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Objective: Previous analyses demonstrated an elevated occurrence of
perceived unmet need for mental health care among persons with co-oc-
curring mental and substance use disorders in comparison with those
with either disorder. This study built on previous work to examine these
associations and underlying reasons in more detail. Methods: Secondary
data analyses were performed on a subset of respondents to the 2002
Canadian Community Health Survey (unweighted N=4,052). Diagnostic
algorithms classified respondents by past-year substance dependence
and selected mood and anxiety disorders. Logistic regressions examined
the associations between diagnoses and unmet need in the previous year,
accounting for recent service use and potential predisposing, enabling,
and need factors often associated with help seeking. Self-reported rea-
sons underlying unmet need were also tabulated across diagnostic
groups. Results: Of persons with a disorder, 22% reported a 12-month un-
met need for care. With controls for service use and other potential con-
founders, the odds of unmet need were significantly elevated among per-
sons with co-occurring disorders (adjusted odds ratio=3.25; 95% confi-
dence interval=1.96-5.37). Most commonly, the underlying reason in-
volved a preference to self-manage symptoms or not getting around to
seeking care, with some variation by diagnosis. Conclusions: The findings
highlight potential problems for individuals with mental and substance
use disorders in accessing services. The elevated occurrence of perceived
unmet need appeared to be relatively less affected by contact with the
health care system than by generalized distress and problem severity. Is-
sues such as stigma, motivation, and satisfaction with past services may in-
fluence help-seeking patterns and perceptions of unmet need and should
be examined in future work. (Psychiatric Services 59:283-289, 2008)

ices (1-6). Other than objective indi-
cators of need, there are numerous
perceptual, attitudinal, predisposing,
and enabling factors that influence
the decision to seek care (7). Those
who report a need for help but do not

opulation surveys have report-
Ped that even after adjustment
for illness severity, between
35% and 50% of respondents who

meet criteria for a mental or sub-
stance use disorder do not seek serv-
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go on to seek services are of particu-
lar interest, because perceptions of
unmet need may influence health
outcomes, attitudes toward health
care, and future help-seeking behav-
iors. Such perceptions are associated
with many of the same factors associ-
ated with help seeking, including di-
agnoses of other illnesses, mental
health status, disability, and distress
(8-12). In a study of general medical
care, unmet needs were related to pa-
tients” levels of mistrust and lack of
confidence in physicians (13).

The most commonly reported rea-
sons for not seeking mental health
care in relation to a perceived need
include opting to self-manage symp-
toms or to work through them with-
out professional help (8,9,12,14-16).
The motivations behind these reasons
are unclear. The decision to self-man-
age may be based on beliefs of gener-
al ineffectiveness of mental health
care, negative attitudes toward pro-
viders, stigma, financial and other sys-
temic barriers to access, or other fac-
tors. Wu and colleagues (17) ob-
served that not being ready to stop
drinking was the most commonly re-
ported reason for not seeking treat-
ment among young adults with alco-
hol use disorders (47%). Other com-
mon reasons included financial barri-
ers (19%) and stigma (18%).

An understanding of the factors that
contribute to unmet needs is essential
to prevent potentially negative health
and economic outcomes associated
with delays and failures to obtain re-
quired care. The dearth of empirical
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research on this topic has been noted
elsewhere (18). In a previous analysis,
we found that individuals with co-oc-
curring mental and substance use dis-
orders reported twice the prevalence
of perceived unmet need for care as
those with either disorder alone (8).
They also reported greater distress
and were more likely to have used
services, although they were less satis-
fied with their care and less likely to
perceive it as helpful. Inasmuch as
those with co-occurring disorders are
more likely to seek care, it is possible
that they are more likely to encounter
difficulties and, in turn, report unmet
need. Other work has supported the
notion that perceived unmet needs
are more common among service
users than nonusers (9,19).

This analysis builds on previous
work by examining the associations
between diagnoses and perceived un-
met need. It takes into account the in-
dividual’s level of recent exposure to
the health care system and potential
predisposing, enabling, and need fac-
tors often associated with help seek-
ing. In addition, comparisons are
made across sole-disorder and co-oc-
curring disorder groups in the self-re-
ported reasons underlying unmet
needs.

