
BackgroundBackground Thehighprevalence ofThe high prevalence of

mental disordershas fuelled controversymental disordershas fuelled controversy

aboutthe need formentalhealth services.abouttheneed formentalhealth services.

AimsAims To estimate unmetneed forTo estimate unmetneed for

mentalhealthcare atthe population levelmentalhealthcare atthe population level

in Europe.in Europe.

MethodMethod Aspartofthe European StudyAspartofthe European Study

of Epidemiologyof Mental Disordersof Epidemiologyof Mental Disorders

(ESEMeD) project, a cross-sectional(ESEMeD) project, a cross-sectional

surveywas conducted of representativesurveywas conducted of representative

samples ofthe adultgeneralpopulation ofsamples ofthe adultgeneralpopulation of

Belgium,France,Germany,Italy, TheBelgium,France,Germany,Italy, The

Netherlands and Spain (Netherlands and Spain (nn¼8796).Mental8796).Mental

disorderswere assessedwiththedisorderswere assessedwiththe

Composite International DiagnosticComposite International Diagnostic

Interview 3.0.Individualswith a12-monthInterview 3.0.Individualswith a12-month

mental disorder thatwas disabling or thatmental disorder thatwas disabling or that

hadled to use of servicesintheprevious12hadled to use of servicesinthe previous12

monthswere considered inneed of care.monthswere considered inneed of care.

ResultsResults About sixpercentofthe sampleAbout sixpercentofthe sample

was defined asbeing inneed ofmentalwas defined as being inneed ofmental

healthcare.Nearlyhalf (48%) ofthesehealthcare.Nearlyhalf (48%) ofthese

participantsreportedno formalhealthcareparticipantsreportedno formalhealthcare

use.In contrast, only 8% ofthepeoplewithuse.In contrast, only 8% ofthepeoplewith

diabeteshadreportednouseof services fordiabeteshadreportednouseof services for

their physical condition.Intotal, 3.1% ofthetheir physical condition.In total, 3.1% ofthe

adult populationhad anunmetneed foradult populationhad anunmetneed for

mentalhealthcare.About13% of visits tomentalhealthcare.About13% of visits to

formalhealth servicesweremade byformalhealth servicesweremade by

individualswithout anymentalmorbidity.individualswithout anymentalmorbidity.

ConclusionsConclusions There is a highunmetThere is a highunmet

need formentalcarein Europe,whichmayneedformentalcarein Europe,whichmay

not be eliminated simplybyreallocatingnot be eliminated simplybyreallocating

existinghealthcare resources.existinghealthcare resources.

Declaration of interestDeclaration of interest PartialPartial

funding fromGlaxoSmithKline (seefunding fromGlaxoSmithKline (see

Acknowledgements).Acknowledgements).

Several general population surveys (RegierSeveral general population surveys (Regier

et alet al, 1993; Jenkins, 1993; Jenkins et alet al, 1997; Bijl &, 1997; Bijl &

Ravelli, 2000; AndrewsRavelli, 2000; Andrews et alet al, 2001, 2001aa;;

AndradeAndrade et alet al, 2003, Kessler, 2003, Kessler et alet al, 2003;, 2003;

DemyttenaereDemyttenaere et alet al, 2004) have indicated, 2004) have indicated

a high prevalence of mental disorders. Ina high prevalence of mental disorders. In

addition, many individuals with mental dis-addition, many individuals with mental dis-

orders report not using health services fororders report not using health services for

their mental disorder (Regiertheir mental disorder (Regier et alet al, 1993;, 1993;

Bebbington, 2000; DemyttenaereBebbington, 2000; Demyttenaere et alet al,,

2004). These data have raised concerns2004). These data have raised concerns

about potentially high levels of unmet needabout potentially high levels of unmet need

for mental healthcare. Studies of suchfor mental healthcare. Studies of such

unmet needs have taken place in the USAunmet needs have taken place in the USA

(Regier(Regier et alet al, 1993; Kessler, 1993; Kessler et alet al, 2005),, 2005),

Canada (LinCanada (Lin et alet al, 1996), the UK, 1996), the UK

(Bebbington, 2000), The Netherlands (Bijl(Bebbington, 2000), The Netherlands (Bijl

& Ravelli,& Ravelli, 2000), Australia (Andrews2000), Australia (Andrews et alet al,,

20012001aa) and) and Northern Ireland (McConnellNorthern Ireland (McConnell

et alet al, 2002) and have found levels of unmet, 2002) and have found levels of unmet

need in the population ranging from 3.6%need in the population ranging from 3.6%

in Northern Ireland (McConnellin Northern Ireland (McConnell et alet al,,

2002) to 15.5% in The Netherlands (Bijl &2002) to 15.5% in The Netherlands (Bijl &

Ravelli, 2000). However, we should be waryRavelli, 2000). However, we should be wary

about making comparisons between studiesabout making comparisons between studies

because of the variability in the methodsbecause of the variability in the methods

and designs used.and designs used.

