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Objectives: To address the growing burden of mental illness in Latin
America, a better understanding of mental health service use and bar-
riers to care is needed. Although many Latin American countries have
nationalized health care systems that could potentially improve access
to care, significant barriers to care remain. The authors report the re-
sults of a study examining mental health service utilization in the gen-
eral population of Chile. Methods: The data were drawn from the Chile
Psychiatric Prevalence Study, a national household survey of 2,987 per-
sons aged 15 years and older conducted in 1992-1999. As part of the
survey, psychiatric diagnoses were obtained by using the Composite In-
ternational Diagnostic Interview, and respondents were asked about
their use of general and mental health care services in the past six
months and about their experience of barriers to treatment. Results:
More than 44 percent of respondents reported use of any health care
services in the past six months, and 20 percent reported use of mental
health services. Of the respondents who met criteria for a psychiatric
disorder, a large proportion (62 percent) did not receive mental health
care. Increasing severity of the psychiatric disorder correlated with in-
creasing frequency of overall help seeking, but only a small proportion
of the respondents with a psychiatric disorder sought specialized men-
tal health services. Regional disparities and inequities in access to care
were found. In addition, indirect barriers to mental health care, such as
stigma and misconceptions about the course of psychiatric disorders,
were important deterrents to service utilization, particularly among
persons with lower socioeconomic status. Conclusions: To reduce the
burden of mental illness in Chile, additional efforts are needed to ad-
dress both the direct and the indirect barriers to mental health care, in-
cluding regional inequities in access to care. (Psychiatric Services 55:
71-76, 2004)

r I Yhe burden of mental illness is
of growing concern in Latin
America. By the year 2020 the

proportion of disability-adjusted life

understand the mental health needs
of the population and to allow better
allocation of mental health care re-
sources in Latin America, several

studies have been conducted to esti-
mate the prevalence of psychiatric
disorders in the community (2-8).

years attributable to neuropsychiatric
conditions is expected to be 20.6 per-
cent in Latin America (1). To better
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The World Health Organization
(WHO) world atlas of mental health
resources compiled in 2002 showed a
wide disparity between developing
and developed countries in the pro-
portions of the health care budget al-
located to mental health and in the
availability of mental health care re-
sources (9). For example, the propor-
tion of the health care budget allocat-
ed to mental health was 1.5 percent in
Chile, compared with 11 percent in
Canada and 6 percent in the United
States. The number of psychiatric
beds per 10,000 population was 1.8 in
Chile, compared with 19.3 in Canada
and 9.5 in the United States.

Utilization of mental health servic-
es in Latin America and other devel-
oping regions has received only limit-
ed attention from researchers. To our
knowledge, only three epidemiologi-
cal studies (3,5,7) using the Compos-
ite International Diagnostic Inter-
view (CIDI) (10) have examined rates
of mental health service use among
persons with psychiatric disorders in
Latin American countries. Two of
these reports were from Mexico, one
representing Mexico City (5) and the
other limited to use of services by
persons with affective disorders in ru-
ral Mexico (7). The third study was
from a middle-class catchment area
in Sdo Paulo, Brazil (3). Each of these
reports suggested a high prevalence
of untreated disorders. These studies
did not examine determinants of use
of mental health care or barriers to
care.

Health care in Chile is provided
primarily through a public national
health service that was established in
1952 as well as through an active pri-
vate sector. The mental health care
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Table 1

Public-sector mental health service resources per 100,000 population in four
Chilean provinces and nationwide in Chile, 2001*

Santiago Concepcién  Iquique

National
Cautin total

Psychiatric beds 34.2
Physicians 801.2
Primary care physicians 185.8
Psychiatrists 28.9
Mobile teams 3
Day hospital openings 4.3
Group home openings 7.7
Social club openings 6.7
Day center openings 8.0
Sheltered workshop openings 4.4