Methods

Sample

Participants were respondents to the
Canadian Community Health Survey
(CCHS) Cycle 1.2 (N=36,984). The
CCHS is a cross-sectional population
health survey conducted biennially by
Statistics Canada. Cycle 1.2, conduct-
ed in 2002, focused on mental health
and well-being and was the first at-
tempt to generate national estimates
of the burden of mental illness in
Canada. The target population in-
cluded all noninstitutionalized adults
15 years of age and older living in the
ten Canadian provinces, excluding
those on Crown lands and military
bases. A multistage stratified cluster
design was used to generate the sam-
ple. The response rate was 77%. The
final sample was weighted to corre-
spond to the general population of
Canada (approximately 24 million). A
detailed description of the survey is
available elsewhere (20). This re-
search was approved by the institu-
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tional review board at the Centre for
Addiction and Mental Health in
Toronto, Canada.

Measures

Perceived unmet need for mental
health or addiction-related care was
defined as a positive response to the
following question: “During the past
12 months, was there ever a time when
you felt that you needed help for your
emotions, mental health, or use of al-
cohol or drugs, but you didn't receive
it?” Respondents who endorsed this
item were asked to state the reasons
why care was not obtained.

The diagnostic content was based
on the World Mental Health Com-
posite International Diagnostic Inter-
view (21), which uses the categories
of the DSM-IV (22). Diagnostic algo-
rithms were available for five mood
and anxiety disorders diagnosed in
the past year: major depression, man-
ic episodes, panic disorder, social
phobia, and agoraphobia. Respon-
dents were classified as positive for
substance dependence if they report-
ed having three or more symptoms in
the past year (21).

The analysis focused on those who
met criteria for one or more disorders
in the year before the survey (un-
weighted N=4,052/36,984). Respon-
dents were classified into one of three
diagnostic groups: substance depend-
ence only (2.1% of the full sample,
20.8% of the diagnostic subsample),
mental disorder only (7.4%, or 70.3%
of the subsample), and co-occurring
substance dependence and mental
disorder (.9%, or 8.9 % of the sub-
sample).

Substance abuse, psychosis, and
personality disorders were not as-
sessed in the survey. Although this ex-
clusion results in an underestimation
of the burden of mental illness in
Canada, the mental disorders covered
in the survey are among the most
prevalent in the general population.
The decision to exclude substance
abuse from the survey is unfortunate;
however, issues such as disability, per-
ceived need for services, and help
seeking are likely to be more closely
related to the more severe depend-
ence category (23).

Two variables were included to ad-
just for variance in exposure to the

health system across diagnostic
groups; exposure was previously
found to be a significant predictor of
unmet need. Respondents reported
on their use of a wide range of mental
health and addiction services in the
year before the survey. Two summary
variables were derived to represent
any use of formal services (that is,
community- or hospital-based care
from health professionals) and infor-
mal services (that is, self-help or In-
ternet support groups and help lines).

Several additional measures were
selected that are known or expected
to play a role in the help-seeking
process (7). Three predisposing vari-
ables were included: gender, age, and
education (classified as secondary
school completed or not completed,
some postsecondary education, or
postsecondary school completed).
Two variables were identified as en-
abling factors: income adequacy and
urban residence. Income adequacy
was based on the total household in-
come adjusted for household size: low
if household income (in Canadian
dollars) was less than $15,000 for one
or two people, less than $20,000 for
three or four people, or less than
$30,000 for five people and middle to
high if household income was greater.
A category representing those who
did not state their income (6.9%) was
also included. Urban versus rural res-
idence was differentiated on the basis
of population density: a rural area is
one with a population concentration
of less than 1,000 and population
density of less than 400 per square
kilometer, discontinuous with an ur-
ban area, according to the Statistics
Canada definition.

In addition to the diagnostic infor-
mation, need for services was as-
sessed with two dimensional meas-
ures of mental health status: a self-
rating of general mental health rang-
ing from poor, 0, to excellent, 4, and
the K-10 measure of generalized
psychological distress (range 0-40,
with higher scores indicating greater
distress) (24).

Analysis

Multivariate logistic regression was
used to examine the associations be-
tween perceived unmet need (yes, 1;
no, 0) and diagnostic group (refer-
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ence category: substance dependence
only). Three sequential models calcu-
lated the odds of perceived unmet
need by diagnostic group: first, unad-
justed; second, adjusted for past-year
service use; and third, adjusted for
predisposing, enabling, and need
variables. Differences in the self-re-
ported reasons for unmet need were
tabulated across diagnostic groups.

Population weights constructed by
Statistics Canada were used to ac-
count for nonresponse and align the
sample with the Canadian popula-
tion. These weights were rescaled by
their mean such that the weighted
samples reported in the descriptive
tables preserve the original sample
size in addition to the weighting
structure devised by Statistics Cana-
da (the weighted N for the diagnos-
tic subsample was 3,890). To account
for complex survey design and po-
tential for attenuated standard er-
rors, parameter estimates were boot-
strapped. The analysis was conducted
with Wesvar 4.2 (25).

