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In recent years the interest in
more research on the interna-
tional comparison of mental

health care has increased because of
the global burden of mental illness,
the existing gap between “disease”
and “resource” information in mental
health, the lack of data from low- and
medium-income countries, and the
imbalance of resource availability be-
tween mental health and other health
sectors (1). The assessment of unmet
needs is particularly important in
Latin America because of the gap be-
tween mental health treatment need-
ed and mental health treatment re-
ceived that has been identified in this
region (2). Chile is an upper–middle-
income country that provides an ex-
cellent case for study. Chile’s experi-
ences in designing and implementing
care could be helpful to neighboring
countries with less developed mental
health systems.

In Chile mental health reform was
planned and carried out in the 1990s,
community care was organized by
sectors, and mental health care was
incorporated into primary care. The
Chilean mental health system and the
utilization of services have been de-
scribed in previous studies (3,4); in-
formation available at the macro-level
on care indicators has been compared
with other countries in Latin America
(2) and with the global context (5,6).
The comparison between Chile and
Spain is particularly relevant because
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Objectives: There is a demand for international comparisons of mental
health care in Latin America. The purpose of this study was to describe
mental health care in catchment health areas in Chile and Spain in order
to complement information reported at the macro-level (countries or re-
gions). Methods: Availability and utilization of services for the adult pop-
ulation were assessed in two urban areas in Chile and in three urban ar-
eas in Spain by using the European Service Mapping Schedule (meso-lev-
el data). Indicators from a previous data envelopment analysis (DEA)
model of basic community care were applied to this analysis. Results: For
the two countries, local data on beds and staff differed from data provid-
ed at the national level. In Chile meso-level data indicated more available
beds and more psychologists per capita than did macro-level data. Quan-
titative indicators of community care were described, and the main gaps
in Chile’s urban areas were identified, particularly in day care and non-
hospital residential care. There was nearly a tenfold difference in use of
residential and day care between the benchmark area in Spain and the
areas explored in Chile. In Chile’s catchment areas there was no avail-
ability of nonacute hospital services, any work-related services for per-
sons with mental disorders, or 24-hour mobile or nonmobile emergency
psychiatric care. The meso-level data indicated that delivery and use of
care in Chile was more similar to the pattern found in the poorer area in
southern Spain than macro-level data would indicate. Conclusions: The
European Service Mapping Schedule was useful for describing mental
health care outside of Europe and allowed for an international compari-
son between Chile and Spain. The meso-level description gathered in this
study adds to the macro-level information on the mental health care sys-
tem that has been provided in other reports. The gap between mental
health treatment needed and mental health treatment received in Chile
may be lower than expected. (Psychiatric Services 59:421–428, 2008)



the health care system in Spain (a
high-income country) was instrumen-
tal in the design of the health care re-
form in Chile. The mental care sys-
tem of Andalusia (Southern Spain)
was one of the models for designing
mental health care reform in Chile.

There is a debate on how to im-
prove international comparisons to
provide relevant information for poli-
cy and planning in mental health.
Most of the available information is
provided at the macro-level (coun-
tries or regions). However, informa-
tion gathered at the meso-level (mu-
nicipalities, health areas, or districts)
may diverge from data aggregated at
higher territorial levels. The impor-
tance of meso-level information was
shown in a previous comparison be-
tween Italy and Spain (7), in which
our meso-level results differed from
the macro-level results provided by
national health officers of the World
Mental Health Atlas (6).

In mental health the name of a spe-
cific service does not define its main
activities, and it is necessary to use an
internationally agreed upon glossary
of terms for classifying services. An
agreement of terms is necessary in or-
der to define exclusion and inclusion
criteria for decisions about which
services to include in the assessment
and in order to provide clear guide-
lines to measure utilization. The Eu-
ropean Psychiatric Care Assessment
Team research network has developed
a framework for international com-
parisons of service availability and uti-
lization (8). The European Psychiatric
Care Assessment Team comparison
focuses on the meso-level, includes
operational definitions of both the tar-
get population and the catchment ar-
eas, takes as a unit of analysis the
“main types of care” instead of indi-
vidual services, incorporates inclusion
and exclusion criteria, and provides a
set of instruments for describing care
indicators at the area level. The com-
parison also includes a standard de-
scription of activities within a given
service and the mapping of main types
of care and services within an area by
using the European Service Mapping
Schedule (ESMS).