48 32.4 2.2 21.5
439.3 151.9 158.6 5473
169.7 61.6 57.0 151.0

5.7 2.9 2.2 174

4 1.2 D 4
7.6 6.2 10.5 5.9
2.7 12.7 2.0 5.8

17.1 86.2 174 10.2
11.3 20.5 16.8 10.7
3.0 6.2 2.9 3.6

* Based on data from the Chilean Ministry of Health

system evolved initially with a focus
on inpatient care for severely mental-
ly ill patients. More recent trends
have included efforts to encourage
deinstitutionalization, increase the
use of general medical facilities for
psychiatric treatment, and promote
psychiatric treatment at the primary
care level. In the past decade a formal
national mental health care plan was
developed to reorganize the delivery
of services, and a division within the
Ministry of Health was created to as-
sume responsibility for the mental
health care budget and the allocation
of mental health care resources. Pub-
licly funded inpatient and outpatient
mental health services, including
services provided in the primary care
sector, have been established in each
of the 28 health care districts in the
country. Primary care facilities re-
sponsible for a geographically defined
catchment area are widely distributed
to provide coverage to small popula-
tion centers as well as rural areas. In
addition to a primary care physician, a
nurse, and a social worker, each of
these primary care centers has a men-
tal health team funded through na-
tional programs, such as the National
Program on Depression, that treat
mild to moderate cases. Individuals
with serious mental illness are man-
aged in nearby psychiatric facilities,
which have outpatient clinics. Beyond
deinstitutionalization, the goal of the
national mental health care plan was
to address the growing burden of
mental illness by providing services to
a wider range of persons in the com-
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munity who need psychiatric treat-
ment, not only to those with severe
mental illness.

This report draws on data on men-
tal health service use and barriers to
mental health care collected as part of
the Chile Psychiatric Prevalence
Study. The study was conducted in
1992-1999 to determine the preva-
lence of and risk factors for mental ill-
ness in a nationally representative
sample.

Methods

Sample selection

The Chile Psychiatric Prevalence
Study was based on a stratified house-
hold sample of persons aged 15 years
and older. In Chile, persons aged 15
years and older are considered adults
within the health service system.
Four of the 13 regions of the country
were sampled to obtain a sampling
frame representative of the national
population. Within each region the
province whose population was most
representative of that region of the
country was selected. These four
provinces represented geographically
distinct regions of the country: Santi-
ago, the capital, which is located in
the north central region and includes
a third of the nation’s population;
Concepcién, the country’s second
largest city, which is located in the
south central region; Iquique, a less
populated province located in the
north; and Cautin, a less populated
province located in the south. As
Table 1 shows, the availability of serv-
ices in the public health sector varied

markedly across these four provinces.
In Chile, provinces are subdivided
into comunas, subsequently into dis-
tricts, and then into blocks. Within
each province, blocks were randomly
selected for inclusion in the study.
The 1992 national census was used to
determine the number of households
in each comuna and thereby the num-
ber of blocks needed. The Kish pro-
cedure was used to select one person
per household (11).

The department of psychiatry and
mental health at the University of
Concepcién conducted the study be-
tween July 1992 and June 1999, with
the four sites of Concepcién, Santia-
go, Iquique, and Cautin each being
completed sequentially as funding
was secured. The response rate was
90.3 percent, and a total of 2,987 per-
sons participated in the study.

