieldwork was
terminated five months later, on March 17, 2020, when travel
restrictions were implemented by the Turkish government in
response to the COVID-19 pandemic. Contacts were made
with 4,067 households and 2,374 respondents completed
interviews as of that date, for a household contact rate
of 58.1% (4,067/7,000), a cooperation rate of 58.4%
(2,374/4,067), and a response rate of 33.9% (2,374/7,000).
Quality control review resulted in 1,790 of the interviews
being accepted, with the others flagged for recontact to
obtain additional information. It was not possible to make
those recontacts, though, due to the stricc COVID-19
restrictions imposed at the time fieldwork ended, resulting
in only the 1,790 completed interviews being included in
our analysis. The modified survey cooperation and response
rates based on this decision were 44.0% (1,790/4,067) and
25.6% (1,790/7,000). The weighted sample was 49.5%
female and had a median (inter-quartile range) age of 40

(28-54).

Treatment Estimates

Prevalence: As reported previously (Kilic et al. 2026; in
press), the twelve-month prevalence estimate of any DSM-5/
CIDI disorder assessed in the study was 23.9%, with anxiety
disorders (17.2%) the most common, followed by mood
disorders (12.4%) and externalizing disorders (2.2%) (Table
1). The three disorders with highest estimated twelve-month
prevalence were PTSD (9.8%), MDD (7.1%), and OCRD
(6.3%). 13.9% of respondents met criteria for exactly one
twelve-month disorder, 5.2% two, and 4.8% three or more.

Treatment: Among those with any DSM-5/CIDI twelve-
month disorder, 20.9% reported receiving some type of
treatment (Table 1, last column). This compares to a 5.9%
treatment rate among respondents who did not meet criteria
for a twelve-month disorder (Table 1, last column). Notably,
twelve-month treatment rates varied across disorders: among
the disorders that had enough respondents for analysis,
the highest rate was for GAD (34.5%), followed by MDD
(29.0%), PDD (27.8%), and PTSD (24.2%). Almost one
sixth of people with a twelve-month disorder (17.4%) sought
care from a mental health specialist sector (Table 1, column
MHS), while smaller proportions consulted a general medical

professional (1.8%) or human services sector (4.1%) (column

GM and HS).

Proportional treatment in the mental health specialty (Table
1, column MHS) sector was highest for mood disorders
(22.0%), followed by anxiety disorders (19.2%) and
externalizing disorders (14.0%); among mood disorders,
the estimated treatment rates were the highest for MDD
at 26.2%, followed by 24.1% for PDD and 15.7% for
BSD. There was also a monotonic association between
the number of anytwelve-month disorders and treatment
provided by the mental health specialist sector. In addition,
4.0% of respondents with none of the disorders assessed in
the survey received treatment from the mental health sector,
compared to 13.9% with one disorder, 18.1% with two,
and 27.1% with three or more. The data was too sparse to
examine the distribution of treatment by disorder across the
other sectors.

Treatment Characteristics

Adequacy: The above results focused only on receiving any
treatment regardless of intensity. However, even the most
liberal treatment guidelines require more than a single
visit to consider the treatment at least minimally adequate.
Among those with any twelve-month disorder assessed in this
study who received treatment, 31.7% qualified as receiving
minimally adequate treatment (MAT) (Table 2). However,
if we instead look at all individuals with twelve-month
disorders in the survey regardless of whether they received any
treatment, only 6.6% of all individuals with a twelve-month
disorder received MAT (Table 2, column MAT).

We did not see much variation in proportional treatment
adequacy across broad classes of disorders, as the prevalence
of MAT among the treated was similar for mood disorders
(8.4%), anxiety disorders (8.3%), and externalizing disorders
(7.6%). Instead, greater variation was observed based on the
respondent’s number of disorders (4.6%-11.9%). Within
mood disorders, PDD was most likely to receive MAT
(10.6%) followed by MDD (9.6%) and BSD (5.6%). Among
anxiety disorders, GAD had the highest MAT rate (18.1%),
compared with 8.8% for OCD and OC-related disorders and
7.4% for PCL-SC PTSD. The data are too sparse to examine
treatment adequacy on a sector-by-sector basis.