Results

The prevalence of perceived unmet
need among those who met criteria
for a disorder was 22% (Table 1). This
varied from 13% of those with sub-
stance dependence only, to 21% of
those with mental disorders only, and
51% of those with co-occurring disor-
ders (y?=57.39, df=2, p<.001). Per-
ceived unmet need was more com-
mon among younger adults, particu-
larly those aged 30 to 39 years
(x?=31.09, df=5, p<.001). Lower rates
were reported by older individuals
and those with middle to high income
levels (x?=6.27, df=2, p=.043). In ad-
dition, those with perceived unmet
need reported lower mental health
status (t=9.73, df=500, p<.001) and
greater levels of distress (t=—11.99,
df=500, p<.001).

Table 2 presents these predispos-
ing, enabling, and need characteris-
tics by diagnostic group. Substance
dependence, with or without a co-oc-
curring mental disorder, was more
common among men (y?=222.89,
df=2, p<.001) and younger individu-
als (x>=132.64, df=8, p<.001), where-
as mental disorders without co-occur-
ring substance dependence were
more common among women and

Table 1

Perceived unmet need for mental health care in the past year among persons
with a mental disorder, substance dependence, or co-occurring disorders?

Unmet need

No unmet need

(N=839) (N=3,023)

Characteristic N % N %
Disorder status”

Substance use disorder only 105 13.4 700 86.6

Mental disorder only 566 20.8 2,151 79.2

Co-occurring disorders 168 50.7 172 49.3
Gender

Male 350 20.3 1,399 79.7

Female 489 23.3 1,623 76.7
AgeP

15-19 years 123 24.1 402 75.9

20-29 years 208 23.4 689 76.6

30-39 years 218 28.5 564 715

40-49 years 190 21.4 704 78.6

50-59 years 72 15.3 395 84.7

60 years or older 30 9.8 269 90.2
Education

Did not complete secondary school 263 25.1 796 74.9

Completed secondary school 163 21.9 588 78.1

Some postsecondary school 96 22.8 338 77.2

Completed postsecondary school 312 19.8 1,274 80.2
Income adequacy“d

Low 153 26.7 436 73.3

Middle to high 615 20.6 2391 79.4

Not stated 71 27.1 196 72.9
Residence

Urban 703 21.6 2,547 78.4

Rural 136 22.2 476 77.8
Self-rated mental health (M +SD)P 1.65+1.04 2.20+1.05
Psychological distress (M+SD)>f 16.0+7.61 11.3+7.34

* Weighted N=3,890. All Ns and percentages are weighted to be representative of the Canadian
population and were rescaled to preserve the sample size.

b p<.001

¢ Household income (in Canadian dollars) was considered low if it was less than $15,000 for a house-
hold of one or two people, less than $20,000 for a household of three or four people, or less than
$30,000 for a household of five people and middle to high if household income was greater than

these amounts.
d p<.05

¢ Possible scores range from 0, poor, to 4, excellent.
f'As measured by the K-10 measure of generalized psychological distress. Possible scores range
from 0 to 40, with higher scores indicating greater distress.

older individuals. Persons with sub-
stance dependence alone or with co-
occurring disorders were less likely to
have a postsecondary degree, where-
as those with mental disorders alone
were slightly more likely than others
to have a postsecondary education
(¢3=20.92, df=6, p=.002). Self-rated
mental health was highest among per-
sons with substance dependence and
lowest among those with co-occur-
ring disorders (t=-12.77, df=500,
p<.001). Similarly, psychological dis-
tress was lowest among those with
substance dependence and highest
among those with co-occurring disor-

ders (t=15.68, df=500, p<.001).
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The odds of perceived unmet need
were significantly greater among
those with mental illness (odds ratio
[OR]=1.73) or co-occurring disorders
(OR=6.66) than among those with
substance dependence (Table 3,
model 1). This effect was largely un-
changed after adjustment for past-
year service use (Table 3, model 2).

The elevated odds of perceived un-
met need among individuals with co-
occurring disorders persisted after
adjustment for predisposing, en-
abling, and need variables (model 3),
although the adjusted OR was re-
duced by approximately half (adjust-
ed OR=3.25). The odds of perceived
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Table 2

Predisposing, enabling, and need variables in the past year among persons with a mental disorder, substance dependence,

or co-occurring disorders®

Substance dependence only

Mental disorder only

Co-occurring disorders

(N=808) (N=2,736) (N=346)

Characteristic N % N % N %
Gender?