Determining the need for care is aDetermining the need for care is a

complex process (Andersen, 1995), andcomplex process (Andersen, 1995), and

the ‘mere’ presence of a mental disorderthe ‘mere’ presence of a mental disorder

may not, in fact, indicate a need for care.may not, in fact, indicate a need for care.

Some authors have suggested that it isSome authors have suggested that it is

necessary to measure not only the presencenecessary to measure not only the presence

of mental disorders but also the clinicalof mental disorders but also the clinical

significance of those disorders in terms ofsignificance of those disorders in terms of

their impact (Narrowtheir impact (Narrow et al,et al, 2002). At the2002). At the

population level, need has also been definedpopulation level, need has also been defined

as the population’s ability to benefit fromas the population’s ability to benefit from

services, rather than being a question ofservices, rather than being a question of

demand and supply (Stevens & Raftery,demand and supply (Stevens & Raftery,

1994).1994). However, the problem with this defi-However, the problem with this defi-

nition is that there is no good public healthnition is that there is no good public health

indicator of the impact of treatment (Aounindicator of the impact of treatment (Aoun

et alet al, 2004). All of these issues complicate, 2004). All of these issues complicate

the definition and measurement of need forthe definition and measurement of need for

healthcare.healthcare.

In this paper, we use data from theIn this paper, we use data from the

European Study of the Epidemiology ofEuropean Study of the Epidemiology of

Mental Disorders (ESEMeD) project toMental Disorders (ESEMeD) project to

estimate the level of unmet need for mentalestimate the level of unmet need for mental

healthcare from a population-based per-healthcare from a population-based per-

spective. We considered there to be a needspective. We considered there to be a need

for mental healthcare only if a 12-monthfor mental healthcare only if a 12-month

mental disorder had been present and itmental disorder had been present and it

was disabling or had led to use of healthwas disabling or had led to use of health

services in the year prior to the interview.services in the year prior to the interview.

Our contribution to previous work is toOur contribution to previous work is to

estimate need for mental healthcare in aestimate need for mental healthcare in a

large and diverse sample of the generallarge and diverse sample of the general

population using a feasible and concep-population using a feasible and concep-

tually sound measure of unmet need.tually sound measure of unmet need.

METHODMETHOD

A detailed description of the ESEMeD pro-A detailed description of the ESEMeD pro-

ject is provided elsewhere (Alonsoject is provided elsewhere (Alonso et alet al,,

20042004aa,,bb). Briefly, this was a cross-sectional,). Briefly, this was a cross-sectional,

home-based, computer-assisted personalhome-based, computer-assisted personal

interview study of representative samplesinterview study of representative samples

of the non-institutionalised adult popu-of the non-institutionalised adult popu-

lation (aged 18 years or older) of Belgium,lation (aged 18 years or older) of Belgium,

France, Germany, Italy, The NetherlandsFrance, Germany, Italy, The Netherlands

and Spain (representing about 213 millionand Spain (representing about 213 million

Europeans). A stratified, multistage, clus-Europeans). A stratified, multistage, clus-

tered area probability sample design wastered area probability sample design was

used. In total, 21 425 respondents providedused. In total, 21 425 respondents provided

data for the project between January 2001data for the project between January 2001

and August 2003. The relevant institutionaland August 2003. The relevant institutional

review boards in each country approved thereview boards in each country approved the

research protocol. The overall response rateresearch protocol. The overall response rate

for the six countries was 61.2%, with thefor the six countries was 61.2%, with the

highest rates in Spain (78.6%) and Italyhighest rates in Spain (78.6%) and Italy

(71.3%) and the lowest in France (45.9%)(71.3%) and the lowest in France (45.9%)

and Belgium (50.6%). The project is partand Belgium (50.6%). The project is part

of the World Health Organization (WHO)of the World Health Organization (WHO)

World Mental Health Survey InitiativeWorld Mental Health Survey Initiative

(Kessler & Ustun, 2004).(Kessler & Ustun, 2004).

A two-stage interview procedure wasA two-stage interview procedure was

used. In phase 1, respondents were screenedused. In phase 1, respondents were screened

and asked additional questions for the as-and asked additional questions for the as-

sessment of some mood and anxiety disor-sessment of some mood and anxiety disor-

ders as well as detailed questions aboutders as well as detailed questions about

their use of health services, health statustheir use of health services, health status

and main demographic characteristics. Inand main demographic characteristics. In

phase 2, only individuals found to have spe-phase 2, only individuals found to have spe-

cific mood and anxiety symptoms at phasecific mood and anxiety symptoms at phase

1 (‘high-risk’ individuals) plus a 25% ran-1 (‘high-risk’ individuals) plus a 25% ran-

dom subsample of respondents withoutdom subsample of respondents without

these symptoms (‘low-risk’ individuals)these symptoms (‘low-risk’ individuals)

were asked about additional disorders,were asked about additional disorders,

health-related information and risk factors.health-related information and risk factors.