Interview schedule
Versions 1.0 and 1.1 of the CIDI were
the primary instruments used by the
interviewers to conduct the diagnostic
interview in the Chile Psychiatric
Prevalence Study. The instruments
were translated into Spanish by using
the protocol outlined by WHO (12),
and the translated instruments subse-
quently became WHO-approved
Spanish versions of the CIDI. Valida-
tion studies of the Spanish versions
reported kappas ranging from .52 for
somatoform disorders to .94 for affec-
tive disorders (13). Similar procedures
were used to develop a validated
translation of the section on posttrau-
matic stress disorder (PTSD) of the
Diagnostic Interview Schedule (14),
which was also used in the diagnostic
interview. The validation study for this
section reported a kappa of 0.63 (15).
The psychiatric diagnoses were
based on the DSM-III-R (16). This
analysis focused on one-year preva-
lence of any psychiatric disorder. The
disorders that were included were
nonaffective psychosis, major depres-
sion, mania, dysthymia, panic disor-
der, agoraphobia, PTSD, somatoform
disorder, alcohol abuse, alcohol de-
pendence, drug abuse, and drug de-
pendence. The severity of a psychi-
atric disorder was rated with an index
based on the diagnosis and the extent
of comorbidity (17). The severity in-
dex was modified for use in Chile to
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account for culturally appropriate
clinical presentations and the inclu-
sion of nonaffective psychosis, PTSD,
somatoform disorders, and cognitive
disorders. A severity score of .5 was
assigned to substance abuse and to so-
matoform disorder. A score of 1 each
was given to cognitive disorder, sub-
stance dependence, dysthymia, agora-
phobia, and generalized anxiety disor-
der. Panic disorder, PTSD, mania, and
depressive disorder each received a
score of 2, and nonaffective psychosis
received a score of 3. An additive sum-
mary score for severity was generated,
with cutoff points of 0, 1, 2, and 3.

The interview schedule also includ-
ed a section on health service use in
the six months before the interview.
Respondents were asked about their
use of any health care services; any
mental health care services—which
included specialized mental health
care and nonspecialized mental
health care; and substance abuse
services. Specialized mental health
care included any inpatient or outpa-
tient services provided by a psychia-
trist or a psychologist or formal sub-
stance abuse services; nonspecialized
mental health care focused on care
provided by primary care physicians;
and substance abuse services includ-
ed inpatient and outpatient detoxifi-
cation as well as attendance at Alco-
holics Anonymous. Questions about
the use of public- and private-sector
services, formal and informal health
care, and barriers to care for physical
and psychiatric problems were in-
cluded. For barriers, respondents
chose from a list of reasons they
might not have sought care.

The institutional review board of
the University of Concepcién ap-
proved the study. All interviewed re-
spondents provided formal informed
consent.

Data analysis

The percentages reported here were
weighted to account for two factors:
the probability that the comuna, dis-
trict, block, household, and respon-
dent would be selected for the sample
and the distribution of age groups,
gender, and marital statuses in the
general population according to the
1992 national census. Because of the
characteristics of the sample and the

need for weighting, standard errors
were estimated by using the Taylor
series linearization method included
in the SUDAAN statistical package
(18). Chi square and logistic regres-
sion analyses were used in the data
analysis.

Results

More than 44 percent of the respon-
dents used some form of health care
services during the past six months.
Approximately 17.7 percent of the
population received nonspecialized
mental health services during the past
six months, and only 5.6 percent of
the population received services de-
livered by the specialized mental
health system. During this period 3.3
percent of the population had spent
at least one day in a hospital as a re-
sult of a psychiatric or a general
health condition.

Women were more likely than men
to seek any health care services (44.2
percent compared with 39.3 percent;
%?=6.95, df=1, p<.02) and to seek
nonspecialized mental health services
(17.7 percent compared with 11.2
percent; x?=10.84, df=1, p<.003).
Gender differences were not found
for specialized mental health services.
Respondents in different age groups
had different rates of service use,
with respondents aged 55 to 64 years
having the highest rate of use of any
health care services (55.5 percent;
%?=20.52, df=5, p<.005) and respon-
dents aged 15 to 24 years having the
highest rate of use of specialized
mental health care (8.6 percent; y*=
9.70, df=5, p<.006). In the analysis of
marital status, widowed respondents
were found to use the most health
care services overall (52.5 percent;
x?=14.39, df=4, p<.02), and those in a
common-law relationship had the
highest rate of use of specialized men-
tal health services (9.5 percent; y?=3
1.76, df=4, p<.001). Education and
income did not predict service use.
Regional differences were found in
health care use, but no differences
were found between urban areas and
rural areas. Respondents in Cautin
had the least use of any health care in
the past six months (36.1 percent; y*=
19.26, df=3, p<.002), as well as the
least use of nonspecialized mental
health care (11.1 percent; x*=13.28,
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df=3, p<.01). The rate of use of any
mental health services was 22.5 per-
cent in Santiago, 18.5 percent in Con-
cepcidn, 26.1 percent in Iquique, and
12.1 percent in Cautin. The rates of
use of specialized mental health serv-
ices in the four locations were 5.2 per-
cent, 6.8 percent, 5.6 percent, and 3.4
percent, respectively.

