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Objectives: This study identified variables associated with
perceived partially met and unmet needs for information,
medication, and counseling, as well as overall perceived
unmet needs, related to mental health among 571 people in
a Canadian epidemiologic catchment area.

Methods: Needs were measured with the Perceived Need
for Care Questionnaire and a comprehensive set of in-
dependent variables based on Andersen’s behavioral model.
Four models were constructed for the following dependent
variables: perceived unmet needs for information, medica-
tion, and counseling (multinomial logistic regression) and
overall perceived unmet needs (multiple logistic regression).

Results: The proportions reporting fully unmet need were as
follows: counseling, 30%; information, 18%; and medication,
4%. Variables associated with unmet needs for information,
medication, and counseling were quite distinct. Enabling
factors (for example, neighborhood perception variables)

were strongly associated with perceived unmet need for in-
formation. Need factors were more strongly associated with
unmet need for medication, predisposing factors with unmet
needs for information and medication, and health service use
with unmet information and counseling needs. People whose
overall needs went unmet tended to be younger, to have an
addiction, and to have consulted fewer professionals.

Conclusions: Mental health services should facilitate access
to psychologists or other clinicians to better meet coun-
seling and information needs. They should also take neigh-
borhoods into account when assessing needs and provide
more information about mental disorders and the treat-
ments and services offered in disadvantaged areas. Finally,
services should be further developed for younger people
with addiction, who tend to be stigmatized and avoid using
health services.
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According to the 2012 Canadian Mental Health Survey, 10%
of the Canadian population age 15 and over had experienced
at least one mental disorder in the previous 12 months (1). It
is acknowledged that only a minority of people with mental
disorders (33%246%) seek help from a health care pro-
fessional (2,3) and that perceived need is a significant pre-
dictor of mental health service use (4,5). In epidemiologic
studies, participants may perceive needs primarily for in-
formation (about mental disorders, treatments, or services),
medication, and counseling (including psychotherapy and
cognitive-behavioral therapy). A need is considered to be
fully met when a person receives help meeting all his or her
expectations. In other cases, the help may only partly fulfill
the need, or no support is provided at all and the need is
unmet (1).

According to previous studies, people diagnosed as having
a mental disorder, especially depression (6–8), panic disorder
(9) and other anxiety disorders (8), or a co-occurring mental
disorder and addiction (6), perceive more unmet needs than

people without these diagnoses. A high level of psychological
distress (1,6,10) and absence of chronic general medical ill-
nesses (1) are other clinical variables correlated with per-
ceived unmet needs. These variables are also strongly
associated with mental health service use (11–13). The
findings related to sociodemographic variables are in-
consistent: studies have shown that the people most likely to
have perceived unmet needs are younger (14–16) or older (7)
and have lower (4) or higher (10) levels of education. In
regard to socioeconomic variables, unmet needs are associ-
ated with being unemployed (17), having no insurance cov-
erage (14,18), and having little social support (15,17). A
negative association has also been found between quality of
life and perceived unmet needs (19–24) among individuals
with severe mental disorders.

To our knowledge, no study based on a conceptual
framework that includes several categories of variables has
analyzed perceived unmet needs in a catchment area. In
studies of health service use, Andersen’s behavioral model is
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widely used (5). This model explains health service use in
terms of predisposing, enabling, and need factors. Pre-
disposing factors include individual characteristics, such
as age, gender, civil status, and self-perceived health.
Enabling factors, such as income, social support and
neighborhood, also influence health service use. Finally,
need factors refer to clinical variables, such as number and
type of disorders (5). Many variables reported as being
associated with health service use according to Andersen’s
behavioral model, such as self-perceived mental (25) or
general medical health (26) and spirituality (27), have
rarely been analyzed in studies of perceived unmet needs.
To our knowledge, other variables, such as stress, aggres-
sive behavior, and perception of the quality or safety of the
neighborhood, have received no attention from research-
ers. People experiencing several stressful events or per-
ceiving their neighborhoods as disadvantaged, unsafe, or
hostile may be more likely to perceive unmet needs. Fur-
thermore, people with aggressive behavior may have more
trouble accessing services andmay therefore be more likely
to view their needs as unmet.