In this paper we present data only fromIn this paper we present data only from

respondents who completed phase 2 of therespondents who completed phase 2 of the

interview schedule (interview schedule (nn¼8796).8796).
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MeasuresMeasures

Mental disordersMental disorders

We used the CIDI 3.0 (Kessler & Ustun,We used the CIDI 3.0 (Kessler & Ustun,

2004), a modified version of the Composite2004), a modified version of the Composite

International Diagnostic Interview (CIDI;International Diagnostic Interview (CIDI;

Wittchen, 1994) to identify respondentsWittchen, 1994) to identify respondents

with any of the following:with any of the following:

(a)(a) mood disorders (major depressivemood disorders (major depressive

episode and dysthymia);episode and dysthymia);

(b)(b) anxiety (social phobia, specific phobia,anxiety (social phobia, specific phobia,

generalised anxiety disorder, agora-generalised anxiety disorder, agora-

phobia with or without panic disorder,phobia with or without panic disorder,

panic disorder and post-traumatic stresspanic disorder and post-traumatic stress

disorder);disorder);

(c)(c) alcohol abuse or dependence.alcohol abuse or dependence.

The CIDI 3.0 was developed by theThe CIDI 3.0 was developed by the

World Mental Health Survey ConsortiumWorld Mental Health Survey Consortium

(Kessler & Ustun, 2004) and analytic algo-(Kessler & Ustun, 2004) and analytic algo-

rithms for the instrument are periodicallyrithms for the instrument are periodically

reviewed. Prevalences were estimated forreviewed. Prevalences were estimated for

the following mutually exclusive mentalthe following mutually exclusive mental

morbidity groups: any 12-month disorder;morbidity groups: any 12-month disorder;

any lifetime disorder (but not a 12-monthany lifetime disorder (but not a 12-month

disorder); any lifetime sub-threshold mor-disorder); any lifetime sub-threshold mor-

bidity; and no lifetime disorder (includingbidity; and no lifetime disorder (including

no sub-threshold mental morbidity) (Pincusno sub-threshold mental morbidity) (Pincus

et alet al, 1999). In this paper the latest avail-, 1999). In this paper the latest avail-

able version of the analytical diagnosticable version of the analytical diagnostic

algorithms for the CIDI 3.0 were usedalgorithms for the CIDI 3.0 were used

(updated September 2006).(updated September 2006).

Need for mental healthcareNeed for mental healthcare

Individuals who reported that their mentalIndividuals who reported that their mental

disorder had interfered ‘a lot’ or ‘extremely’disorder had interfered ‘a lot’ or ‘extremely’

with their lives or their activities or whowith their lives or their activities or who

had used formal healthcare services in thehad used formal healthcare services in the

12 months prior to the interview for their12 months prior to the interview for their

disorder were defined as having a need fordisorder were defined as having a need for

mental healthcare services. These criteriamental healthcare services. These criteria

were considered to ensure that a concep-were considered to ensure that a concep-

tually sound indicator of healthcare needtually sound indicator of healthcare need

was used which would also be appropriatewas used which would also be appropriate

for the general population. An approxima-for the general population. An approxima-

tion of the validity of this definition wastion of the validity of this definition was

assessed by comparing the health-relatedassessed by comparing the health-related

quality of life, measured by the 12-itemquality of life, measured by the 12-item

Short Form Health Survey (SF–12; WareShort Form Health Survey (SF–12; Ware

et alet al, 1996), and the disability days, mea-, 1996), and the disability days, mea-

sured by the WHO Disability Assessmentsured by the WHO Disability Assessment

Schedule II (DAS–II; ChwastiakSchedule II (DAS–II; Chwastiak et alet al,,

2003), with the other mental morbidity2003), with the other mental morbidity

groups.groups.