The aim of this study was twofold.
First, this study aimed to assess the
usability of the ESMS in an up-

per–middle-income country (Chile).
And second, this study aimed to com-
pare mental health care in Chile and
Spain by using the European Psychi-
atric Care Assessment Team ap-
proach, with indicators developed in
a previous operational model of basic
mental health community care and
with data obtained from five catch-
ment areas in the two countries.

Methods
Selection of small health areas
We selected areas with marked differ-
ences in organization and provision of
services within each country follow-
ing the prospect model of previous
studies (9). Urban areas with a popu-
lation density ranging between 130
and 1,300 persons per square kilome-
ter were selected for this study.
Therefore, macro-urban and rural ar-
eas defined by population density
were excluded in this study. In Spain,
one urban area was selected in the
North (Gavà, Catalonia), and another
urban area was selected in the south
(Granada Norte, Andalusia) because
of the socioeconomic and health dis-
parities found in other studies (10)
and because previous studies (7,9)
have shown that these two regions
have different organization models
for their mental health services. An-
other urban area was selected in the
region of Navarre (Rochapea). Roch-
apea was selected because it has been
identified as a benchmark area for
community care in Spain (11). Two
adjacent urban areas with different
methods of service provision and
service organization were selected in
southern Chile: Concepción and
Talcahuano. The organization of serv-
ices in Concepción is more tradition-
al and dates from the 1960s, whereas
services in Talcahuano were com-
pletely reorganized during the mental
health care reform in the 1990s.

Description of catchment areas
The European Socio-Demographic
Schedule was used along with other
health indicators to describe the so-
ciodemographic characteristics of
each area (8). Variables were selected
on the basis of availability of data and
evidence of relevance to mental
health service utilization in previous
studies (12).

The ESMS
The ESMS (13) is an instrument that
serves three purposes. First, the ESMS
is used to compile an inventory of
adult mental health services of a
catchment area. Second, it describes
and compares the structure and range
of mental health services between
catchment areas. And finally, it meas-
ures and compares between catch-
ment areas the levels of provision of
major types of mental health services.
The ESMS classifies services accord-
ing to a number of descriptors, such
as care typology, intensity, time of
stay, and mobility. These atheoretical
descriptors provide a classification
based on the “main types of care,” in-
cluding residential care (ESMS
branch code R), day care (ESMS
branch code D), and outpatient and
community care (ESMS branch code
O). ESMS has four modules: intro-
duction, service mapping (coding of
main types of care at the small-area
level), service counting (utilization of
main types of care at the small-area
level), and a listing of service charac-
teristics. The full listing of ESMS
codes (main types of care) can be
found in previous studies (13,14). [An
appendix showing the full listing and
description of ESMS codes, along
with the original questionnaire, is also
available as an online supplement at
ps.psychiatryonline.org.]

Three major contributions of
ESMS are the use of an internation-
al terminology, its mapping struc-
ture, and its focus on main types of
care instead of services. The ESMS
glossary ruled out the use of cultur-
ally laden words (for example, reha-
bilitation) and common names of
services that cannot be compared
across territories (for example, day
center). The ESMS tree divides care
into several main branches according
to whether the patient sleeps in the
setting, receives care in a day care fa-
cility, or has face-to-face contact
with a health professional. Then care
is subdivided into secondary and ter-
tiary branches on the basis of other
characteristics, such as intensity,
time of stay, and mobility. Individual
services may be coded with one, two,
or more main types of care. Local
arrangements impede service com-
parisons across territories; however,
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this problem can be overcome by
comparing main types of care at the
meso-level instead of comparing
services at the meso-level. Psycho-
metric properties of the Spanish ver-
sion of ESMS and its expanded ver-
sion for disability services are de-
scribed elsewhere (14,15).

Procedure
Two trained researchers in Chile and
five in Spain conducted the assess-
ments. One international coordina-
tion meeting was organized, and
monitoring was carried out online
from the Spanish coordinating cen-
ter. The data gathering was done in
Spain in 2003 and in Chile in 2004
and 2005. In Chile sociodemograph-
ic data were obtained from national
statistical sources and local officers,
as well as other sources. In Spain
mental health officers at the three
regions (or autonomous communi-
ties, as they are called) were also
contacted. An external interviewer
made contact with every mental
health unit in the five catchment ar-
eas. Data collection for the ESMS
began in each area with a face-to-
face interview with both the head of
the community mental health center
and the reference hospital setting. A
map of the services within the area
was made at these meetings, and the
main local data sources were identi-
fied. Further information was ob-
tained from interviews with man-
agers and staff of other services.
Where there were gaps, a one-
month prospective survey of utiliza-
tion of the relevant services was car-
ried out by the local researcher.

