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Abstract
Aim  General practitioners (GPs) play a crucial role in mental health care. Not only are they tasked with the recognition, 
but they also play a role in the treatment of mental health problems. The levels of unmet need for mental health are high 
worldwide. However, there is very little information on unmet needs for mental health in general practices. In this study we 
assess the prevalence of unmet needs subjectively and objectively and explore the role of the GP.
Subject and methods  A cross-sectional online survey was conducted with questions regarding the patient’s perspective on 
mental health treatment, obtainment of treatment and the role of the GP, and the General Health Questionnaire-12 (GHQ-12).
Results  When combining the results of the GHQ-12 with the personal perspective, a total of 21% of the participants (n=538) 
were found to be in need of mental care. Forty-four percent of the participants with a need for mental care did not receive any 
form of treatment in the past year. Half of the patients with a need for care had recently visited their GP. Both participants 
with and without an unmet need would appreciate the GP briefly asking about their mental health (69% vs. 63%, p=0.258) 
during regular consultations.
Conclusion  A significant proportion of patients in need of mental health care do not receive treatment. The GP is in a good 
position to ask about mental issues, as people with unmet needs regularly visit the GP.

Keywords  Mental health · Mental services · Public health · Screening · Unmet need · Primary care

Introduction

Mental disorders are the single largest contributor to disease 
burden worldwide, accounting for a third of the years lived 
with disability (Vigo et al. 2016). It is estimated that one 
in every four people will experience some form of mental 
health disorder in their life (Alonso et al. 2004). The path to 
treatment is not always optimal, as it is often significantly 
delayed (Bruffaerts et al. 2007; Bunting et al. 2012; Raven 

et al. 2017; Wang et al. 2007b). The delay of treatment is 
not without risks, as studies have shown that longer periods 
of untreated symptoms have a negative impact on the treat-
ment outcome (Drake et al. 2020; Ghio et al. 2015; Kisely 
et al. 2006).

General practitioners (GPs) play a crucial role in mental 
health. Not only are GPs tasked with recognition of mental 
problems, but they also play a role in the treatment (Verhaak 
et al. 2012; Wang et al. 2007a). The majority of patients with 
mental disorders are treated in primary care (Verhaak et al. 
2012; Wang et al. 2007a). However, studies have shown 
that not all mental health patients are recognized by the 
GP (Olsson et al. 2006; Sinnema et al. 2018). At the same 
time, patients do regard their GP as an independent and key 
resource in their search for help with their psychological 
problems, but they often find it difficult to talk to their GP 
about psychosocial issues (Kadam et al. 2001).

Studies have shown that the worldwide levels of unmet 
need for mental health are high (Alonso et al. 2007; Wang 
et al. 2007a). In developed countries, about half of patients 
with severe disorders do not receive any form of treatment 
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and the situation seems to be worse in less-developed coun-
tries (Alonso et al. 2007; Wang et al. 2007a). Studies regard-
ing unmet need often defined unmet need as cases of mental 
health that did not receive any treatment in a specific period. 
Although this gives a very clear picture of the magnitude of 
the problem, more information is needed for the GP. GPs are 
expected to make joint decisions with patients, making the 
patients’ perspective of great importance for the GP. Would 
the patient appreciate it if the GP started the conversation 
about mental health, and to what extent is the patient with 
an unmet need willing to receive treatment? Finding a way 
to support the recognition of mental health in primary care 
could help to lower the amount of unmet need and treatment 
delay.

In the Netherlands, mental health care is accessible to 
everyone through primary care (Kroneman et al. 2016). As 
a gatekeeper, the GP determines if a patient’s referral to spe-
cialized care is necessary. If the patient is not referred, he 
will be treated in primary care. The costs of treatment are 
covered by mandatory basic health insurance. However, even 
with the broad availability of care, the Netherlands is not an 
exception when it comes to unmet need for mental health 
(Alonso et al. 2004). Suggesting that it takes more than men-
tal health care availability to close the gap for unmet needs. 
A clear strategy to tackle this problem is currently missing.

Most studies measure unmet needs objectively by meas-
uring disease severity in relation to (not) receiving treat-
ment. However, to be able to know more about the broader 
picture of treatment indication, it is important to know 
whether patients actually have a perceived need for treat-
ment. In this study we measured the levels of unmet need 
trough an anonymous cross-sectional survey that included 
the General Health Questionnaire-12 (GHQ-12), perceived 
need for care questions, and questions having received treat-
ment. Furthermore, we investigated the patients’ opinion 
on a more proactive role of the GP in screening for mental 
health complaints.