Use of health services and unmet needUse of health services and unmet need
for mental healthcarefor mental healthcare

All respondents were asked to report theirAll respondents were asked to report their

lifetime use of healthcare services for theirlifetime use of healthcare services for their

‘emotions or mental health’, as well as‘emotions or mental health’, as well as

their use of such services in the 12 monthstheir use of such services in the 12 months

prior to the interview. Individuals reportingprior to the interview. Individuals reporting

any such use of services were then asked toany such use of services were then asked to

select whom they had consulted from a listselect whom they had consulted from a list

of formal healthcare providers (psy-of formal healthcare providers (psy-

chiatrist, psychologist, social worker, coun-chiatrist, psychologist, social worker, coun-

sellor, general family doctor or any othersellor, general family doctor or any other

medical doctor) and informal providersmedical doctor) and informal providers

(e.g. religious or spiritual advisors or other(e.g. religious or spiritual advisors or other

healers). For each of the providers con-healers). For each of the providers con-

sulted, participants were asked about thesulted, participants were asked about the

number of visits they had made in the pre-number of visits they had made in the pre-

vious 12 months. Two levels of health ser-vious 12 months. Two levels of health ser-

vices utilisation were specified: use of anyvices utilisation were specified: use of any

formal health services; and visits to anyformal health services; and visits to any

mental health specialist (psychiatrist, psy-mental health specialist (psychiatrist, psy-

chologist, social worker or counsellor).chologist, social worker or counsellor).

Unmet need for mental healthcare wasUnmet need for mental healthcare was

defined as the lack of use of any formaldefined as the lack of use of any formal

healthcare among individuals defined ashealthcare among individuals defined as

having a need for care. This is a low-having a need for care. This is a low-

threshold definition, since evidence-basedthreshold definition, since evidence-based

guidelines require a more intensive use ofguidelines require a more intensive use of

services to consider that care received isservices to consider that care received is

appropriate (Wangappropriate (Wang et alet al, 2002)., 2002).

Other measuresOther measures

Information on chronic physical conditionsInformation on chronic physical conditions

was collected for all participants who hadwas collected for all participants who had

received the second part of the interviewreceived the second part of the interview

schedule. Information collected includedschedule. Information collected included

presence of the condition in the previouspresence of the condition in the previous

12 months, the degree of interference with12 months, the degree of interference with

daily life and the number of visits to healthdaily life and the number of visits to health

services because of the condition.services because of the condition.

Respondents were also asked to completeRespondents were also asked to complete

the SF–12 and the work loss days scale ofthe SF–12 and the work loss days scale of

the WHO DAS–II. The SF–12 consists ofthe WHO DAS–II. The SF–12 consists of

12 items which measure eight dimensions12 items which measure eight dimensions

of health and produces a physical compo-of health and produces a physical compo-

nent summary score and mental componentnent summary score and mental component

summary score. The original US populationsummary score. The original US population

weights (Wareweights (Ware et alet al, 1996) were used to, 1996) were used to

derive the two summary measures, andderive the two summary measures, and

the final scores were normalised and trans-the final scores were normalised and trans-

formed to a mean of 50 and a standardformed to a mean of 50 and a standard

deviation of 10 for the overall ESEMeDdeviation of 10 for the overall ESEMeD

sample. Mean values above and below 50sample. Mean values above and below 50

represent better and worse health statusrepresent better and worse health status

respectively compared with the generalrespectively compared with the general

population of the six countries studied here.population of the six countries studied here.

The work loss days index is a self-reportThe work loss days index is a self-report

instrument, measuring the proportion ofinstrument, measuring the proportion of

days in the previous 4 weeks that an indi-days in the previous 4 weeks that an indi-

vidual was totally unable to work or carryvidual was totally unable to work or carry

out normal activities, or had to cut downout normal activities, or had to cut down

on the quality or quantity of work becauseon the quality or quantity of work because

of physical health, mental health or use ofof physical health, mental health or use of

alcohol or drugs. Scores range from 0 toalcohol or drugs. Scores range from 0 to

100, with higher scores representing greater100, with higher scores representing greater

impairment.impairment.

Statistical analysisStatistical analysis

The proportion of individuals using healthThe proportion of individuals using health

services (any formal health services orservices (any formal health services or

mental specialists) in the previous 12mental specialists) in the previous 12

months and the mean number of visits permonths and the mean number of visits per

individual were estimated for each mentalindividual were estimated for each mental

morbidity category. Individuals’ data weremorbidity category. Individuals’ data were

weighted to account for the known prob-weighted to account for the known prob-

abilities of selection as well as to restoreabilities of selection as well as to restore

age and gender distribution of the popu-age and gender distribution of the popu-

lation within countries and the relativelation within countries and the relative

dimension of the population acrossdimension of the population across

countries (Alonsocountries (Alonso et alet al, 2004, 2004aa).).

Logistic regression analyses were car-Logistic regression analyses were car-

ried out to assess the likelihood of not usingried out to assess the likelihood of not using

mental healthcare in the previous 12mental healthcare in the previous 12

months. Two models were built. The de-months. Two models were built. The de-

pendent variable was, for the first model,pendent variable was, for the first model,

unmet need (the lack of use of any formalunmet need (the lack of use of any formal

health services) and for the second modelhealth services) and for the second model

it was the lack of use of mental specialists.it was the lack of use of mental specialists.