Twelve indicators derived from
ESMS data were used to assess basic
mental health community care in the
five areas. “Basic mental health com-
munity care” is an operational model
that provides a minimum indicator
set to be collected prospectively in
small mental health areas where in-
formation is poor or unreliable. It was
developed by hybrid qualitative and
quantitative techniques (a knowledge
engineering approach combined with
a data envelopment analysis) (11).

The indicators used in this model
included service availability, places,
and utilization of residential care
(ESMS branch code R) and basic

day care services (ESMS branch
code D—D1 for day services and D4
for structured services). Three main
variable categories were considered:
T for types of care (that is, availabili-
ty of main types of care in residential
and day care facilities within the
area), P for places (that is, places and
beds available per 100,000 popula-
tion), and U for utilization (service
utilization in residential and day care
per 100,000 population). These vari-
ables (T, P, and U) were considered
in each ESMS group of codes to pro-
vide the number of services avail-
able, places available, and use by
every ESMS main type of care. Ac-
cording to the model, efficient small
health areas should have a high avail-
ability and use of acute care (TR2,
PR2, and UR2), avoiding overuse;
they should also have low availability
and use of hospital nonacute care
(TR4 to TR7, UR4 to UR7, and PR4
to PR7); and they should have high
availability and use of both residen-
tial nonhospital care (TR8 to TR13,
UR8 to UR13 and PR8 to PR13) and
basic day care (TD1 plus TD4, UD1
plus UD4 and PD1 plus PD4). [An
appendix showing the full listing and
description of ESMS codes is avail-
able as an online supplement at ps.
psychiatryonline.org.]

The indicators used in this study
were derived from a data envelop-
ment analysis (DEA) model de-
scribed elsewhere (11). In summary,
the data envelopment analysis model
selected a minimum indicator set
composed of six indicators: two inputs
and four outputs that describe techni-
cal efficiency at small health areas.
This model was previously tested in
12 small health areas in Spain, and it
included both nontransformed and
transformed variables. In a classical
data envelopment analysis model, a
small health area with high input val-
ues and with low output production
would be considered as less efficient
than one with low input values and
high output production. However,
this may not be the case of some pos-
itive inputs, such as high availability
of acute care, community residential
care, and day care. If the original val-
ues of these variables are maintained,
the efficiency of the corresponding
small health area will yield an incor-

rect classification. In order to manage
this situation, transformed values
were obtained for a subset of vari-
ables. The original values were sub-
tracted from a subjective value close
to and over their maximum; this
mathematical transformation only
implies a scale variation for adapting
the algebraic model to expert knowl-
edge about the variable behavior.

Inputs selected were availability of
acute care (transformed TR2) and
day and structured care (trans-
formed TD1 plus transformed TD4).
The four outputs were use of acute
care (UR2), use of long-term hospi-
tal care (transformed UR4 to trans-
formed UR7), use of long-term resi-
dential community care (UR8 to
UR13), and use of day care (UD1+
UD4). This indicator set was used to
test technical efficiency, to identify
benchmark areas, and to quantify in-
efficiency in small mental health ar-
eas in Spain (11).

Data analysis
Service utilization data were ana-
lyzed via visual inspection, because of
their exploratory nature, the purpo-
sive basis of sampling, and the small
number of areas inspected. The qual-
itative rating of the small health areas
was provided by a four-member ex-
pert panel using basic mental health
community care as a reference tool
and descriptive data from every area
(11). The basic mental health com-
munity care model is available from
the authors.