Methods

Design

Participants took part in this study through an anonymous 
online questionnaire. Several methods were used to dis-
tribute the survey. First, participants were invited to par-
ticipate in the study through posters in waiting rooms of 
ten GPs practices. Second, in one general practice, patients 
were invited to participate after consulting a GP. For two 
weeks, all patients that visited the GP were invited to par-
ticipate after the consultation, this was done regardless 
of the reason for consultations. Finally, the questionnaire 
was distributed through social media by the researchers. 

In the social media post, people were asked to fill in the 
questionnaire and share the post. Distribution took place 
between September 2020 and December 2021. All partici-
pants 16 years and older were included. Participants were 
not included in the analysis if data was missing on gender 
or items of the GHQ-12.

Measurements

Information about age, gender, and educational level were 
obtained. The presence of psychological distress was 
assessed using the GHQ-12 (Goldberg et al. 1997; Tait et al. 
2003). Answers to the 12 questions were scored on a 4-point 
scale (0-1-2-3). Higher numbers correspond to worse mental 
health. To identify participants with a high level of distress 
(these participants are referred to as cases), a cut-off point of 
13 was used for males and for females the cut-off point was 
18 (Tait et al. 2003). Additionally, participants were asked 
if they had had any contact with their GP in the past month.

Classification

In addition to the GHQ-12, participants were asked whether 
they perceived themselves as requiring mental care and 
whether they had received treatment in the past 12 months. 
Cases that also had a perceived need for treatment were con-
sidered to have an unmet need.

Combining the results of the GHQ-12 with the two addi-
tional questions led to four possible subgroups. Cases that 
answered “yes” to the question of requiring care and having 
received treatment were classified as having a “partially met 
need” (subgroup 1). When participants answered “no” to the 
question of having received treatment and “yes” to needing 
treatment, they were classified as having a “wholly unmet 
need” (subgroup 2). Cases that did not express a need for 
treatment were classified as “fully met needs” if treatment 
was obtained in the past 12 months. Cases that answered 
“no” to both questions were classified as “no unmet needs”.

History mental health

Participants were asked about their history with mental 
health symptoms. If a participant had a history of mental 
complaints, they were asked the age of onset and whether 
they believed that if treatment was started earlier, they 
would have been better off now. Participants were also asked 
whether they experienced suicidal thoughts in the past 12 
months.
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Brief Mental Advice (BMA)

In the last part of the questionnaire, participants were 
asked about their perspective on receiving brief mental 
advice (BMA) from the GP. This method is based on 
the evidence-based approach originally intended to help 
patients quit smoking (Aveyard et al. 2012; Stead et al. 
2013). In its original form, it implies inquiring on the 
smoking status followed by a short advice session. If the 
patient is interested in receiving care, he or she can make 
an appointment for further information or treatment. We 
asked the participants their views on this approach by 
asking three questions that are based on this methodol-
ogy. First, participants were asked whether they would 
appreciate the GP briefly asking about their mental status, 
even if this was not the reason for the consultation. Sec-
ondly, we asked participants whether they would want to 
receive more information about mental health therapies, 
and thirdly, whether they would be interested in an easily 
accessible coaching session for supporting their mental 
health.

Statistical analysis

SPSS version 25 was used to analyze the data. Descrip-
tive statistics were used to determine the number of unmet 
needs among participants. In addition, sub-analyses were 
conducted to compare treatment delay, suicidal thoughts, 
and perceptions toward BMA among participants. Not all 
participants completed all items of the survey. As a result, 
in some analyses, not all responders could be included. In 
addition to descriptive statistics, we compared results among 
groups using Pearson’s chi-square test (p < 0.05). To inves-
tigate the association between groups, the effect size was 
calculated using odds ratios with a 95% confidence interval.

Results

Population baseline characteristics

The study population consisted of 538 participants. Table 1 
shows the baseline characteristics of the study population. 
The majority of the participants had a high educational level, 
meaning a college or university degree, or are currently fol-
lowing such an education. Low educational level was defined 
as preparatory secondary vocational education or elementary 
school. Intermediate educational level was defined as hav-
ing or following an intermediate vocational study. Of par-
ticipants, 57% expressed having a history of mental health 
complaints at least at one point in their life.

Unmet need for mental health

Figure 1 shows the classification of the participants. From 
the total population, 34% (n = 183, 107 females and 76 
males) were identified as having high psychological dis-
tress, according to the GHQ-12 questionnaire (cases). Of 
the cases, 61% (n = 111) also expressed a perceived need for 
treatment, thus meeting the criteria for unmet need.