Severity: Although the data are to sparse to examine
associations of severity with treatment for individual
disorders, this can be done for broader disorder categories.
Rates of any treatment were the highest among those with
severe diagnoses (30.5%), followed by moderate (20.2%) and
mild (8.9%) cases (Table 3). This difference was also observed
among those who contacted the mental health specialty sector
(F=18.3, p=0.005), where 25.9% of severe cases, 16.7% of

moderate cases, and 6.8% of mild cases received treatment.
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Table 1. Twelve-month treatment of DSM-5 disorders in the WMH Tiirkiye survey (n=1,790) *

Prevalence Healthcare treatment Non-healthcare treatment Any treatment
12-month disorder MHS GM Any HS CAM Any
% (SE) % (SE) % (SE) %(SE) % (SE) % (SE) % (SE) % (SE)
I. Anxiety disorders
Panic disorder 0.8 (0.2)
Generalized anxiety disorder 3.0 (0.7) 28.1 (12.4) 32.3 (13.9) 34.5 (13.4)
Specific phobia 2.5 (0.4)
Agoraphobia 0.3 (0.1)
Social anxiety disorder 0.9 (0.3)
Post-traumatic stress disorder 9.8 (1.0) 20.5 (4.1) 22334 3.9(1.6 3.9 (1.6) 24.2 (4.3)
OCD and OC-related 6.3 (1.3) 16.2 (3.5) 16.6 (3.3) 7.2 (3.5) 19.9 (4.5)
Any anxiety disorder 17.2 (1.0) 19.2 (3.5) 2.1 (0.9) 20.9 (3.3) 5.4 (2.5) 6.0 (2.5) 23.6 (3.8)
II. Mood disorders
Major depressive disorder 7.1 (0.8) 26.2 (6.4) 28.8 (6.8) 29.0 (6.9)
Persistent depressive disorder 6.1 (0.6) 24.1 (5.3) 27.8 (5.3) 2.6 (0.5) 27.8 (5.3)
Bipolar spectrum disorder 2.8 (0.3) 15.7 (5.4) 18.2 (6.7) 21.9 (5.5)
Any mood disorder 12.4 (1.2) 22.0 (5.1) 3.1(1.2) 24.6 (5.7) 4.2 (1.7) 25.6 (5.4)
IIL. Externalizing disorders
Intermittent explosive disorder 1.2 (0.4)
Alcohol use disorder 0.9 (0.3)
Substance use disorder 0.2 (0.1)
Any externalizing disorder 2.2(0.5) 14.0 (2.7) 14.0 (2.7) 15.3 (7.2) 21.6 (6.1)
IV. Total
Any mental disorder (n=420) 23.9 (1.3) 17.4 (3.0) 1.8 (0.6) 18.9 (3.0) 4.1(1.9) 4.8 (1.7) 20.9 (3.3)
No mental disorder 76.1 (1.3) 4.0 (0.4) 0.9 (0.2) 4.7 (0.5) 1.4 (0.3) 0.4(0.2) 1.8 (0.4) 5.9 (0.6)
One disorder 13.9 (0.6) 13.9 (2.3) 0.9 (0.2) 14.5 (2.4) 4.1 (2.0 16.7 (3.4)
Two disorders 5.2 (0.6) 18.1 (5.4) 20.5 (4.6) 20.5 (4.6)
Three or more disorders 4.8 (0.6) 27.1(7.8) 30.2 (8.0) 8.6 (4.0) 33.8 (7.4)
Total sample (n=1,790) 100.0 7.2 (0.9) 1.1 (0.3) 8.1(0.9  2.1(0.6) 05(0.2) 2.5 (0.6) 9.5 (1.1)

SE: standard error; MHS: mental health specialty; GM: general medical; HS: human services; CAM: complementary alternative medicine; OCD and OC-related includes obsessive-
compulsive disorder, excoriation (skin-picking disorder), trichotillomania (hair-pulling disorder), hoarding disorder, and body dysmorphic disorder (dysmorphophobia); bipolar spectrum

disorder includes bipolar disorder I/1I/sub.
* Prevalence (P) are reported only if P-2.
* SE 20 and denominator >30.