Several studies have described the proportion of un-
met needs for information, medication, and counseling
(28–32). However, as far as can be ascertained, only one
has analyzed variables associated with unmet needs in
each of those domains (1). Sunderland and Findlay (1)
found that people with mental disorders, with greater
psychological distress, and without chronic general med-
ical conditions are more likely to have perceived unmet
needs overall and mainly for counseling. However, only
a limited number of clinical variables were considered.
Greater knowledge about variables associated with per-
ceived unmet needs would help identify people who fail to
obtain the required care. Considering that mental dis-
orders have biopsychosocial causes and that treatment
should not be limited to medication but should also cover
psychosocial aspects (33), perceived unmet needs for in-
formation, counseling, and medication may be mainly as-
sociated with distinct variables.

This study had two objectives: to compare variables
associated with perceived partially met and unmet in-
formation, medication, and counseling needs among 571
people residing in a Canadian epidemiologic catchment area
and to identify variables associated with overall perceived
unmet needs. On the basis of Andersen’s behavioral model
and on the literature on needs and on health service use, it
was hypothesized that perceived unmet need for information
is negatively associated with social support, neighborhood
perception (enabling factors), and health service use varia-
bles; that unmet need for counseling ismore highly associated
with socioeconomic variables (enabling factors), compared
with unmet need for medication, which in turn is more likely
to be associated with diagnoses (need factors); and that
overall perceived unmet needs are mainly associated with
need factors and negatively associated with health service
use variables.

METHODS

Design, Setting, and Survey Sample
This research stemmed from the third wave (T3) (January
2012 to July 2013) of a longitudinal study carried out in an
epidemiologic catchment area in Montreal, the second
largest city in Canada. The catchment area, with a pop-
ulation of 269,720, includes four neighborhoods, with pop-
ulations ranging from 29,680 to 72,420 inhabitants. Further
details about the catchment area have been published else-
where (24,34).

The sample was equally distributed among the four
neighborhoods. The data were weighted by gender and age
at T1 (June 2007 to December 2008) to obtain precise in-
formation about mental disorders in the population. Partic-
ipants provided written informed consent to take part in the
study. The ethics board from a psychiatric hospital approved
the research. The retention rate at T3 was 72%, which is
quite similar to that of other epidemiological studies (69% to
76% after two to five years [35,36]). [Further details about
the catchment area and about the sample are available in an
online supplement to this article.]

Variables and Instruments
The dependent variable—perceived unmet needs—was
measured using the Perceived Need for Care Questionnaire
(PNCQ) (37). The PNCQ assesses perceived needs (for in-
formation, counseling, medication, social intervention, and
skills training) in the previous 12 months. It has good re-
liability (k=.60 for interrater reliability) (37). On the basis of
Andersen’s behavioral model (30), the independent variables
were grouped under predisposing, enabling, and need fac-
tors and service use variables (Figure 1). [The 18 measure-
ment instruments used are described in detail in the online
supplement.]

Analyses
Univariate, bivariate, and multivariate analyses were
conducted. Univariate analyses produced a frequency
distribution for categorical variables and mean values,
along with a standard deviation for continuous variables.
Four models were developed in relation to the four de-
pendent variables: perceived unmet need for information
need, perceived unmet need for medication, perceived
unmet need for counseling, and overall perceived unmet
needs (including needs for social intervention and skills
training). The first three models used multinomial logistic
regression, and the fourth used multiple logistic re-
gression. The models were developed around the vari-
ables shown in Figure 1, following bivariate analyses.
Variables with a significant association with each de-
pendent variable, for an alpha value set to p=.10, were
entered into the model by using a backward-elimination
approach. For all models, alpha values were set at p=.05.
Goodness of fit and total explained variance were calcu-
lated for each model.
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RESULTS

Of the 2,334 persons interviewed, 571 (24%) expressed
a need for information, medication, or counseling in relation
to mental health, and these participants were selected for
further analysis. Of them, 467 (82%) said that their needs
were fully or partially met, while 104 (18%) reported that all
their needs were unmet. Table 1 presents data on the par-
ticipant characteristics.