A total of 44% of those with an unmet need did not 
receive any treatment in the past year. Interestingly, among 
the participants without high psychological distress, 22% 
expressed a need for treatment (not shown in the figure). 
Within the unmet need group, 51% has had contact with 
their GP recently (this includes somatic consultations). Of 
the cases with an unmet need who recently had contacted 
their GP, 36% did not receive any treatment for mental health 
in the past 12 months. Suicidal thoughts were far more prev-
alent among the cases (23% vs 5%). Participants with high 
psychological distress were more than five times as likely 
to have suicidal thoughts compared to participants without 
high psychological distress (odds-ratio 5.7, 95% CI 3.1-10.3, 
p < 0.001).

Gender differences

Gender differences were found regarding the perception of 
the need for mental health care. A total of 27.4% of the men 
expressed a subjective need for care, while 40.5% of the 
females expressed a subjective need for mental health care. 
In comparison, 40.1% of the men had a high psychological 
distress level according to the GHQ-12. For the female par-
ticipants this was 30.1%. These results suggest that men are 
less likely to express a need for care.

Table 2 shows the results of the age of onset of mental 
health complaints and perceived treatment delay. The mean 
age of onset among the patients that had a history of mental 
complaints (n = 308) was 24.9 years (SD 12.6). The major-
ity of participants (n = 160 (60%)) indicated that complaints 
had started during adolescence. Of the participants with an 

Table 1   Baseline characteristics of the study population

Total Male Female

Participants 538 (100%) 182 (34%) 356 (66%)
Age 41.7 (SD 14.9) 42.7 (SD 15.3) 41.1 (SD 14.7)
Educational level 537 181 356

   -Low 67 (13%) 16 (9%) 51 (14%)
   -Intermediate 81 (15%) 23 (13%) 58 (16%)
   -High 389 (72%) 142 (79%) 247 (69%)

Current or a history 
of psychological 
complaints

308 (57%) 90 (50%) 218 (62%)
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onset during adolescence, 54% believed that the treatment 
delay had impacted the outcome negatively, compared to 
33% of the participants with onset during adulthood (OR 
2.4, 95% CI 1.4-3.9, p = 0.001).

BMA by the GP

Table 3 shows the results of the questions regarding the 
BMA. We compared results between cases and non-cases. 

The majority of participants of both groups would appreci-
ate the GP asking about their mental health (69% vs. 63%, 
p = 0.258). However, regarding the follow-up questions, 
there was a clear difference between the two groups. Fifty-
six percent of the cases wanted more information about 
treatment versus 29% of non-cases (p < 0.001), and 66% 
of the cases would make use of easily accessible coaching 
for mental health versus 27% of non-cases (p < 0.001).

Fig. 1   Onset of mental com-
plaints and perceived treatment 
delay

All par�cipants 
538

GHQ-12 Cases
183† (34%)

Any unmet needs* 
111(61%)

Wholly unmet 
needs **
49(27%)

Par�ally unmet 
needs***
62 (34% )

No unmet needs 
70(38%)

Fully met needs 
3(2%)

No unmet needs 
67(37%)

NON-Cases 355 
(66%)

Table 2   The onset of mental 
health complaints by age group 
and perceived treatment delay

Age of onset N Believe that if treatment was 
started earlier they would be better 
off now

Odds ratio comparing age groups

Yes No

Adolescent
age ≤24 years

160 86 (54%) 74 (46%) 2,4 (95% confidence interval 1,4-
3,9, p = 0.001)

Adult
age ≥25 years

109 36 (33%) 73 (67%)

Total 269 122 148

Table 3   Perception of BMA between participants with and without psychological distress based on GHQ-12 responses

For question 1 there were three possible answers yes/no/no opinion. Questions 2 and 3 had two possible answers; yes/no.
There was no difference between the groups for question 1 (P 0.258). For question 1 and 2 the differences were statistically significant (p < 
0.001)

1. Would appreciate the GP briefly 
asking about their mental health

2.Would like more information 
about treatment for mental health

3.Would make use of easily 
accessible coaching for mental 
health

Cases Yes 121 (69%) 98 (56%) 116 (66%)
No 35 (20%) 77 (44%) 59(34%)
No opinion 19 (11%) * *

175 175 175
Non-cases Yes 207 (63%) 94 (29%) 88 (27%)

No 73 (22%) 235 (71%) 243 (73%)
No Opinion 51 (15%) * *

331 329 331
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Discussion

The primary goal of this study was to assess the unmet 
need for mental health among participants. We found that 
one in five participants had a need for mental care. This 
was defined by both the presence of high psychological 
distress and perceived need for treatment. A large propor-
tion of those in need did not receive any form of treat-
ment in the past year. Participants with high psychological 
distress were more than five times as likely to have sui-
cidal thoughts compared to participants without high psy-
chological distress. Of the participants that had a history 
of mental health problems, the majority experienced the 
onset during adolescence. Those that had an onset during 
adolescence were more likely to experience that the treat-
ment delay has had a negative impact on the treatment 
outcome. The majority of participants would appreciate 
the GP briefly inquiring about their mental health. There 
was no difference in this finding for people with and with-
out psychological complaints.