Results
The main sociodemographic indica-
tors for both countries and the five
catchment areas are shown in Table 1.
The gross domestic product at pur-
chasing power parity per capita is
three times higher in Spain than it is
in Chile. The catchment areas in
Chile were three to five times larger
than the ones in Spain. The “depend-
ency index” (that is, the population
younger than 15 or older than 64 per
population aged between 15 and 64)
was similar (46.1 to 51.0 for Spain
versus Chile and 37.2 to 53.2 for all
five areas), although with an inverse
distribution (that is, there are more
persons younger than 15 in Chile and
more persons older than 64 in Spain).
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The “aging index” (that is, the num-
ber of persons older than 64 per 100
persons younger than 15) was four
times higher in Spain than it was in
Chile. Compared with Spain, Chile
showed higher percentages of single-
person households and single par-
ents. Local data on bed and staff indi-
cators show important differences
across the five areas, except for beds
in settings other than psychiatric hos-
pitals and general hospitals. There are
also differences between county-level
and national-level rates in the num-
ber of mental health care profession-
als employed. 

Availability and use of services
The core configuration of catchment
area services in Chile and in Spain in-

cludes acute care, residential commu-
nity care with varying levels of inten-
sity, day care providing structured ac-
tivities other than work, and nonmo-
bile continuing care services (services
that monitor and treat patients who
attend mental health service premis-
es, including outpatient care in men-
tal health care centers and in outpa-
tient units of hospitals). For other
types of services, availability varied
considerably between areas and be-
tween the two countries. In Chile’s
catchment areas there was no avail-
ability of nonacute hospital services,
any work-related services for persons
with mental disorders, or 24-hour
mobile or nonmobile psychiatric
emergency care. Mobile emergency
care was not available in Spain in a

majority of areas at the time of the
data gathering.

Table 2 depicts levels of service uti-
lization per available main types of
care in the catchment areas. Although
variation was great, geographical and
economic growth patterns could be
identified. Levels of use were general-
ly higher in northern Spain than in
southern Spain, and in Spain than in
Chile. There was nearly a tenfold dif-
ference in use of residential and day
care between the benchmark area in
Spain (Rochapea, Navarre) and the ar-
eas explored in Chile. Use of nonmo-
bile continuous outpatient care was
lower in the Granada and Gavà areas,
compared with the other three areas.
The high use of outpatient care in
Chile included, apart from mental
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Sociodemographic characteristics relevant to mental health care at macro- and meso-levels in Chile and Spaina

Spain
Chile

Granada
Variable Total Rochapea Gavà Norte Total Concepción Talcahuano

General indicatorsb

Gross domestic product at pur-
chasing power parity per capita 
(international $) 21,174 26,763 25,541 16,107 7,214 — —

Life expectancy (years) 78.7 77.7
Population 40,847,371 70,422 167,550 187,849 15,116,435 564,602 350,760
Population per km2 81 207 1,340 130 20 210 470
Population younger than 18 years (%) 18.0 17.3 19.6 21.2 30.9 30.3 30.3
Dependency index: population younger

than 15 years or older than 64 per
population between 15 and 64 years 46.1 42.5 37.2 47.4 51.0 53.2 48.5

Aging index: inhabitants older than 64
per 100 inhabitants younger than 15 117.4 124.2 68.7 95.1 28.7 22.9 30.1

Unemployment (%) 14.2 10.3 10.6 22 8.7 12.8 9.8
Employment (%) 47.4 52.8 56.7 41.2 45.3 41.6 40.1
Illiteracy (%) 2.6 .9 2.9 2.9 4.3 3.2 3.7
Single, divorced, or widowed (%) 52.1 55.2 46 55.1 43.40 42.70 41.2
Single-person household (%) 7.1 7.4 5.5 7.2 11.6 10.2 8.5
Single parent (%) 1.7 2.3 1.6 2.2 17.7 18.4 19.6

Mental Health Atlas indicators: psychiatric
beds and professionalsc

Per 10,000 population
Psychiatric beds 4.4 (3.5) (8.3) (2.7) 1.8 (1.4) (.8)
Beds in mental hospitals 3.7 (1.7) (6.3) (.8) 1.0 0 0
Beds in general hospitals .6 (1.0) (1.2) (0.7) .3 (1.0) (.2)
Beds in other settings .1 (.9) (.8) (1.2) .6 (.5) (.6)

Per 100,000 population
Psychiatrists 3.6 (6.7) (7.6) (5.3) 4.7 (3.2) (2.2)
Psychologists 1.9 (5.0) (4.9) (2.5) 12.3 (2.6)d (13.5)
Psychiatric nurses 4.2 (10.1) (5.8) (6.0) 1.7 (3.0) (2.4)

a Adapted from the European Socio-Demographic Schedule (8)
b In Spain data are provided from the autonomous communities (regions) where small health areas are located. In Chile regional data are provided from

the 2002 census (2,5).
c In Concepción it was not possible to disaggregate the rate of psychologists working in adult or in child and adolescent care. Data in parentheses are

from research on services in the country or the local area.
d Including service settings for children 0–18



health centers, psychiatric outpatient
units in hospitals, as well as psycholog-
ical care within primary care centers.