Both models were restricted to individualsBoth models were restricted to individuals

who needed mental healthcare in the pre-who needed mental healthcare in the pre-

vious 12 months. Variables included invious 12 months. Variables included in

the model were socio-demographic (age,the model were socio-demographic (age,

gender, education, marital status, urbani-gender, education, marital status, urbani-

city, employment, income and country)city, employment, income and country)

and clinical (years since onset of the firstand clinical (years since onset of the first

mental disorder). In addition, we consid-mental disorder). In addition, we consid-

ered whether or not the individuals had aered whether or not the individuals had a

chronic physical condition, since this mightchronic physical condition, since this might

modify the likelihood of using health ser-modify the likelihood of using health ser-

vices for mental reasons. The correspond-vices for mental reasons. The correspond-

ing odds ratios and their 95% confidenceing odds ratios and their 95% confidence

intervals were estimated, adjusting byintervals were estimated, adjusting by

socio-demographic and clinical variables.socio-demographic and clinical variables.

We tested the interactions among all vari-We tested the interactions among all vari-

ables judged to be relevant and the adjustedables judged to be relevant and the adjusted

odds ratios were computed when signifi-odds ratios were computed when signifi-

cant. Data were analysed using SAS versioncant. Data were analysed using SAS version

8 for Windows and SUDAAN software ver-8 for Windows and SUDAAN software ver-

sion 8.01 was used to estimate standardsion 8.01 was used to estimate standard

errors and regression coefficients using theerrors and regression coefficients using the

Taylor series linearisation method (ShahTaylor series linearisation method (Shah

et alet al, 1997). Data analyses were carried, 1997). Data analyses were carried

out at the ESEMeD data analysis centre ofout at the ESEMeD data analysis centre of

the Institut Municipal d’Investigacio Medica.the Institut Municipal d’Investigació Mèdica.

RESULTSRESULTS

As shown in Table 1, 51.8% of the sampleAs shown in Table 1, 51.8% of the sample

were women; the mean age of the samplewere women; the mean age of the sample

was 47 years, 34.6% had over 12 years ofwas 47 years, 34.6% had over 12 years of

education, and two-thirds of the sampleeducation, and two-thirds of the sample

were married or living with someone. Awere married or living with someone. A

total of 11.9% of the sample (95% CItotal of 11.9% of the sample (95% CI
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UNMET NEED FOR MENTAL HEALTHCAREUNMET NEED FOR MENTAL HEALTHCARE

11.1–12.9) had a 12-month mental dis-11.1–12.9) had a 12-month mental dis-

order and 6.5% (95% CI 5.9–7.0) wereorder and 6.5% (95% CI 5.9–7.0) were

defined as having a need for mental health-defined as having a need for mental health-

care (i.e. a 12-month disorder that wascare (i.e. a 12-month disorder that was

disabling or had led to health services usedisabling or had led to health services use

in the year prior to the interview). Addi-in the year prior to the interview). Addi-

tionally, 14.0% had a lifetime mental dis-tionally, 14.0% had a lifetime mental dis-

order, but not in the previous 12 months,order, but not in the previous 12 months,

and 15.6% had sub-threshold mentaland 15.6% had sub-threshold mental

morbidity.morbidity.

Table 2 shows that individuals definedTable 2 shows that individuals defined

as having a need for mental healthcareas having a need for mental healthcare

had lower mean scores on the mental com-had lower mean scores on the mental com-

ponent of the SF–12 than all other morbid-ponent of the SF–12 than all other morbid-

ities groups, including those with a 12-ities groups, including those with a 12-

month disorder but with no need (i.e. withmonth disorder but with no need (i.e. with

a non-disabling disorder) for mental health-a non-disabling disorder) for mental health-

care (41.2care (41.2 v.v. 45.8, respectively;45.8, respectively; PP550.01).0.01).

Similar differences were found on the workSimilar differences were found on the work

loss days index (mean score of 23.4loss days index (mean score of 23.4 v.v. 17.217.2

respectively;respectively; PP550.01).0.01).

Among those definedAmong those defined as having a needas having a need

for mental healthcare, 51.7% (95% CIfor mental healthcare, 51.7% (95% CI

47.5–55.9) reported using any type of for-47.5–55.9) reported using any type of for-

mal healthcare and 25.1% (95% CI 21.9–mal healthcare and 25.1% (95% CI 21.9–

28.4) reported seeing a mental health28.4) reported seeing a mental health

specialist in the 12 months prior to thespecialist in the 12 months prior to the

interview (Table 3). By combining theinterview (Table 3). By combining the

prevalence of need for mental health ser-prevalence of need for mental health ser-

vices and the proportion of those with avices and the proportion of those with a

need for care who did not receive any for-need for care who did not receive any for-

mal healthcare, we estimated that 3.1%mal healthcare, we estimated that 3.1%

(95% CI 2.7–3.6) of the adult population(95% CI 2.7–3.6) of the adult population

had an unmet need for mental healthcarehad an unmet need for mental healthcare

in the overall sample (Fig. 1). Across parti-in the overall sample (Fig. 1). Across parti-

cipating countries, the raw level of unmetcipating countries, the raw level of unmet

need varied between 1.6% (95% CI 1.2–need varied between 1.6% (95% CI 1.2–

2.2) in Italy and 5.8% (95% CI 4.3–7.6)2.2) in Italy and 5.8% (95% CI 4.3–7.6)

in The Netherlands.in The Netherlands.