However, this difference was not significant among those
contacting the general medical sector (F=4.4, p=0.08) and
no comparable pattern was found among those contacting
the non-healthcare sector (F=2.8, p=0.15), where individuals
with moderate diagnoses (6.2%) were slightly more likely to
receive care as those with severe diagnoses (4.8%).

Of note, the probability of treatment being at least minimally
adequate was not associated significantly with disorder severity
among individuals who received any twelve-month treatment

(F=0.8, p=0.40). Among those who received any twelve-
month treatment, 38.4% of people with a severe diagnosis
had treatment that met MAT criteria, compared with 22.7%
of those with moderate diagnoses. The number treated with
mild diagnoses was too small to estimate proportional MAT.
When considering all respondents, only 11.7% of those
with severe diagnoses were treated and 4.6% of those with
moderate diagnoses who received treatment had treatment
that met MAT criteria.
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Table 2. Minimally adequate twelve-month treatment of DSM-5 disorders among all cases and among those with treatment in the World Mental Health Tiirkiye

study®

Among all cases® Healthcare treatment Non-healthcare treatment* Any treatment*

%(SE) MHS %(SE) | GM %(SE) | Any %(SE) | HS %(SE) | CAM %(SE) | Any %(SE) %(SE)

L. Anxiety disorders
Panic disorder
Generalized anxiety disorder 18.1 (8.7)
Specific phobia
Agoraphobia
Social anxiety disorder
Post-traumatic stress disorder 7.4 (2.4) 29.2 (10.9) 29.2 (10.7) 30.4 (7.7)
OCD and OC-related 8.8 (3.0)
Any anxiety disorder 8.3 (2.1) 37.2(7.9) 37.5(7.8) 35.3 (5.6)
II. Mood disorders
Major depressive disorder 9.6 (2.1) 35.0 (6.1) 33.2(7.8) 32.9(7.7)
Persistent depressive disorder 10.6 (2.6) 38.1 (13.6) 38.1 (13.6)
Bipolar spectrum disorder 5.6 (2.2)
Any mood disorder 8.4 (1.8) 34.7 (7.3) 34.2 (8.6) 32.9 (7.4)
III. Externalizing disorders
Intermittent explosive disorder
Alcohol use disorder
Substance use disorder
Any externalizing disorder 7.6 (1.9)
IV. Total
Any mental disorder (n=420) 6.6 (1.1) 33.1(5.3) 33.3(5.8) 31.7 (3.7)
One disorder 4.6 (1.0) 27.4 (8.6) 27.6 (7.6) 27.5 (6.0)
Two disorders
Three or more disorders 11.9 (3.9)
Total sample (n=1, 790) ¢ 2.9 (0.4) 33.7 (5.3) 34.2 (4.2) 23.3 (8.1) 22.3 (5.7) 30.1 (3.2)
(n) (1790) (140) (25) (159) (33) (8) (40) (181)

SE: standard error; MHS: mental health specialty; GM: general medical; HS: human services; CAM: complementary alternative medicine; OCD and OC-related includes obsessive-
compulsive disorder, excoriation (skin-picking disorder), trichotillomania (hair-pulling disorder), hoarding disorder, and body dysmorphic disorder (dysmorphophobia); bipolar spectrum
disorder includes bipolar disorder I/II/sub; MAT: the minimal adequate treatment received from any type of treatment.

aPrevalence (P) are reported only if P - 2*SE >0 and denominator >30.
bMAT among each disorder listed in the corresponding row.

c¢MAT among each disorder (row) who received any treatment of the specific type (column).

dThe “Total sample (n=1,790)” row presents overall MAT rates for the full sample, as well as MAT rates for those who received each type of treatment.