The one-year prevalence of mental
illness in Chile was 19.3 percent. As
Table 2 shows, having a psychiatric di-
agnosis was predictive of mental
health service use but not of use of
overall health care services. Although
respondents with a psychiatric diag-
nosis had a higher rate of hospitaliza-
tion in the past six months (6.4 per-
cent) than those without a psychiatric
diagnosis (2.4 percent), the differ-
ence was not statistically significant
(2=3.94, df=1, p<.06).

The one-year prevalence of a sever-
ity index score of 0 was 74.4 percent,
and the rates were 13.8 percent for a
severity index score of 1, 5.8 percent
for a score of 2, and 5.9 percent for a
score of 3. Higher severity index
scores were associated with higher
rates of mental health service use
(Table 2).

When asked to identify someone
who could provide assistance with
mental health issues, most respon-
dents did not identify alternatives
outside the formal health care system.
For example, talking with a friend
was endorsed by 14.3 percent of the
respondents, and talking with a mem-
ber of the clergy was endorsed by
only 2.7 percent of the respondents.
In addition, consulting a curandero,
or folk healer, was endorsed by only
1.2 percent of the respondents.

More than one-fourth of the re-
spondents (26.5 percent) who had a
medical consultation in the past six
months reported that emotional is-
sues were discussed. Forty-three per-
cent of the medical appointments had
not been made to address a psychi-
atric issue. Of those who did not seek
medical attention, 28.5 percent ac-
knowledged that they should have
done so for a physical problem and
12.7 percent acknowledged that they
should have done so for a psychologi-
cal problem.

Table 3 lists reasons endorsed by
respondents for not seeking treat-
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Table 2

Use of services in a representative sample of the general population of Chile who participated in a household survey on the
prevalence of psychiatric disorders, 1992-1999

Mental health services

Any health Nonspecialized Specialized Substance
care services All services services services abuse services
Respondent group % SE  p* % SE p* % SE  p* %o SE p* % SE  p*
All respondents (N=2978) 442 2.3 20.1 1.2 17.7 1.1 56 0.6 0.2 0.1
Respondents grouped by
presence of a 12-month
psychiatric diagnosisb .20 <.001 <.001 <.001 .08
Without a diagnosis
(N=2,349) 434 2.0 14.8 1.1 12.9 1.1 35 06 0.1 0.1
With a diagnosis
(N=629) 46.9 3.7 38.5 3.6 34.1 3.0 131 1.8 0.7 0.3
Respondents grouped
by severity index score® .08 <.001 .004 .02 23
Score of 1 (N=383) 394 3.7 20.3 3.6 174 3.6 50 18 01 0.1
Score of 2 (N=189) 480 6.6 44.3 7.2 41.9 74 96 32 04 0.1
Score of 3 (N=186) 602 7.0 65.0 4.1 575 50 294 5.1 2.1 1.1

 Chi square test with df=1 for comparison of respondents with and without a psychiatric diagnosis and df=2 for comparison of respondents grouped by

severity index score

b DSM-III-R diagnoses were generated by the Composite International Diagnostic Interview (10) administered by lay interviewers.

¢ Based on severity of the psychiatric diagnosis and extent of comorbidity (18); higher scores indicate more severe disorder. The total number of partic-
ipants with a severity index score of 1, 2, or 3 exceeds the number of participants with a psychiatric diagnosis because cognitive disorders were not in-
cluded in the prevalence estimates of persons with a psychiatric diagnosis.

ment for physical or emotional prob-
lems. A forward logistic regression
was conducted by using the data on
each barrier to care to determine
which sociodemographic factors were

associated with lower rates of help
seeking for emotional disorders. Gen-
der and presence of a diagnosis did
not predict endorsement of any of the
barriers to care. Respondents with