A total of 3447 visits to formal health-A total of 3447 visits to formal health-

care services were reported by those withcare services were reported by those with

any 12-month disorder (an average of justany 12-month disorder (an average of just

under 12 visits per individual), comparedunder 12 visits per individual), compared

with 2449 visits to a specialist (approxi-with 2449 visits to a specialist (approxi-

matelymately 17 visits per individual). More than17 visits per individual). More than

half ofhalf of all visits reported were made by indi-all visits reported were made by indi-

viduals with a 12-month mental healthviduals with a 12-month mental health

need, and only 13.2% (any formal healthneed, and only 13.2% (any formal health

services) and 12.9% (mental specialist)services) and 12.9% (mental specialist)

were made by individuals with no reportedwere made by individuals with no reported

mental morbidity (Fig. 2).mental morbidity (Fig. 2).

Among those individuals interviewedAmong those individuals interviewed

about the presence of chronic physical con-about the presence of chronic physical con-

ditions, arthritis or rheumatism in the pre-ditions, arthritis or rheumatism in the pre-

vious 12 months was reported by 11.8%vious 12 months was reported by 11.8%

(95% CI 10.8–12.8), high blood pressure(95% CI 10.8–12.8), high blood pressure

was reported by 13% (95% CI 11.9–14.2)was reported by 13% (95% CI 11.9–14.2)

and diabetes by 4.1% (95% CI 3.4–4.8).and diabetes by 4.1% (95% CI 3.4–4.8).

Of these, 66.7% (arthritis or rheumatism),Of these, 66.7% (arthritis or rheumatism),

88.4% (high blood pressure) and 91.9%88.4% (high blood pressure) and 91.9%
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Table1Table1 Characteristics of the study sample at phase 2: raw numbers, weighted proportions and 95%Characteristics of the study sample at phase 2: raw numbers, weighted proportions and 95%

confidence intervals (confidence intervals (nn¼8796)8796)

Total (Total (nn¼8796)8796) %% 95%CI95% CI

Age categories, yearsAge categories, years11

18^2418^24 664664 11.411.4 10.3^12.710.3^12.7

25^3425^34 15991599 18.318.3 17.1^19.617.1^19.6

35^4935^49 26692669 27.827.8 26.4^29.226.4^29.2

50-6450-64 21972197 21.821.8 20.5^23.120.5^23.1

65+65+ 16671667 20.720.7 19.3^22.119.3^22.1

GenderGender

MaleMale 36893689 48.248.2 46.6^49.946.6^49.9

FemaleFemale 51075107 51.851.8 50.1^53.450.1^53.4

Education categoriesEducation categories

0^12 years of education0^12 years of education 55155515 65.465.4 63.8^66.963.8^66.9

4413 years of education13 years of education 32813281 34.634.6 33.1^36.233.1^36.2

Marital statusMarital status

Married or living with someoneMarried or living with someone 57885788 66.866.8 65.2^68.365.2^68.3