Sociodemographic Correlates

After controlling for severity, number and type of diagnosis,
examination of each sociodemographic factor individually
showed that women were more likely than men to receive
treatment and that individuals who were separated, widowed,
or divorced were more likely to receive treatment than those

who were married (Table 4). In contrast, individuals who

had never married had significantly lower treatment rates
than those who were married. There was a nonmonotonic
association between age and likelihood of receiving treatment,
with the highest OR for the next to oldest age group.
Additionally, individuals with lower levels of education were
more likely to receive treatment. The data were too sparce to
study multivariable associations or predictors of MAT in the
subsample of respondents who received treatment.
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Table 3. Twelve-month treatment by disorder severity and sector in the World Mental Health Tiirkiye study®

Severe Moderate Mild None Any severity F

%(SE) %(SE) %(SE) %(SE) %(SE) (p-value) ®
I: Any treatment
Mental Health Specialty 25.9 (5.0) 16.7 (3.5) 6.8 (2.7) 4.0 (0.4) 17.4 (3.0) 18.3 (0.005)*
General Medical 4.3 (1.9) 0.8 (0.2) 0.9 (0.2) 1.8 (0.6) 4.4 (0.08)
Any Healthcare 29.4 (5.4) 17.5 (3.6) 6.8 (2.7) 4.7 (0.5) 18.9 (3.0) 20.1 (0.004)*
Any Non-healthcare 4.8 (1.9) 6.2 (3.0) 1.8 (0.4) 4.8 (1.7) 2.8 (0.15)
Any Treatment 30.5 (5.3) 20.2 (4.4) 8.9 (2.7) 5.9 (0.6) 20.9 (3.3) 18.8 (0.005)*
(n) (144) (171) (105) (1,370) (420)
II: MAT among the treated
Mental Health Specialty 40.3 (7.9) 34.7 (7.5) 33.1 (5.3) 0.1 (0.83)
General Medical
Any Healthcare 39.8 (9.8) 21.6 (7.6) 35.4 (4.3) 33.3 (5.8) 0.1 (0.74)
Any Non-healthcare
Any Treatment 38.4 (8.6) 22.7 (6.1) 28.2(3.9) 31.7 (3.7) 0.8 (0.40)
(n) (43) (35) (12) 1) (90)
III: MAT
Mental Health Specialty 10.4 (2.8) 1.4 (0.4) 5.8 (1.3) 11.0 (0.016)*
General Medical
Any Healthcare 11.7 (3.0) 3.8 (1.6) 1.7 (0.3) 6.3 (1.2) 11.9 (0.014)*
Any Non-healthcare 3.3 (1.5) 2.2 (1.0)
Any Treatment 11.7 (3.0) 4.6 (1.7) 1.7 (0.3) 6.6 (1.1) 14.9 (0.008)*
(n) (144) (171) (105) (1,370) (420)

MAT: the minimal adequate treatment received from any type of treatment.
* Prevalence (P) are reported only if P-2.
* SE 20 and denominator >30.

> F (p-value): Wald F-statistic and p-value for the association between receiving treatment and the severity (None vs. Any Severity). F tests are not reported if “None” and/or “Any
Severity” are suppressed. All F tests used 1 and 6 degrees of freedom for the numerator and denominator, respectively. F test interpretation: Section I compares disorder severity across
treatment types. Section II compares disorder severity within each treatment subsample for receipt of minimally adequate treatment (MAT). Section III compares disorder severity for

those receiving both treatment and MAT.
* Significant at the 0.05 level, two-sided test.

DISCUSSION

This study presents data on twelve-month treatment rates
of common mental disorders in Tiirkiye from the recently
completed Turkish WMH survey. Overall, only 20.9%
of adults meeting criteria for at least one mental disorder
in the past year received treatment. This rate is lower than
estimates from WMH surveys in other countries with levels
of economic development comparable to Tirkiye (e.g.,
Wang et al. 2007, Borges et al. 2019, Cia et al. 2019). For
comparison, the 20.9% treatment rate in Turkiye is below
the mean of 29.0% reported across 25 countries (Evans-
Lacko et al. 2018). What's more important and alarming is
the difference in severe cases. Among Turkish respondents
with severe twelve-month disorders (except psychoses and
dementia), only 30.5% received treatment, considerably
lower than the median of about 50% across other WMH
surveys in high-income countries, which ranged between
40.6% in Germany to 62.1% in Belgium (Wang et al. 2007).
The only high-income country with comparable (and low)

rates of treatment (24.2%) was Japan (Nishi et al, 2019).
Although overall treatment contact in Tiirkiye seems to have
increased compared to the rates of 30 years ago (Kilic 1998),
this increase is not marked in the contact rates for individual
disorders. These findings indicate a high level of unmet need
for treatment in Tiirkiye and underscore the importance of
updated policies and mental health interventions to reduce
treatment barriers and increase treatment access.