The largest proportion of the 571 participants perceived
a need for counseling (70%, N=397), followed by information
(49%, N=279) and medication (49%, N=279). The proportion
of participants perceiving a fully met need, a partially met
need, and an unmet need, respectively, was 60% (N=239),
10% (N=38), and 30% (N=120) for counseling; 76% (N=213),
6% (N=16), and 18% (N=50) for information; and 92% (N=257),

4% (N=12), and 4% (N=10) for medication.
Finally, of the 180 perceived unmet needs
reported by the 571 persons, 67% (N=120)were
for counseling, 28% (N=50) for information,
and only 6% (N=10) for medication.

Table 2 presents the independent vari-
ables associated with perceived partially met
and unmet needs for information, medica-
tion, and counseling. Compared with partic-
ipants with a fully met need for information,
those with a partially met need were more
likely to be female (88% versus 64%), to
perceive their mental health as poor (pre-
disposing factors), to be more positive about
the physical conditions of their neighbor-
hood and their sense of collective efficacy,
and to be less positive about the neighborly
behaviors (for example, lending a neighbor
a tool or taking care of an out-of-town
neighbor’s house) and their capacity for
informal social control (enabling factors).
Compared with participants with a fully met
need for information, those with a perceived
unmet need were more likely to commit ag-
gression against property (need factor), to be
less positive about neighborly behavior and
their capacity for informal social control
(enabling factors), and to have seen fewer
health care professionals (health service use
variable). This model explained 33% of the
total variance associated with perceived un-
met need for information.

Compared with participants with a fully
met need for medication, those with a par-
tially met need were more likely to perceive
their general medical health as poor (pre-
disposing factor) and to commit aggression
against property (need factor). People with
a totally unmet need for medication were
more likely than those whose need was fully

met to give no importance to spirituality (predisposing fac-
tor), to perceive their neighborhoods as unsafe (enabling
factor), and to have experienced a greater number of
stressful events (need factor). This model explained 25% of
the total variance associated with perceived unmet need for
medication.

Compared with participants with a fully met need for
counseling, those with a partially met need had poorer
self-perceived mental health (predisposing factor), whereas
those with a totally unmet need for counseling were more
likely to exercise a lower level of informal social control
(enabling factor), to show verbal aggression (need factor),
and to see fewer health care professionals (health service
use variable). This model explained 27% of the total
variance associated with perceived unmet need for
counseling.

FIGURE 1. Conceptual framework of variables related to perceived unmet need for
information, medication, and counseling and overall needsa

Need factors

Aggressive behavior
Presence of verbal aggression
Presence of aggression against property
Presence of autoaggression
Presence of physical aggression

Stress
Stressful events

Clinical variables
Mental disorders (major depressive 

episode, mania, general anxiety 
disorder, panic disorder, social 
phobia, agoraphobia, posttraumatic
stress disorder, alcohol dependence, 
drug dependence, addiction [alcohol 
+ drug dependence])

Number of mental disorders
Total psychological distress score
Total impulsiveness score
Cognitive impairment score
Number of general medical ailments

(diabetes, high blood pressure, heart
disease, stomach or intestinal ulcers,
arthritis or rheumatism, migraine
headaches, cancer, kidney disease,
back problems)

Predisposing factors

Sociodemographic factors
Age
Gender
Civil status
Education
Household size

Perceptions of health
Self-perceived general medical health
Self-perceived mental health

Spirituality
Importance attributed to spirituality

Quality of life
Total quality of life score
Satisfaction with life score

Enabling factors

Social support
Total social support score

Socioeconomic variables
Personal income
Household income

Neighborhood perception
Perceived neighborhood physical

condition score
Perceived safety score
Perceived neighborhood disorder 

score
Community participation score
Informal social control score
Social cohesion score
Sense of collective efficacy score
Resident disempowerment
Neighborhood behavior score