Male 607 34.5 936 53.2 216 12.3

Female 200 9.4 1,800 84.5 130 6.1
Ageb

15-19 years 171 32.3 308 58.2 50 9.5

20-29 years 259 28.9 513 57.2 125 13.9

30-39 years 178 22.6 539 68.5 70 8.9

40-49 years 119 13.2 694 77.1 87 9.7

50 years or older 80 10.3 682 87.9 14 1.8
Education?

Did not complete secondary school 245 23.0 713 66.8 109 10.2

Completed secondary school 172 22.8 522 69.2 60 8.0

Some postsecondary school 115 26.3 270 61.8 52 11.9

Completed postsecondary school 267 16.7 1,210 75.6 123 7.7
Income adequacy®

Low 115 19.5 410 69.5 65 11.0

Middle to high 625 20.7 2,127 70.6 262 8.7

Not stated 68 23.8 199 69.6 19 6.6
Residence

Urban 687 21.0 2,312 70.6 277 8.5

Rural 121 19.7 424 69.1 69 11.2
Self-rated mental health (M+SD)b-d 2.67+.89 1.98+1.05 1.63+1.13
Psychological distress (MzSD)be 7.97+5.01 13.02+7.75 15.77+7.64

* Weighted N=3,890. All Ns and percentages are weighted to be representative of the Canadian population and were rescaled to preserve the sample

size.

b p<.001

¢ Household income (in Canadian dollars) was considered low if it was less than $15,000 for a household of one or two people, less than $20,000 for a
household of three or four people, or less than $30,000 for a household of five people and middle to high if household income was greater than these

amounts.

4 Possible scores range from 0, poor, to 4, excellent.

¢ As measured by the K-10 measure of generalized psychological distress. Possible scores range from 0 to 40, with higher scores indicating greater distress.

unmet need were significantly greater
among younger individuals (OR=.98)
and those who reported greater dis-
tress (OR=1.06) and poorer mental
health status (OR=.80). Gender, edu-
cation, adequacy of income, and ur-
ban residence were not significantly
associated with perceived unmet
need in the full model.

Table 4 presents the distribution
of respondents’ reported reasons for
unmet need across diagnostic group.
Because of the small numbers of in-
dividuals in some of these categories,
most differences were not statistical-
ly significant, although we found
some interesting trends. A prefer—
ence to self-manage symptoms was
commonly reported across diagnos-
tic groups. However, it was relatively
more common among persons with
substance dependence only. Those
with substance dependence alone
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were also less likely to report that
they did not know how to get help
but were more likely to state that
they were afraid to ask. Those with
co-occurring disorders were more
likely to report that they did not ob-
tain care because they “did not get
around to it” (30% versus 13%—16%;
%>=8.37, df=2, p=.015) or that care
was unavailable when needed.

Discussion

In conjunction with previous studies
of mental health service use in this
population, these findings highlight
several issues and potential problems
that individuals with mental and sub-
stance use disorders face in accessing
services. More than one in five Cana-
dians who met criteria for a 12-month
mental disorder or substance use dis-
order—and fully half of those with
co-occurring  disorders—perceived

an unmet need for mental health care
in the year before the survey.

In Canada, hospitalizations and
visits to most health professionals,
including mental health and addic-
tion services, are paid for by govern-
ment health insurance plans that are
regulated at the provincial level. The
costs of pharmaceuticals are covered
by personal or employer health in-
surance plans or are paid for by con-
sumers out of pocket. Similar to the
situation in most Western nations,
primary care providers are typically
the first point of contact in the sys-
tem, and many, but not all, types of
specialist mental health care require
a physician referral. Most addiction
services, on the other hand, do not
require a physician referral. Previous
work has noted that despite univer-
sal health insurance, the rate of spe-
cialist mental health care in Canada
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varies inversely with socioeconomic
indicators (26).

Findings from the multivariate
analysis suggest that the greater level
of perceived unmet need for mental
health care among those with co-oc-
curring disorders was largely unaf-
fected by a greater likelihood of expo-
sure to the health care system. It is,
however, at least partially accounted
for by additional variables related to
help seeking, such as elevated psy-
chological distress and poorer self-
rated mental health. Because of the
cross-sectional nature of the data, it
was not possible to determine
whether elevated distress and poorer
mental health status contributed to a
decreased ability to mobilize existing
resources, which resulted in a per-
ceived unmet need, or whether the
perceived unmet need itself con-
tributed to increased distress levels.
Unraveling the causal connections
between these factors remains an im-
portant area for future work.