Most treatment in our Turkish sample occurred in the mental
health specialist sector, whereas in most countries the general
medical sector serves as the largest source of mental health
services (Wang et al. 2007). This tendency for the majority
of those in need to contact MH services directly has been
referred to as the ‘American bypass’ in the literature (Goldberg
and Huxley 1992) and used to emphasize the differences in
services use patterns between European countries and the US.
The pattern of contact with mental health services in Tiirkiye
shows more similarity to those in the U. S than those in the
European countries. Even though Tirkiye has attempted
to broaden access to services by restructuring its primary
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Table 4. Univariable socio-demographic correlates of twelve-month
treatment in the World Mental Health Tiirkiye study*

MAT among any
Any treatment treatment MAT
OR OR OR

(95% CI) (95% CI) (95% CI)
Sex
Female 2.0 (1.5-2.8)* 1.1 (0.4-2.9) 1.6 (0.7-3.7)
Male 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
%1 (p-value) 18.2 (<0.001)* 0.0 (0.88) 1.5 (0.22)
Age (years)
18-34 0.9 (0.3-2.8) 0.4 (0.1-1.9) 0.6 (0.1-3.0)
35-49 1.5 (0.6-4.0) 0.3 (0.1-1.6) 0.8 (0.2-3.5)
50-64 2.2 (1.0-4.6)* 0.2 (0.0-1.9) 1.0 (0.2-4.7)
65 and above 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
%3 (p-value) 23.9 (<0.001)* 2.3 (0.52) 7.1 (0.07)
Educationb
Low 1.7 (1.0-2.9)* 0.5 (0.1-2.0) 1.2 (0.6-2.2)
Low average 0.9 (0.6-1.4) 0.2 (0.0-1.7) 0.4 (0.1-1.6)
High average/High 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
%x*2 (p-value) 6.1 (0.046)* 8.8 (0.012)* 7.7 (0.022)*
Income®
Low 1.0 (0.6-1.6) 0.5 (0.1-2.6) 0.6 (0.2-2.4)
Low average 0.7 (0.5-1.0) 1.0 (0.2-5.6) 0.7 (0.3-1.8)
High average 0.9 (0.5-1.6) 0.5 (0.0-6.1) 0.5 (0.1-2.3)
High 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
%*3 (p-value) 3.5(0.32) 1.8 (0.61) 1.0 (0.79)
Employment status
Others 1.3 (0.6-2.6) 1.3 (0.7-2.6) 1.5 (0.5-4.0)
Working 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
x*1 (p-value) 0.5 (0.47) 0.8 (0.38) 0.6 (0.44)
Marital status
Never married 0.6 (0.3-1.0)* 2.9 (1.3-6.7)* 1.1 (0.5-2.5)
Separated/ 1.8 (1.1-2.9)* 1.8 (0.5-6.0) 2.0 (0.6-6.8)
Widowed/Divorced
Married 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)
%?2 (p-value) 6.7 (0.035)* 12.0 (0.002)* 2.9 (0.24)
(n) (1,790) (181) (1,790)

OR: odds ratio; Cl: confidence interval. Ref: the reference category. MAT: the minimal
adequate treatment received from any type of treatment.

a Models were adjusted for the following twelve-month disorders (panic disorder,
generalized anxiety disorder, specific phobia, agoraphobia, social anxiety disorder,
PTSD, OCD and OC-related, major depressive disorder, persistent depressive disorder,
bipolar disorder spectrum, intermittent explosive disorder, alcohol use disorder and
substance use disorder) as well as number of twelve-month disorders (indicators for 2
disorders and 3+ disorders), and severity of disorders (indicators for moderate and
severe).

b Educational attainment and income were both classified into four levels. For
education, these were low (primary education or below), low-average (secondary
education or post-secondary diploma), high-average (associate degree or bachelor’s
degree), and high (master’s degree or above). High-average and high were combined to
improve statistical power. For income they were low (less than half the sample median),
low-average (up to the median), high-average (up to two times the median) and high
(more than two times the median).