Table 3

Reasons for not seeking treatment for physical and mental illness among respon-
dents who acknowledged the need for treatment in a representative sample of the
general population of Chile who participated in a household survey on the preva-

lence of psychiatric disorders, 1992-1999

Respondents who
did not seek
treatment for

Respondents who
did not seek
treatment for

physical illness mental illness

(N=1,387) (N=347)
Reason % SE % SE
Belief that problem will resolve on its own 55.5 3.7 65.7 5
Belief that the respondent could solve

the problem him- or herself 52.8 4 60.1 3

Financial burden 35.8 3.2 43.6 3.2
Fear of the diagnosis 33.4 2.1 36.7 2.4
Time constraints 23 2 28.9 3.2
Lack of trust in health care providers 19.8 1.8 22.2 2.8
Belief that treatment would not be helpful 154 1.7 27.6 2.6
Concern about what others will think 10 1.7 24.1 4
Lack of knowledge about where to go for help  10.9 1.4 29 3.1
Transportation problems 9.8 2.5 114 1.9
Concern that someone may find out 8.5 1.4 22.1 4
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the lowest level of education were
more likely to believe that their prob-
lems would resolve on their own.
Concern about financial barriers to
care was highest in the groups with
the lowest levels of education and in-
come. Not knowing where one
should go for assistance was noted
most frequently among the lowest-
income group. Married persons and
those with lower incomes were more
likely to believe that treatment would
not be helpful. Lack of transportation
was more frequently endorsed as a
barrier to care by married persons.
Being preoccupied about what oth-
ers might think was of greatest con-
cern among those who were married
as well as among those with the least
education. Low levels of income and
education were associated with the
belief that consulting a mental health
professional was too time-consum-
ing. Concern about others’ learning
about the consultation was greatest
among those with a lower level of ed-
ucation and those who were married.
Persons who were younger were
more likely to believe that they could
solve their problems on their own.
Fear of receiving a diagnosis was
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highest among the lowest-income
group. No predictors were found for
lack of trust in mental health care
professionals.

Discussion
This study represents the only exam-
ination of mental health care service
use and barriers to care in a national-
ly representative sample of the popu-
lation of a Latin American country.
Despite its scope, the study has some
limitations that must be considered
in interpreting the findings. The psy-
chiatric diagnoses were obtained by
using a structured diagnostic instru-
ment administered by lay interview-
ers. Reporting bias and the lack of a
clinical assessment by a mental
health care professional may have re-
sulted in misclassification of persons
who received treatment as not having
a psychiatric diagnosis. The time lag
in collecting data from each site
could account for regional differ-
ences. However, we believed that
this interpretation was unlikely be-
cause one of the sites in the southern
part of the country was the first to
participate and the other southern
site was the last, yet the results for
the two sites were similar. In addi-
tion, the limited availability of servic-
es in these regions corresponded
with the increased rates of untreated
illness found for those regions. The
interview schedule did not include
questions on lifetime use of services
or on the use of pharmacologic and
psychotherapeutic interventions.
Although utilization of overall
health care services in Chile was
high, most people with psychiatric
disorders did not receive treatment.
Approximately 61.5 percent of the
respondents who met criteria for a
psychiatric disorder in the past year
did not receive mental health care.
Even among those with the most se-
vere disorders, such as nonaffective
psychosis or comorbid disorders, 35
percent did not receive care. Only 13
percent of the respondents with a
psychiatric disorder received special-
ized mental health services, and
more than 70 percent of those with
severe mental illness, as defined by
the severity scale, did not receive
care from mental health specialists.
These findings are consistent with

the results of regional surveys in
Mexico (5) and Brazil (3) that sug-
gested a large gap between the need
for treatment and treatment re-
ceived. Despite the popular belief
that alternative sources of health
care, such as curanderos or the cler-
gy, are frequently consulted in place
of or in conjunction with the formal
health care system in Latin America,
the study findings suggest that, at
least in Chile, such alternatives are
not commonly used.