Unmet need

The prevalence of unmet needs for mental health care was 
high in our study sample. Unmet need has been investi-
gated in previous studies (Alonso et al. 2007; Meadows 
and Burgess 2009; Olsson et al. 2020; Prins et al. 2011; 
Wang et  al. 2007a). However, the definition of unmet 
need differs between studies. In our study, we considered 
a patient to be in need of care, if the participants had high 
levels of psychological distress according to the GHQ-12 
(objectively) and perceived themselves as in need of treat-
ment (subjectively). In a large European study, Alonso 
et al. defined unmet need for mental health as the pres-
ence of a mental disorder established by the Composite 
International Diagnostic Interview 3.0 based on the DSM 
IV or care usage in the past 12 months (Alonso et  al. 
2007). In their study, a differentiation was made based on 
the severity of the disorder. Whether the patient with an 
unmet need also wanted treatment was not studied. In our 
study, one in five participants would be eligible for treat-
ment according to our definition. The majority, 56%, did 
receive some treatment in the past year. Still, these partici-
pants perceived a need for treatment and had high levels 
of psychological distress. Based on our data, it cannot be 
said whether the patients were still undergoing treatment, 
or received insufficient treatment. It may well be that in 
some cases their needs eventually were met. In addition 
to those who received some form of treatment are those 
with a complete lack of treatment (44%). Alonso et al. 
found unmet needs for mental health in 7% of the study 

population, about half of which did not receive any treat-
ment (Alonso et al. 2007). One possible reason for our 
higher prevalence compared to Alonso et al. is that we 
used a non-probability sample in our study. Another reason 
may be the different definitions of an unmet need that were 
used. Focusing on psychiatric disorders leads to exclusion 
of participants that have subthreshold psychiatric com-
plaints, and to exclusion of participants with psychological 
distress that is not classified in the DSM IV, for example, 
a burn-out. These groups can also have a high burden due 
to their complaints and be in need of treatment (Grenier 
et al. 2011). Our definition of an unmet need included all 
participants with high psychological distress and not only 
the participants that fulfilled the DSM IV. In contrast, it 
should be noted that the percentage of lack of treatment 
among those with an established need in our study was 
very similar compared to the study by Alonso et al., 44% 
vs. 48% (Alonso et al. 2007).

Unperceived unmet need

Interestingly, in our study, 37% of the participants that had a 
high level of psychosocial distress did not have a perceived 
need for treatment. These results are in line with previous 
findings that an objectively assessed need for treatment 
does not always mean that there is also a perceived need for 
treatment (Forsell 2006; Meadows and Burgess 2009; Prins 
et al. 2011). Part of the discrepancy in our study can be 
attributed to the diagnostic instrument we used to establish 
the objective need. Tait et al. found an overall specificity 
of 88.8% and sensitivity of 87.3%, with 13% of the cases 
being misclassified (Tait et al. 2003). It is thus possible that 
a part of the cases of psychological distress in our study 
are false positives. Another possible explanation is that the 
concerning participant is already receiving treatment and 
support somewhere else. In the Netherlands, for example, 
work-related mental complaints support is sometimes pro-
vided by the employer. And lastly, there is the possibility of 
someone not acknowledging they need treatment. Low per-
ceived need and attitudinal barriers have been identified as 
the major barriers to seeking treatment for mental disorders 
(Andrade et al. 2014). In our study male participants were 
less likely to express a need for mental health care. However, 
our study showed that asking about mental help by the GP 
is broadly accepted. Therefore, while a patient may not be 
ready to start treatment, asking about mental health could 
still be of value as a way of starting a conversation with 
the patient. In providing a safe environment, the GP could 
initiate a discussion with the patient, which can help the 
patient’s perception about mental illness in the long run. The 
results showed the importance of combining a subjective and 
objective measurement when establishing unmet need with 
the aim of treatment initiation by the GP. The subjective 
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measurement helps to determine the proportion of patients 
with an unmet need that wants treatment. At the same time, 
it gives a perspective on the patient with an unperceived 
need for treatment.