*Significant at the 0.05 level, two-sided test.

care system, psychiatrists and mental health professionals
still represent the first point of contact for most mental
health concerns. This pattern may reflect patient preference
for specialized care made possible by a high mental health
literacy on one hand; and limited integration of mental health
services within primary care settings, on the other. Patients
with comorbid psychiatric disorders were also more likely to
receive specialist treatment from mental health professionals,
potentially reflecting greater perceived or clinical need.
Nevertheless, the fact that a large share remains untreated
highlights persistent treatment gaps in Tiirkiye, even among
those with more complex mental health profiles.

Among patients with a twelve-month disorder who received
any treatment, around one third (31.7%) received MAT,
using our conservative (low) threshold for MAT. Even though
the likelihood of receiving adequate treatment appeared to
increase with the number of disorders in our total sample,
the overall proportion remained relatively low. There was a
positive association between disorder severity and probability
of treatment occurrence, which is consistent with other
WMH surveys (Borges et al. 2019, Cia et al. 2019). This
pattern suggests that individuals who present with more
serious mental health symptoms may be more motivated
to seek treatment. These findings indicate that a majority
of Turkish patients receive treatment that may fall short of
minimum standards defined in the WMH Surveys. Most
outpatient mental health services in Turkiye are provided
at hospitals affiliated with the Ministry of Health and are
carried out through a centralized appointment system.
There is no clear distinction between psychiatry and other
specialist examinations in terms of the time allocated per
appointment. The short duration of examinations may be a
factor that reduces the motivation of patients making their
first visit to continue treatment. Increasing time allocated for
psychiatric examinations, strengthening clinical guidelines,
expanding workforce capacity, and improving the integration
of mental health services across care levels could help enhance
treatment adequacy and outcomes in Tirkiye. Also, a small
proportion of respondents (5.9%) received treatment despite
not meeting criteria for any DSM-5/CIDI disorder. This
finding is consistent with other WMH surveys (Ishikawa et
al. 2018, Borges et al. 2019, Cia et al. 2019), where treated
twelve-month non-cases may reflect individuals with remitted
disorders who are receiving maintenance medication, receiving
follow-up for relapse prevention, and a small number of cases
with subthreshold symptoms that are not assessed in the
WMH surveys (Druss et al. 2007, Bruffaerts et al. 2015).
Another possibility is that these individuals may have sought
treatment for a mental health problem that is not assessed in
our survey (i. e. psychotic disorders).

Although, as expected, more severe or comorbid cases were
more likely to get any treatment, severity did not correlate



with MAT among individuals who received any treatment.
The absence of a significant association between the
probability of treatment being at least minimally adequate
and disorder severity could be a reflection of the measure
of responsiveness of the treatment system to variation in
need for services among patients. In other words, while
individuals with more severe disorders are more likely
to access services, the quality or intensity of care they
receive does not necessarily correspond to the severity of
their condition. This lack of proportionality suggests that
resources in mental health services in Tirkiye should be
used in a way that better aligns with patients’ needs.

Several demographic correlates found in our study were
consistent with those found in health surveys in other
countries. For instance, women were more likely to receive
mental health treatment than men (Kessler et al. 1981, Oliver
et al. 2005, Wang et al. 2007, Cia et al. 2019, Terlizzi and
Norris 2021). Historical masculine ideology may make males
more susceptible to self-stigma surrounding seeking help for
mental health problems (Smith et al. 2008, Vogel and Wade,
2009). Because different factors influence males and females
to seek help for their mental health problems (Tedstone
Doherty and Kartalova-O’Doherty, 2010), there is a need
for gender-sensitive mental health treatment and prevention
programs in Tirkiye.