Comparison of service 
provision at the area level
The comparison of catchment areas
according to the basic mental health
community care model is shown in
Table 3. Average data from the 12

Spanish areas where the model was
originally tested (11) are shown in this
table in order to enable a more gen-
eral comparison. Our data showed
that in Chile availability and use of
types of residential and day care and
places or beds are far below the stan-
dards in Spain for basic optimum
care. However, data on the use of ba-
sic mental health community care in-

dicators in the two areas from Chile
were closer to those found in Grana-
da Norte than to those found in
Rochapea and Gava. Andalusia is one
of the regions with lower general eco-
nomic indicators in Western Europe.
Differences in the community care
pattern persisted between southern
Spain and the two areas in Chile,
where gaps appeared in day care use
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Utilization rates of main types of care and European Service Mapping Schedule (ESMS) codes in five catchment areas in
Chile and Spain

Spain
Chile

ESMS Granada
Main types of care codesa Rochapea Gavà Norte Concepción Talcahuano

Residential care (beds occupied per month
per 100,000 population)

Hospital
Acute R2 17 8.2 4 6.4 0
Nonacute: time limited R4 7.1 2.5 0 0 0
Nonacute: indefinite stay R6 4.3 9.6 0 0 0
Nonacute: total R4 to R7 11.4 12 0 0 0

Non-hospital
Time limited, 24-hour support R8 5.7 0 0 0 2
Indefinite stay

24-hour support R11 0 14.9 8 2.1 0
Day support R12 18.5 0 0 0 1.4
Low support R13 2.8 4.8 3.7 0 0

Nonacute: total R8 to R13b 27 19.7 11.6 2.1 3.4
Day care (day and structured activities)
(users per month per 100,000 population)

Acute (mean users per day) D1 12.8 0c 7.2 8.5 4.9
Nonacute

High intensity
Work D2 5.7 0 0 0 0
Work related D3 45.4 0 0 0 0
Other D4 24.1 13.7 26.6 3.4 9.4

Low intensity
Other D8 22.7 24.5 0.5 0 0
All day or structured cared D1 to D8 110.8 38.2 34.3 11.8 14.3

Outpatient and ambulatory care
Emergency care (contacts per month
per 100,000)

Nonmobile
24 hours O3 92.3 43.6 35 0 0
Limited hours O4 106.5 122.2 8 5.3 0
Total O3+O4 198.8 165.8 43 5.3 0

Continuing care (service users per month
per 100,000 population)

Mobile (total) O5 to O7 10.3 0 4.8 0 0
Nonmobile

High intensity O8 397.6 16.1 0 0 0
Medium intensity O9 364.9 139.1 18.1 877.6 1043.5
Low intensity O10 1654.3 214.3 425.3 154.7 85.8

Total continuing care O5 to O10 2416.9 380.7 448.2 1032.3 1129.3

a R, residential; D, day care; O, outpatient and ambulatory care. [An appendix showing the full listing and description of ESMS codes is available as an
online supplement at ps.psychiatryonline.org.]

b Total number of occupied beds per month and per 100,000 population that are in the community (non-hospital beds)
c In Gavà (Catalonia) the day hospital did not admit patients within 72 hours and was coded together with other day care (D4) rather than as a crisis serv-

ice (D1) in the ESMS (13).
d Day care or structured care or both, except for D9 (nonacute, low-intensity social contact), which was not available in any of the five areas.



(acute day care plus high-intensity
structured care other than work) (D1
plus D4), and medium- to long-term
residential community care (R8 to
R13). [An appendix showing the full
listing and description of ESMS
codes is available as an online supple-
ment at ps.psychiatryonline.org.] The
data envelopment analysis opera-
tional model of community care in-
cluded two input variables (availabili-
ty of acute care and day care) and four
output variables (use of acute care,
nonacute hospital care, residential
community care, and basic day care).
Rates for these six indicators for
Spain and for the five urban areas de-
scribed here are shown in Table 3.