The sociodemographic predictors
of mental health service use included
female gender, being in the age
group at risk of the onset of mental
illness, and having a common-law re-
lationship. The regional differences
in health care use were consistent
with the limited availability of both
specialized and nonspecialized
health care in the poorer southern
half of the country (Table 1). These
marked differences across the coun-
try are consistent with the profound
inequities frequently found within
developing nations, where services
are generally centralized in the capi-
tal region and wealthier areas.

The primary direct barrier to men-
tal health care in Chile was the lack
of available services. The lack of serv-
ices was further highlighted by the
finding that 29 percent of the respon-
dents reported not knowing where to
go to receive assistance. In addition,
despite the presence of a national
health care plan in Chile, financial
barriers precluded many respon-
dents from seeking assistance. To a
lesser degree, time constraints and
lack of transportation were direct
barriers to care. Indirect barriers that
discourage treatment were promi-
nent. Most respondents—more than
two-thirds of the sample—had the
misconceptions that psychiatric ill-
nesses are self-limiting disorders that
resolve on their own and that one can
deal with these illnesses on one’s
own. A sizable proportion did not be-
lieve that psychiatric treatment could
be helpful. Stigma was an important
indirect barrier to treatment, as
shown by the findings that one-third
of the respondents were fearful of re-
ceiving a diagnosis of a mental illness
and that nearly one-quarter reported
concern about what others might
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think or that someone would learn
about their mental health consulta-
tion. Lower socioeconomic status, as
evidenced by lower levels of educa-
tion and income, was highly predic-
tive of endorsement of indirect barri-
ers that reduce the likelihood of
seeking help. Although the findings
for barriers to care were similar to
those of other studies (17), gender
was not associated with particular
reasons for not seeking professional
help.

Similar to findings for other coun-
tries (19), use of mental health serv-
ices was reported by a large percent-
age of the respondents who did not
meet criteria for a psychiatric disor-
der according to the CIDI. Respon-
dents without a disorder constituted
56.9 percent of those who used men-
tal health services. In comparison,
33.9 percent of the respondents in
the U.S. National Comorbidity Study
who did not have a disorder received
care (20). Such persons could have
subthreshold psychiatric disorders
that do not meet diagnostic criteria
but need to be treated, or they could
have met diagnostic criteria at some
point but, as a result of successful
treatment, no longer do so. In addi-
tion, it may be argued that the pres-
ence of a national health care service
and the reorganization of mental
health services to emphasize treat-
ment in the primary care system may
have reduced barriers to care for
those who have mild conditions that
do not warrant attention in specialty
care.

If developing countries are to suc-
cessfully reduce the disability asso-
ciated with mental disorders, much
more emphasis needs to be placed
on addressing both the direct and
the indirect barriers that persist.
WHO (21) has outlined ten recom-
mendations for developing coun-
tries to implement in order to re-
duce the treatment gap in mental
health: make mental health treat-
ment accessible in primary care;
make psychotropic drugs readily
available; shift care away from insti-
tutions toward community care; ed-
ucate the public; involve family,
communities, and consumers; estab-
lish national mental health pro-
grams; increase and improve the
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training of mental health profession-
als; increase links with other govern-
mental and nongovernmental insti-
tutions; provide monitoring of the
mental health system with quality
indicators; and provide additional
support for research. ¢
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Psychiatric Services Invites Short
Descriptions of Novel Programs

Psychiatric Services invites contributions for Frontline Re-
ports, a column featuring short descriptions of novel ap-
proaches to mental health problems or creative applica-
tions of established concepts in different settings.

Text should be 350 to 750 words. A maximum of three
authors, including the contact person, can be listed; one au-
thor is preferred. References, tables, and figures are not
used. Any statements about program effectiveness must be
accompanied by supporting data within the text.

Material to be considered for Frontline Reports should
be sent to the column editor, Francine Cournos, M.D., at
the New York State Psychiatric Institute, 1051 Riverside
Drive, Unit 112, New York, New York 10032. Dr. Cournos
is director of the institute’s Washington Heights Communi-

ty Service.
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