Previously marriedPreviously married 13271327 11.111.1 10.2�12.210.2�12.2

NevermarriedNever married 16811681 22.122.1 20.7^23.620.7^23.6

UrbanicityUrbanicity22

Large urbanLarge urban 24312431 28.128.1 26.6^29.626.6^29.6

Mid-size urbanMid-size urban 38403840 38.738.7 37.1^40.437.1^40.4

RuralRural 25252525 33.233.2 31.5^34.931.5^34.9

EmploymentEmployment

Paid employmentPaid employment 48634863 56.556.5 54.9^58.154.9^58.1

StudentStudent 172172 2.82.8 2.3^3.32.3^3.3

HomemakerHomemaker 986986 9.19.1 8.3^10.08.3^10.0

RetiredRetired 18811881 23.523.5 22.1^25.022.1^25.0

UnemployedUnemployed 520520 6.36.3 5.5^7.25.5^7.2

OtherOther 374374 1.81.8 1.5^2.11.5^2.1

Income quintilesIncome quintiles

0^20%0^20% 16681668 19.819.8 18.5^21.218.5^21.2

20^40%20^40% 16821682 19.919.9 18.6^21.318.6^21.3

40^60%40^60% 17001700 19.719.7 18.4^21.118.4^21.1

60^80%60^80% 17971797 20.420.4 19.1^21.719.1^21.7

80^100%80^100% 19491949 20.220.2 18.9^21.518.9^21.5

CountryCountry

BelgiumBelgium 10431043 3.83.8 3.3^4.33.3^4.3

FranceFrance 14361436 20.520.5 19.5^21.619.5^21.6

GermanyGermany 13231323 31.531.5 30.3^32.730.3^32.7

ItalyItaly 17791779 22.422.4 21.1^23.821.1^23.8

NetherlandsNetherlands 10941094 6.16.1 5.7^6.65.7^6.6

SpainSpain 21212121 15.615.6 14.8^16.514.8^16.5

Mental health statusMental health status

No disorderNo disorder 33153315 58.558.5 56.9^60.156.9^60.1

Lifetime sub-threshold, no lifetime disorderLifetime sub-threshold, no lifetime disorder 13341334 15.615.6 14.4^16.814.4^16.8

Lifetime disorder, no 12-month disorderLifetime disorder, no 12-month disorder 22962296 14.014.0 13.1^14.913.1^14.9

Any12-month disorderAny12-month disorder 18511851 11.911.9 11.1^12.911.1^12.9

12-monthmental disorder12-monthmental disorder

Need formental healthcareNeed for mental healthcare 12791279 6.56.5 5.9^7.05.9^7.0

No need for mental healthcareNo need for mental healthcare 572572 5.55.5 4.8^6.34.8^6.3

1. Mean age of the sample 47.0 years (95% CI 46.4^47.7).1. Mean age of the sample 47.0 years (95% CI 46.4^47.7).

2. Urbanicity: National census data, a population threshold of above or below10 000 inhabitants was used to2. Urbanicity: National census data, a population threshold of above or below10 000 inhabitants was used to
differentiate rural from urban settings, and a second threshold of above or below100 000 inhabitants was used todifferentiate rural from urban settings, and a second threshold of above or below100 000 inhabitants was used to
differentiatemid-size urban from large urban settings.differentiatemid-size urban from large urban settings.

https://doi.org/10.1192/bjp.bp.106.022004 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.bp.106.022004


ALONSO ET ALALONSO ET AL

(diabetes) reported using healthcare ser-(diabetes) reported using healthcare ser-

vices because of their condition in the 12vices because of their condition in the 12

months prior to the interview.months prior to the interview.

The first column of Table 4 shows theThe first column of Table 4 shows the

adjusted odds ratios of unmet need foradjusted odds ratios of unmet need for

mental healthcare (i.e. the absence of usemental healthcare (i.e. the absence of use

of any formal health service among thoseof any formal health service among those

with a need for care in the previous 12with a need for care in the previous 12

months). Compared with the youngest agemonths). Compared with the youngest age

groups (18–24 years), all age groups had agroups (18–24 years), all age groups had a

substantially lower risk for unmet needsubstantially lower risk for unmet need

(0.2 for those aged 50–64 years and those(0.2 for those aged 50–64 years and those

65+, 0.3 for those aged 35–49 years and65+, 0.3 for those aged 35–49 years and

0.5 for those aged 25–34 years; statistically0.5 for those aged 25–34 years; statistically

significant differences). Homemakers andsignificant differences). Homemakers and

retired individuals had a substantial andretired individuals had a substantial and

statistically significant risk of unmet needstatistically significant risk of unmet need

(odds ratios 2.4 and 3.4 respectively) in(odds ratios 2.4 and 3.4 respectively) in

comparison with those in paid employmentcomparison with those in paid employment

(the reference category). Individuals whose(the reference category). Individuals whose

onset of their mental disorder took placeonset of their mental disorder took place

more than 15 years previously had moremore than 15 years previously had more

than twice the likelihood of unmet needthan twice the likelihood of unmet need

for mental care. Some international varia-for mental care. Some international varia-

tion in the level of unmet need was ob-tion in the level of unmet need was ob-

served, with a higher level of unmet needserved, with a higher level of unmet need

in The Netherlands and a lower level ofin The Netherlands and a lower level of

unmet need in Spain in comparison withunmet need in Spain in comparison with

the mean of the six countries considered.the mean of the six countries considered.

The only statistically significant interac-The only statistically significant interac-

tions were found between living in Belgiumtions were found between living in Belgium

and having a chronic condition, showing aand having a chronic condition, showing a

protective effect on the likelihood of havingprotective effect on the likelihood of having

unmet need for mental healthcare.unmet need for mental healthcare.

Column 2 of Table 4 shows a similarColumn 2 of Table 4 shows a similar

multivariate logistic regression model, withmultivariate logistic regression model, with

the dependent variable being the lack of usethe dependent variable being the lack of use

of a mental specialist among those with aof a mental specialist among those with a

need for mental healthcare. Results wereneed for mental healthcare. Results were

similar in overall trends but some of thesimilar in overall trends but some of the

previous differences were no longer statisti-previous differences were no longer statisti-

cally significant.cally significant.