Dependent variables

Unmet need for information
Unmet need for medication
Unmet need for counseling
Overall unmet needs

Health service use

Having a family physician
Number and types of 

professionals consulted in the 
previous 12 months

aExcept for sociodemographic variables, variables were measured in the previous 12
months.
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TABLE 1. Characteristics of 571 survey respondents who perceived a need related to mental health care

Characteristic

All needs met

Total sample
Information
(N=213)

Medication
(N=257)

Counseling
(N=239)

No needs met
(N=104)

N % N % N % N % N %

Predisposing factor
Sociodemographic
Age (M6SD) 42.6613.4 41613 46613 43613 39613
Gender
Female 386 68 137 64 172 67 168 70 70 67
Male 185 32 76 36 85 33 71 30 34 33

Spirituality
Not important 235 41 86 40 94 37 94 39 51 49
Important 336 59 127 60 163 63 145 61 53 51

Quality of life score (M6SD)a 101.6616.0 101615 100616 102616 101615
Perceptions of health
Self-perception of general medical
health
Poor or fair 223 39 81 38 113 44 81 34 40 38
Good 201 35 13 34 15 34 13 39 15 39
Very good or excellent 147 26 10 28 7 22 11 28 9 23

Self-perception of mental health
Poor or fair 239 42 13 46 11 49 12 42 10 42
Good 198 35 15 32 16 32 13 32 18 43
Very good or excellent 134 24 7 23 6 20 8 26 6 14

Enabling factor
Neighborhood perception score
(M6SD)
Perceived neighborhood physical

conditionb
44.6611.0 46610 45611 44611 45611

Informal social controlc 17.164.0 1764 1764 1764 1764
Sense of collective efficacyc 34.467.0 3467 3467 3567 3467
Neighborly behaviord 15.2610.0 16610 15610 15610 15610

Need factor
Aggression
Verbal aggression 317 56 117 55 126 49 127 53 68 65
Aggression against property 167 29 66 31 47 18 71 30 39 38

Stressful events score (M6SD)e 3.962.0 463 462 462 462
Clinical variable
Mental disorder
Major depressive episode 117 21 53 25 64 25 55 23 22 21
Mania 23 4 10 5 12 5 10 4 4 4
General anxiety disorder 11 2 6 3 4 2 8 3 0 —
Panic disorder 24 4 10 5 16 6 14 6 2 2
Social phobia 34 6 17 8 17 7 16 7 7 7
Agoraphobia 12 2 6 3 6 2 5 2 1 1
Alcohol dependence 24 4 5 2 5 2 11 5 9 9
Drug dependence 25 4 12 6 9 4 10 4 6 6
Any addiction (drug or alcohol) 42 7 15 7 13 5 17 7 13 13
Posttraumatic stress disorder 45 8 24 11 30 12 25 10 4 4

Montreal Cognitive Assessment score
(M6SD)f

Entire sample 2.465.0 265 366 366 366
Participants with cognitive disorders 14.362.0 14.562.0 14.262.0 14.262.0 14.762.0

Any mental disorder 133 23 60 28 69 26 63 26 24 23
Psychological distress score (M6SD)g 11.967.0 1267 1367 1267 1266

Health service use
Has a family doctor 401 70 161 76 199 77 179 75 51 49
N of health professionals consulted

in past year (M6SD)
2.662.0 362 362 362 161

a As measured by the Satisfaction With Life Domain Scale. Possible scores range from 20 to 140, with higher scores indicating higher quality of life.
bAs measured by the Neighborhood Physical Conditions Scale. Possible scores range from 10 to 70, with higher scores indicating more positive neighborhood
physical conditions.