Marital status also influenced the likelihood of receiving
treatment in the current study (Simon 2002, Tudiver and
Talbot 1999), where individuals who were separated, widowed,
or divorced were more likely to receive treatment than those
who were married. This is unsurprising, given that marital
dissolution can be a result of mental health problems, as well
as a source of psychological stress and relationship discord that
prompts help-seeking (Reneflot et al. 2020). However, there
was less utilization of services by never-married respondents
in the current study, which is contrary to findings in five of
the 17 other WMH Survey countries (Wang et al. 2007).
Stigma surrounding mental illness in Tiirkiye is known to
be one of the major barriers to seeking treatment (Cam and
Bilge 2013, Dikeg et al. 2020). It is quite common for young
adults to continue living with their parents in Tiirkiye; this
may have led parents to be reluctant to take their children to
a psychiatrist or psychologist due to concerns that it could
negatively affect their chances of marriage or employment.

Interestingly, we also found that individuals with lower
educational attainment were more likely to receive (any)
mental health services, though the rates of MAT were
lower than other education groups. Higher education is
typically associated with greater health literacy, awareness of
available services, and enabling resources, all of which tend
to facilitate treatment access (Lin et al. 2023). On the other
hand, low education may relate more to higher severity of
mental disorders, thus resulting in higher rates of contact
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with services. Finally, the correlation reported in univariate
analyses is not observed in multivariate analyses (not
reported), which warns us that we must interpret univariate
findings with caution. The factors leading to the decision to
seek treatment are highly diverse. That education alone does
not increase application rates is evident from the low rates
observed among healthcare professionals or medical students
(Ye et al. 2023). This indicates that health literacy can only
be effective when combined with a comprehensive health
promotion perspective.

There were some limitations to this study. First, we focused
on a limited number of treatment services and mental
disorders; findings might not generalize to variables not
included in this study. Second, although we employed
standardized diagnostic criteria, the reliance on self-reported
symptom assessments potentially makes our data susceptible
to recall and acquiescence/social desirability bias (Torvik
et al. 2012). Third, we only included Turkish citizens. The
3.5 million Syrian migrants in Tiirkiye are known to have
significant barriers to accessing mental health treatment due
to their migrant status, language barrier, cost of mental health
care, and fear of being stigmatized (Fuhr et al. 2019, Kaya
et al 2019, Kili¢ et al 2024). Although some migrants have
recently returned to their countries, the majority will remain,
and it is important to include them in future surveys. Fourth,
our data were collected just before the COVID-19 pandemic.
Our findings therefore do not reflect the mental health effects
(if any) of the pandemic on treatment rates. A study on the
use of services of psychiatric outpatients during the pandemic,
for example, concluded that the pandemic response structure
of mental health services should be modified to fit the needs
of anxiety/depression spectrum patients (Kilig et al. 2025).
Similarly, we do not know how the Turkish population was
affected by the twin-earthquakes of February 6, 2023 that
killed more than 50,000 people. Finally, some analyses lacked
statistical power because they were based on small subsamples.
The current study is limited to findings on the prevalence
and services use of DSM-5 disorders in the last twelve-month.
Findings on lifetime prevalence of DSM-5 disorders, services
use related with lifetime disorders by treatment sector; age-of-
onset distributions of DSM-5 disorders will be presented in
a separate report.

In conclusion, the current study found that only about 1
in 5 adults in Tirkiye with any DSM-5 disorder assessed in
this study received treacment within the past twelve-months,
highlighting a substantial gap in mental health service
utilization. This treatment gap underscores the urgent need
to expand access to care and address barriers that may hinder
help-secking, particularly among groups that may experience
greater stigma, such as men. It is also essential to find out
why the improvement in treatment rates over the years is not
satisfactory, despite all the efforts by the ministry of health to
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improve mental health provision. Ultimately, these findings
can contribute to the broader global mental health literature by
providing insights into the factors that influence the likelihood
that individuals seek and obtain adequate interventions.
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