Discussion
The comparison of national data on
mental health care has been a major
advance in service research. Of
course, comparisons between Spain
and Chile should take into account
the significant differences in econom-
ic growth and in the overall develop-
ment of the health care systems.

Spain is ranked 24th and Chile is
ranked 56th in the list of countries of
the world sorted by their gross do-
mestic product at purchasing power
parity per capita (16). The health sys-
tem in Spain was ranked seventh in
the World Health Report 2000, and
the one in Chile was listed 33rd (17).
Although the percentage of the gross
national product expenditure on
health is similar in the two countries,
the share of the health expenditure
on mental health is 2.14% in Chile (2)
and from 5% to 8% in Spain, depend-
ing on the region (18). However, na-
tional data may hinder the detection
of significant differences because of
the ecological effect, problems in
data collection and aggregation, and
care practice variability, as well as
other causes (19).

ESMS was designed to perform
meso-level comparison in Europe. It
has been applied in over 20 European
countries, and its usability has been
tested in comparisons among upper-
income countries (Denmark, Italy,
Spain, the Netherlands, and the Unit-

ed Kingdom) (7,20) and between up-
per- and upper-medium income
countries (Norway and Russia) (21).
In North America, ESMS has been
used for describing mental health
services in Quebec (Canada) (22).

The study presented here shows
that ESMS may also be used to com-
pare services between countries in
different International Monetary
Fund groups and in different world
regions, at least where care is organ-
ized in sectors. Our results must be
interpreted with caution, given their
exploratory nature and the purposive
basis of sampling. In any case these
results suggest trends that are evident
upon visual inspection of the data in
Tables 1, 2, and 3. As expected, dif-
ferences were found between nation-
al rates of psychiatric beds and pro-
fessionals and in the meso-level infor-
mation gathered in the five local ar-
eas. These differences go beyond lo-
cal variability. In Spain the data pro-
vided by national officers to the
World Health Organization (WHO)
(6) were outdated and clearly below
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Model of basic mental health community care: indicators of availability of type of services, availability of places or beds, and
utilization in three small health areas in Spain and two small health areas in Chile per 100,000 inhabitants

Nonacute Residential
Acute hospital care hospital care community care Day care

Availability Availability Availability Availability

Variable Types Places Use Types Places Use Types Places Use Types Places Use

European Service Map-
ping Schedule codesa TR4– PR4– UR4– TR8– PR8– UR8– TD1+ PD1+ UD1+

TR2 PR2 UR2 TR7 PR7 UR7 TR13 PR13 UR13 TD4 PD4 UD4
Model of basic mental
health community care

Rangeb 1–1.5 9–20 10–19 1–3.1 3–13 3–12 >3 >10 10–40 >3 >34 >33
Spain

Mc 1.5 12.1 11.4 3.2 37.9 9.5 1.8 6.1 6.2 3.2 22.2 25.2
SD .7 11.4 6.7 3.1 46.2 7.5 1.8 6.0 8.7 2.3 10.9 16.8
Median 1.5 8.6 8.7 2.8 25.4 9.7 1.6 3.8 2.6 2.1 20.7 19.8
Rochapead 1.4 9.0 17.0 2.8 7.5 11.4 5.7 11.4 27.0 8.5 12.8 36.9
Gava 1.2 10.1 8.2 1.2 44.0 12.0 1.8 10.9 19.7 1.2 4.1 13.7
Granada .5 7.5 4.0 — — — 2.1 7.7 10.7 2.1 19.8 33.8

Chile
Concepción .2 8.2 6.4 — — — .4 3.0 2.1 .5 16.5 11.8
Talcahuano — — — — — — .6 3.1 3.4 .6 12.8 14.3

a T, main types of care available at area level; P, places or beds; U, utilization [An appendix showing the full listing and description of ESMS codes is
available as an online supplement at ps.psychiatryonline.org.]

b Range per 100,000 population set up by an expert panel group for developing the model of basic mental health community care in Spain. Key indica-
tors identified by data envelopment analysis (DEA) modeling include TR2, UR2, UR4–UR7, UR8–UR13, TD1+TD4, and UD1+UD4 (11).

c Average data for 12 areas with different mental health systems and provision of services in Spain (11).
d Benchmark small health area



the actual numbers. Our study found
higher rates of beds in settings other
than psychiatric hospitals and general
hospitals in the two local areas in
Chile, compared with other studies
that examined national data. This dif-
ference may be explained by differ-
ences in registering and updating this
information at the national level. The
large differences in the rate of avail-
able psychologists between Chile and
Spain indicated by macro-level data
were not as large when local-level
data were examined. This finding il-
lustrates the distinct pattern of outpa-
tient care in Chile.