cAs measured by the Sense of Collective Scale. Possible scores range from 10 to 50, with higher scores indicating lower social control or collective efficacy.
dAs measured by the Neighborhood Behavior Scale. Possible scores range from 9 to 45, with higher scores indicating more positive neighborhood behavior.
eAs measured by the Questionnaire on Life Events. Possible scores range from 0 to 22, with higher scores indicating a greater number of stressful events.
f Possible scores range from 0 to 30, with higher scores indicating higher cognitive dysfunction.
gAs measured by the Kessler Psychological Distress Scale (K10). Possible scores range from 0 to 40, with higher scores indicating greater psychological distress.
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Variables associated with overall perceived unmet needs
were female gender and younger age (predisposing factors);
a higher score on the Montreal Cognitive Assessment scale
(indicating cognitive dysfunction), addiction, and verbal ag-
gression (need factors); and having seen fewer health care
professionals (health service use variable) (Table 3). This model
had an acceptable goodness of fit and explained 30% of the total
variance associated with overall perceived unmet needs.

DISCUSSION

The proportion of participants expressing needs in our study
(24%) was somewhat higher than the proportions (14% to
23%) estimated in previous epidemiological studies that used

the PNCQ (4,28,29,31). These
differences may be explained
by the demographic structure
of the setting (poverty and
high prevalence of psycho-
logical distress) or by the
presence of a psychiatric hos-
pital in the catchment area.
However, the proportions of
the sample reporting fully met
needs for medication (92%),
information (76%), and coun-
seling (60%) were quite simi-
lar to estimates in the 2012
Canadian Mental Health Sur-
vey (91%, 70%, and 65%, re-
spectively) (1).

As in previous studies,
perceived unmet and partially
met needs were more com-
mon for counseling, followed
by information (1,28–30,32).
The high proportion of the
perceived unmet need for
counseling suggests that peo-
ple with common mental dis-
orders (depression and anx-
iety disorders) would prefer
to receive both medication
and psychotherapy or to have
better access to psychologists
(38). An unmet need for coun-
seling cannot be explained by
a lack of psychologists, be-
cause the ratio of 104 psy-
chologists to 100,000 indi-
viduals in Quebec is more than
double the Canadian average
(48 per 100,000) (39). Because
Canadian public health insur-
ance plans only partly cover
counseling services, low-

income, uninsured people have limited access to psychol-
ogists (40). In a report on the performance of mental health
services, the Quebec Commissioner for Health and Wel-
fare recommended access to psychotherapy for all, as has
been mandated in other countries, such as Australia and
the United Kingdom (41). In regard to unmet need for
information, many health professionals—unlike people with
mental disorders—see this as a secondary issue (42). Ac-
cording to a recent study, limited consultation time and
the difficulties that some people experience in asking ques-
tions are other factors that explain a perceived unmet need
for information (43). Low education levels (4), cultural
and linguistic barriers (44), or cognitive problems may
also explain difficulties in obtaining and understanding

TABLE 2. Variables independently associated with unmet needs for information, medication, and
counseling among survey respondents perceiving a needa

Type of need and variable

Partially met needs All needs unmet

B p OR 95% CI B p OR 95% CI

For informationb

Predisposing factor
Gender –1.96 .02 .14 .03–.71 –.60 .12 .55 .26–1.17
Self-perception of mental health –1.21 .00 .30 .14–.65 –.32 .10 .73 .50–1.06

Enabling factor
Perceived neighborhood physical
conditions

.09 .01 1.09 1.02–1.17 –.02 .36 .98 .95–1.02

Informal social control score .33 .06 1.38 .98–1.95 .20 .06 1.23 .99–1.51
Sense of collective efficacy score –.25 .02 .78 .63–.96 –.06 .32 .94 .83–1.06
Neighborly behavior score –.10 .05 .91 .83–1.00 –.06 .01 .94 .90–.98

Need factor
Aggression against property –.36 .68 .70 .13–3.82 1.21 .02 3.36 1.21–9.35