It is important to note that after we
adjusted for these factors, persons
with co-occurring disorders still had
approximately three times the odds of
reporting unmet need relative to
those with either type of disorder
alone. Clearly, other factors must be
identified to explain the higher per-
ceived unmet need in this population.
Because the outcome of interest is
perceptual in nature, it is likely that
additional perceptual measures, such
as former experiences with mental
health care and beliefs and attitudes
related to mental health and mental
health professionals will play an im-
portant role. Other potential explana-
tory factors include motivation for be-
havior change, availability of social
supports, and the presence of co-oc-
curring physical problems. To the ex-
tent that these additional factors in-
fluence help-seeking patterns and at-
titudes toward mental health and
health care providers, they may also
influence perceptions of need.

The different reasons for unmet
need reported across the disorder
groups provide interesting insight
into consumers’ perceptions and ex-
periences of the mental health and
addiction treatment system. Most of
these findings were not statistically
significant, however, and therefore

Table 3

Logistic regression analyses of predictors of perceived unmet need for mental
health care in the past year among persons with a mental disorder, substance

dependence, or co-occurring disorders

Model and variables OR 95% CI
Model 1: disorder status
Substance dependence only (reference) 1.00
Mental disorder only 1.73 1.26-2.39**
Co-occurring disorders 6.66 4.22-10.50**
Model 2: adjusted for service use
Substance dependence only (reference) 1.00
Mental disorder only 1.45 1.05-2.01*
Co-occurring disorders 5.39 3.30-8.81**
Past-year formal service use 1.65 1.30-2.10**
Past-year informal service use 1.75 1.25-2.46*
Model 3: adjusted for service use and additional covariates
Substance dependence only (reference) 1.00
Mental disorder only 1.09 .76-1.55
Co-occurring disorders 3.25 1.96-5.37**
Past-year formal service use 1.32 1.01-1.72*
Past-year informal service use 1.51 1.05-2.19*
Predisposing variables
Male gender® .88 .68-1.13
Age 98 97-.99*
Education
Did not complete secondary school 1.11 .84-1.48
Completed secondary school 1.05 77-1.45
Some postsecondary school 1.11 .76-1.63
Completed postsecondary school (reference) 1.00
Enabling variables
Income adequacy
Low 1.02 77-1.36
Middle to high (reference) 1.00
Not stated 1.27 .82-1.98
Urban residence .93 .67-1.30
Need variables
Psychological distress 1.06 1.04-1.08**
Self-rated mental health status .80 .70-.93*

* Reference category female

b Reference category rural
"p<.05

“*p<.001

warrant further investigation with
larger samples. Fewer persons with
substance dependence than those in
the other two diagnostic groups did
not know where to get help, which
may be related to the high profile and
availability of groups such as Alco-
holics Anonymous and Narcotics
Anonymous. The higher prevalence
of preferring to self-manage symp-
toms and being afraid to ask for help
among those with substance depend-
ence may reflect greater stigmatiza-
tion of the disorder and seeking care,
or it may indicate low motivation and
unreadiness to change substance-us-
ing behaviors (17). In another study
of perceived unmet needs, a diagnosis
of substance use disorder increased
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the odds of reporting embarrassment
as a barrier to seeking required care
(12). Given the higher proportion re-
porting a preference to self-manage
symptoms, it is equally possible that
substance dependence, as experi-
enced in the general population, is
not experienced as a disorder for
which treatment is perceived to be
required.

The relatively higher prevalence of
“not getting around to” seeking care
among persons with co-occurring dis-
orders (a statistically significant find-
ing) may similarly reflect issues of
stigma, embarrassment, or low moti-
vation to change substance-using be-
haviors. Given previous analyses of
these data in which persons with co-
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Table 4

Self-reported reasons for perceived unmet need for mental health care in the past year among persons with a mental
disorder, substance dependence, or co-occurring disorders?