Despite our study’s prospective na-
ture, the meso-level data presented
here indicate commonalities and dif-
ferences between the care system in
Spain and the one in Chile. Our
study, which examined small areas,
identified problems in mental health
care that were not identified by the
description provided by the WHO-
AIMS at the national level (5), such as
the lack of 24-hour emergency servic-
es. It also identified the magnitude of
the gap between mental health treat-
ment needed and mental health treat-
ment received described by previous
papers in several indicators related to
service utilization (1–4). The rate of
outpatient continuous care in Chile
(O8 to O10) is closer to that found in
the benchmark area in Spain than in
the two other areas in Spain. [An ap-
pendix showing the full listing and de-
scription of ESMS codes is available
as an online supplement at ps.psychi-
atryonline.org.] This may be attrib-
uted to the addition of psychological
mental health contacts in primary
health care to specialized outpatient
care in Chile. The high utilization of
outpatient continuous care in the
benchmark area of Rochapea may be
related to a higher overall availability
of services in this area and its impact
on demand as well as to the clinical
practice pattern in this area. The indi-
cators used here are based on resi-
dential and day care because of the
distinct care pattern provided by in-
termediate and residential service
availability, in comparison with outpa-
tient care (23).

The study found large differences
in the availability of day care and
acute care between the benchmark

area of Rochapea in Spain and all of
the other areas examined. It is impor-
tant to note the disparities between
the availability of day care and the
high utilization of these services with-
in Granada Norte. This may be attrib-
uted to the fact that all day care serv-
ices for a broad area of the Granada
province were placed within the small
area of Granada Norte. Therefore,
users in this area have access to serv-
ices originally planned for users from
the other three areas within the
Granada health district. In any case,
delivery and use of mental health care
in Chile was not so different from the
pattern of care found in the catch-
ment area of Granada Norte in
Southern Spain, despite the large dif-
ferences found in economic and
macro-level indicators between the
two countries.

The operational model of commu-
nity care used here could be adapted
to the characteristics of Chile, de-
spite the lack of reliable monitoring
systems and mental health databases.
Of course, the ranges of the indica-
tors of types of services suggested in
Spain (Table 3) are not applicable in
Chile, but these values may drive a
related model applicable in this
country in the future. However, the
mental health care imbalance de-
scribed for Latin America merits fur-
ther meso-level investigation, includ-
ing ESMS description of health areas
in other medium-income countries in
the region.

The usability of the ESMS coding
and mapping in the United States is
beyond the scope of this article. How-
ever, the ESMS approach to service
comparison shares many similarities
with the proposals made by Walter
Leginski and colleagues at the U.S.
Department of Health and Human
Services in the late 1980s (24). The
2003 report of the President’s New
Freedom Commission on Mental
Health found that fragmentation is a
serious problem of the U.S. mental
health system and suggested the im-
plementation of Comprehensive
State Mental Health Plans (25).
ESMS may provide a better under-
standing of the public mental health
organization at the county level (26)
and on the geographical integration
of care delivery (27). Studies compar-

ing service availability and use be-
tween Canada and the United States
(28) may also benefit from using a
standard system for coding and map-
ping services at the meso-level.

Conclusions
The contribution of this study to mid-
dle-income countries is related to the
following factors: first, the application
of a scientific methodology to evalu-
ate how mental health services are
meeting the needs of people with
mental disorders; second, the appli-
cation of a tool to compare mental
health systems in middle-income
countries with those of high-income
countries; and third, the measure-
ment of treatment gaps to improve
mental health policies and services.
Our research identified shortages in
the community care system imple-
mented in two mental health areas in
Chile in comparison to the communi-
ty care model in Spain, particularly in
day and residential care. ESMS is a
feasible instrument for international
comparison of care availability and
use outside Europe. The country in-
formation on the mental health care
system reported by using a macro-
level approach should be comple-
mented with meso-level information.
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