Health service use
N of health professionals
consulted

.06 .68 1.06 .79–1.42 –.63 ,.01 .53 .42–.69

For medicationc

Predisposing factor
Importance attributed to
spirituality

–.38 .57 .69 .18–2.57 –1.71 .03 .18 .04–.81

Self-perception of general
medical health

–.75 .04 .48 .24–.95 .28 .41 1.33 .68–2.61

Enabling factor
Perceived safety score –.39 .13 .68 .41–1.12 .42 .08 1.52 .95–2.44

Need factor
Aggression against property 1.50 .02 4.49 1.23–16.42 .33 .67 1.39 .30–6.44
Stressful events score .16 .19 1.17 .92–1.50 .26 .02 1.30 1.05–1.61

For counselingd

Predisposing factor
Self-perception of mental health –.68 .07 .51 .25–1.05 –.34 .14 .71 .46–1.11

Enabling factor
Informal social control .03 .65 1.03 .90–1.19 .12 .02 1.13 1.02–1.25

Need factor
Verbal aggression .65 .31 1.91 .55–6.62 .90 .05 2.45 1.01–5.94

Health service use
N of health professionals
consulted

.09 .55 1.10 .81–1.48 –.64 ,.01 .53 .40–.70

a Multinomial logistic regression models. The reference group in each model is no unmet needs.
b A total of 279 respondents reported a need for information. Model statistics: Nagelkerke R2=33.1%; McFadden
R2=2.8%; goodness of fit Pearson x2=78.57, df=16, p,.001

c A total of 279 respondents reported a need for medication. Model statistics: Nagelkerke R2=24.6%; McFadden
R2=19.1%; goodness of fit Pearson x2=35.28, df=10, p,.001

d A total of 379 respondents reported a need for counseling. Model statistics: Nagelkerke R2=26.6%; McFadden
R2=15.9%; goodness of fit Pearson x2=45.364, df=8, p,.001
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information. Finally, consistent with previous findings
(1,28,29,31,32), the proportions of perceived unmet and par-
tially met need for medication in our study were very low.
However, it has been shown that people with a fully met
need do not necessarily feel satisfied with taking medi-
cations (43) or may not be taking them properly (45).

Results did not strongly support the study hypotheses.
Perceived partially met and unmet need for information
was not associated with social support (enabling factor).
No association was found between socioeconomic variables
(enabling factors) and a perceived partially met or unmet
need for counseling. An unmet need for medication was
not associated with diagnosis (need factor). However, the
variables associated with needs for information and coun-
seling were distinct from the variables associated with a
need for medication.

In regard to health service use, the number of health care
professionals consulted was negatively associated with per-
ceived unmet information and counseling needs. It seems
logical that people who visit fewer health care professionals
are more likely to have perceived unmet needs in these two
domains. Treating mental disorders usually requires several
approaches and complementary treatments, and seeing
more professionals might increase treatment motivation and
outcomes (20,46,47).

In regard to enabling factors, perception of the neigh-
borhood (neighborhood physical condition, sense of col-
lective efficacy, neighborly behavior, and informal social
control) were more strongly associated, positively or nega-
tively, with a partially met and unmet need for information.
Neighbors who offer social support may influence people
with mental disorders by directing them to professionals,
providing information on available services, and offering
assistance to reduce barriers to health care use (33,48).

In regard to need factors, the association between
stressful events and a perceived unmet need for medication
suggests that some people had trouble finding a psychiatrist
or a family physician willing to prescribe medication for
their stress. The finding that people who committed ag-
gression against property were more likely to perceive their
medication and information needs as unmet or only partially
met, compared with those who did not commit such ag-
gression, suggests that some individuals may have had
problems with the law and therefore may have had limited
access to health services because of the reluctance of some
professionals to serve this population (49). The issue of
stigma might explain the association between verbal ag-
gression and a perceived unmet need for counseling. Fight-
ing stigma is one of the main recommendations of the
Quebec Commissioner of Health and Welfare aimed at in-
creasing the performance of mental health services (41).