Substance dependence
only (N=103)

Mental disorder
only (N=557)

Co-occurring
disorders (N=169)

Reason N % N % N %

Preferred to self-manage symptoms 42 40.4 171 30.7 42 24.9
Thought seeking care would not help 12 11.5 70 12.5 16 9.5
Did not know how to get help 10 9.7 89 16.0 26 15.5
Afraid to ask for help 21 20.4 93 16.7 26 154
Could not afford to pay for services 14 13.6 64 11.5 29 13.0
Unavailable at time required 8 7.8 45 8.1 28 16.7
Did not get around to ith 13 12.6 91 16.3 50 29.8

* Weighted N=830. All Ns and percentages are weighted to be representative of the Canadian population and were rescaled to preserve the sample size.

b p<.05

occurring disorders were more likely
to have sought services in the year be-
fore the survey and were more likely
to be dissatisfied with these services
(8), it is possible that satisfaction with
the care received in prior treatment
episodes affects the individuals de-
sire to further seek services. Other re-
search has found that individuals with
multiple mental disorders have more
serious problems in several life areas
(1,27,28), which may suggest that
these individuals face greater chal-
lenges in managing illness burden
and mobilizing available resources for
help. The data do not allow for a di-
rect analysis of these hypotheses,
which therefore remain important ar-
eas for further work.

Persons with co-occurring disor-
ders also were more likely to report
that care was unavailable when need-
ed. Although this result might be due
to factors at the individual level (for
instance, a lack of knowledge about
services), it may also indicate a lack of
preparedness of the health care sys-
tem to deal with co-occurring diag-
noses. Systemic, structural, and atti-
tudinal barriers to effective interven-
tions with this subpopulation are
commonly cited by clinicians and ad-
ministrators (29-31). Given the cen-
tral role of general practitioners in
treating those with mental health and
addiction problems in Canada (8,32)
and elsewhere (1,4,33,34), the poten-
tial for shared care approaches with
addiction and mental health profes-
sionals should be explored further.

Two reasons (preferring to self-
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manage symptoms and not getting
around to seeking help) accounted for
half (45%-55%) of the perceived un-
met need across diagnostic groups.
Given the nature of these reasons,
this may suggest that many individu-
als did not have disorders that were
sufficiently severe to require treat-
ment. Mechanic (35) noted that a
self-reported desire to self-manage
symptoms and distress should be in-
terpreted to indicate the absence of a
perceived need for care. It is there-
fore relevant that in this study per-
ceived unmet need was identified by
the respondents themselves, who
were explicitly directed to consider
occasions when care was perceived to
be needed but was not sought. In this
sense, our definition does not impose
restrictions on the reasons for not ob-
taining care, nor does it specify that
these must be externally mediated.
That such a large proportion of re-
spondents went on to cite internal or
attitudinal reasons for not obtaining
care is an interesting finding in and of
itself. A preference for self-managing
symptoms or not getting around to
seeking help may, but does not neces-
sarily, imply a disorder of lower sever-
ity or an absence of real need. It may
equally indicate the presence of sig-
nificant barriers to access or fears of
stigma and embarrassment associated
with help seeking for mental health or
addiction.

Given that the data are cross-sec-
tional, it was not possible to deter-
mine causal relationships between
the experience of disorders, use of

services, unmet need, and the poten-
tial impact on prognosis. It also was
not possible to identify the specific
disorder that initiated help seeking or
resulted in the unmet need or to em-
pirically examine the role of provider
factors in these processes. Diagnosis
and caregiver biases likely have impli-
cations for service use and unmet
needs.

Conclusions
Notwithstanding these limitations,
this work adds to a small but growing
literature on the correlates of unmet
needs. By incorporating perceptions,
we have moved beyond overly sim-
plistic methods used in previous work
on this topic, such as the presence of
diagnoses. Consumer perspectives
represent a central concept within
need for mental health care, along
with disease burden or objective
need, availability of treatment, and
clinical judgment (36). To understand
need in its entirety, a clear apprecia-
tion of the determinants of consumer
perceptions is essential (18). Other
recent work is available that assessed
the population prevalence and corre-
lates of unmet need for mental health
care using objective indicators, such
as disability-adjusted diagnoses (6,37)
and clinician-evaluated need for care
(38). These studies have similarly re-
ported that a large proportion of need
for mental health care, between 50%
and 70% with differing definitions,
goes unmet.

Moreover, the results of this analy-
sis clearly indicate the need to con-
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sider specific diagnostic subgroups,
particularly those with co-occurring
substance dependence and mental
disorders, when examining issues of
unmet need. The elevated occur-
rence of perceived unmet need in
this group is relatively less affected
by contact with the health care sys-
tem than by other conceptualizations
of generalized distress and problem
severity. Further research is needed
to more fully elucidate the impact of
co-occurring disorders on service
use, including the role of satisfaction
with previous care and occasions of
perceived unmet need in future
help-seeking behaviors.
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