Onset of complaints

The majority of participants with a history of mental health 
experienced the onset during adolescence. Those with an 
onset during adolescence were more than twice as likely to 
experience treatment delay. These participants believe that 
they would be better off now if the treatment had started 
earlier. These results are in line with the findings of Shep-
pard and all who found unmet need to be highly prevalent 
among adolescences (Sheppard et al. 2018). This while hav-
ing mental health issues during adolescence increases the 
risk for mental problems later in life (Pine et al. 1998; Reef 
et al. 2010). Among barriers that have been identified in 
adolescence for seeking help are lack of knowledge on how 
and where to find help and perceived social stigma (Radez 
et al. 2020; Sheppard et al. 2018). At the same time, explora-
tion of psychological issues does not always take place in GP 
consultations with adolescents, even when the doctor feels 
that these are present (Martinez et al. 2006). Our findings 
underscore the importance of GPs discussing psychological 
symptoms with adolescents. By taking a proactive role, the 
GP can help allocate patients to available care and possibly 
shorten the time to treatment and improve the prognosis.

GP and Unmet Need

According to our findings, the majority of patients would 
appreciate it when the GP would briefly inquire about men-
tal health, even if the consultation has a different topic. We 
called this brief mental advice (BMA). Based on our find-
ings, BMA could be considered in general practice. The sec-
ond part of the BMA, which focuses on giving information 
about treatment, should only be applied when a patient has 
indicated to have psychological complaints. The advantage 
of using such an approach is that it takes relatively little time 
and can be carried out easily (Aveyard et al. 2012; Stead 
et al. 2013). If the patient proves to be in need of help, this 
can be scheduled in a new appointment, thus saving the 
GP time during the consultation. In our study, half of the 
patients with an unmet need had recently visited their GP. 
These results are consistent with the findings of Meadows 
et al., that many people with mental health problems visit 
the GP without presenting their mental complaints to the 
GP(Meadows et al. 2001). In our study 22% of the partici-
pants without high psychological distress expressed a need 
for treatment. It is possible that this is partly due to false 
negatives, considering we used relatively high cut-off values. 
However, by applying BMA these patients will still receive 

an opportunity to discuss potential mental complaints and if 
necessary, get a chance to start treatment. A national study 
conducted in the Netherlands found that more than three-
quarters of the registered patients visit their GP each year 
(Meijer et al. 2019). These results indicate that people with 
unmet need for mental health care regularly visit the GP. 
This represents an opportunity to improve the recognition 
of patients with an unmet need for care. This could be done 
for example with the BMA. The wide variation of the popu-
lation seen by the GP would make it possible to screen all 
age groups, including adolescents. A possible next step in 
research could be to investigate the effects of BMA by the 
GP. This could be done through a clinical trial over a longer 
period. This study can help to determine who would benefit 
the most from this approach and if BMA leads to early rec-
ognition and treatment of the mental problems.

Limitations

The results of our study should be interpreted with the fol-
lowing four limitations. First, our study attracted a large pop-
ulation of patients with a history of mental health. Because 
of this, our prevalence of participants with unmet needs in 
the study population was high, namely 21%. Therefore, our 
estimate is probably not representative of the general popula-
tion and is likely to be an overestimation when compared to 
the general population. Second, while high levels of unmet 
needs have also been found in adolescents (Sheppard et al. 
2018), our study attracted mainly adults and much fewer ado-
lescents and elderly. Therefore, our findings apply mainly to 
this age group. Third, because this study was conducted with 
an anonymous questionnaire, no information was provided 
on how the participants learned about the study. Therefore, 
it is not possible to make an estimate on which proportion 
of the participants were reached through each distribution 
method. Fourth, our study was conducted among a Dutch 
population. In the Netherlands, there is a gatekeeper system 
with mental health care that is accessible to everyone. As a 
result, our findings should be interpreted in the context of 
such a health care system. In countries where mental health 
care is less accessible, another approach may be needed. At 
the same time, primary care plays an important role world-
wide in treating mental health problems (Wang et al. 2007a). 
Therefore, it can still be of value to see if our findings can 
help and support GPs in other health care systems.

Conclusion

In line with previous research, our study shows that a signifi-
cant proportion of those in need of mental health care do not 
receive any treatment. The GP is in a good position to screen 
for mental issues, as people with unmet needs regularly visit 
the GP. The majority of individuals, with and without mental 
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complaints, would appreciate receiving BMA from the GP. 
A proactive role of the GP can lead to a conversation about 
mental health with the patient. This could be the first step in 
identifying patients with a need for mental care.
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