In regard to predisposing factors, it stands to reason that
poor self-perceivedmental healthwas found to be correlated
with a partially met need for information. Although medi-
cation usually offers rapid improvement of mental disorders,
counseling is reported to provide more sustained recovery

(50), suggesting that people with more severe or complex
symptoms might expect complementary treatments, such as
psychotherapy and medication. Previous studies have found
a greater level of satisfaction among individuals with mental
disorders receiving both medication and psychosocial
treatment (33,48). It is more difficult to explain why people
who grant little importance to spirituality are more likely
than those who do not to have a perceived unmet need for
medication. One possibility is that religion or spirituality is
a significant protective factor against mental disorders (51).

Finally, consistent with the final hypothesis, overall per-
ceived unmet needs were quite strongly associated with
need factors and health service use variables. The fact that
people with substance use disorders were more likely to
have overall perceived unmet needsmay be a consequence of
stigma (52) or may stem from a lack of treatment resources.
Many professionals are reluctant to treat these clients (53).
People with substance use disorders are also more likely
to move frequently and to abandon treatment, and they are
less likely to use health services (54–56). Furthermore, in
Quebec, as elsewhere in the world, few specialized services
exist for addiction or for co-occurring mental and substance
use disorders (57). The association between overall unmet
needs and higher cognitive functioning is difficult to explain.
It suggests that people with severe cognitive disorders are
more likely to be in treatment. The negative association
between the number of professionals consulted and overall
perceived unmet needs is reasonable, considering that per-
ceived unmet needs were predominantly related to coun-
seling. Furthermore, previous studies have found that
perceived unmet needs were more frequent among younger
people (14–16). Finally, the fact that males tend to consult
health care professionals only after a sharp deterioration in
their mental or general medical conditions may explain why
they were less likely to have perceived unmet needs (58).

This study had a number of limitations. First, the results
may reflect characteristics of the population in the

TABLE 3. Variables independently associated with overall unmet
needs among survey respondents perceiving a needa

Factor type and variable B p OR 95% CI

Predisposing factor
Male –.55 .04 .58 .34–.98
Age –.03 ,.01 .97 .95–.99

Need factor
Verbal aggression .46 .07 1.58 .96–2.61
Addiction 1.26 ,.01 3.52 1.48–8.36
Montreal Cognitive Assessment
score

.05 .03 1.06 1.00–1.11

Health service use
N of health professionals
consulted

–.87 ,.01 .42 .34–.52

a Multiple logistic regression model. The reference group is the combined
groups of those with partially met needs and those with no unmet needs.
Model statistics: Nagelkerke R2=29.9%; Cox and Snell R2=18.3%; goodness
of fit Hosmer-Lemeshow test, R2=11.14, df=8, p,.194; overall percentage
of correctly classified observations, 84.1%
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catchment area and may not be generalizable to other areas
or populations. Second, the severity of mental disorders was
not considered. Previous studies have reported a link be-
tween perceived unmet needs and level of disability (59).
Third, sample attrition from T1 to T3 may have introduced
a bias, because participants who remained in the cohort
were different from those lost to follow-up. Finally, because
all the variables (dependent and independent) emanated
from a one-time measurement, it is not possible to infer
causality between variables.

CONCLUSIONS

This study was the first to compare variables associated with
perceived unmet needs for information, medication, and
counseling as well as overall perceived unmet needs, based
on a comprehensive conceptual framework. The findings
indicate that counseling and information needs go unmet
more often than the need for medication. The high preva-
lence of unmet needs, particularly for counseling, seems to
be associated with public policies, because unlike medica-
tion, counseling is only partially covered by the Quebec
public insurance plan. Equitable access to psychotherapy
could reduce unmet need for counseling. Moreover, the
results show the importance for mental health services of
taking neighborhoods into account in disadvantaged areas.
Increasing the provision of mental health care in primary
care settings could facilitate better access to information for
people living in disadvantaged situations. Also, the findings
suggest that young people and people with addiction were
more likely to have needs that went entirely unmet. Greater
effort should be devoted to improving specialized services
for these groups and to development of integrated treatment
for co-occurringmental and substance use disorders. Finally,
fighting stigma should be another priority for mental health
services.
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