DISCUSSIONDISCUSSION

In this cross-sectional study in six EuropeanIn this cross-sectional study in six European

countries, we estimated that 3.1% of thecountries, we estimated that 3.1% of the

adult populations had an unmet need foradult populations had an unmet need for

mental healthcare. That would representmental healthcare. That would represent

about 6.6 million adults from a total popu-about 6.6 million adults from a total popu-

lation of 213 million in those countries.lation of 213 million in those countries.

This is a fairly high level of unmet need,This is a fairly high level of unmet need,

especially given that need for care was cal-especially given that need for care was cal-

culated using only a limited number ofculated using only a limited number of

common mental disorders and the criterioncommon mental disorders and the criterion

for defining a need as being met was quitefor defining a need as being met was quite

conservative. Several groups had a higherconservative. Several groups had a higher

risk of unmet need for mental healthcare,risk of unmet need for mental healthcare,

particularly the youngest, retired peopleparticularly the youngest, retired people

and homemakers, and those with a mentaland homemakers, and those with a mental

disorder that had started a long time before.disorder that had started a long time before.
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Table 2Table 2 Physical andmental component summary scores of the12-item Short Form Health Survey and work loss days index according to category of mental disorderPhysical andmental component summary scores of the12-item Short Form Health Survey and work loss days index according to category of mental disorder

((nn¼8796).8796).

PCS^12PCS^12 MCS^12MCS^12 Work loss daysWork loss days

Mental morbidity groupMental morbidity group MeanMean (95% CI)(95% CI) MeanMean (95% CI)(95% CI) MeanMean (95% CI)(95% CI)

No lifetime disorder, no sub-threshold disorderNo lifetime disorder, no sub-threshold disorder 50.750.7 (50.4^51.0)(50.4^51.0) 51.551.5 (51.2^51.8)(51.2^51.8) 6.46.4 (5.2^7.7)(5.2^7.7)

No lifetime disorder, any sub-threshold disorderNo lifetime disorder, any sub-threshold disorder 49.649.6 (49.0^50.3)(49.0^50.3) 49.549.5 (48.9^50.1)(48.9^50.1) 9.69.6 (7.2^12.1)(7.2^12.1)

Any lifetime disorder, no 12-month disorderAny lifetime disorder, no 12-month disorder 49.349.3 (48.9^49.8)(48.9^49.8) 48.748.7 (48.2^49.1)(48.2^49.1) 9.69.6 (7.0^12.2)(7.0^12.2)

12-month disorder, no need for mental healthcare12-month disorder, no need for mental healthcare 49.949.9 (47.9^50.4)(47.9^50.4) 45.845.8 (44.7^47.0)(44.7^47.0) 17.217.2 (10.2^24.2)(10.2^24.2)

12-month disorder, need formental healthcare12-month disorder, need for mental healthcare 46.346.3 (45.5^47.1)(45.5^47.1) 41.241.2 (40.3^42.2)(40.3^42.2) 23.423.4 (20.3^26.6)(20.3^26.6)

MCS^12,Mental Component Summary of the12-item Short Form Health Survey (SF^12); PCS^12, Physical Component Summary of the SF^12.MCS^12,Mental Component Summary of the12-item Short Form Health Survey (SF^12); PCS^12, Physical Component Summary of the SF^12.

Fig. 1Fig. 1 Prevalence of12-month need for mental healthcare and unmet need in the European population.Prevalence of12-month need for mental healthcare and unmet need in the European population.

Fig. 2Fig. 2 Visits to (a) any formal health services (5863 visits) and (b) mental health specialists (4042 visits) in theVisits to (a) any formal health services (5863 visits) and (b) mental health specialists (4042 visits) in the

previous12 months categorised by type of mental disorder.previous12 months categorised by type of mental disorder.
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There was also international variation inThere was also international variation in

the level of unmet need, with living in Thethe level of unmet need, with living in The

Netherlands being associated with a higherNetherlands being associated with a higher

risk of not using services when there was arisk of not using services when there was a

need for healthcare and living in Spainneed for healthcare and living in Spain

being associated with a lower risk of notbeing associated with a lower risk of not

using services when there was a need forusing services when there was a need for

healthcare. Women presented a trend to-healthcare. Women presented a trend to-

wards a lower level of unmet need but thewards a lower level of unmet need but the

trend was not statistically significant.trend was not statistically significant.

Although women use services more oftenAlthough women use services more often

than men (Youngthan men (Young et alet al, 2001), it might well, 2001), it might well

be that the relative excess use is predomi-be that the relative excess use is predomi-

nantly due to disorders that do not complynantly due to disorders that do not comply

with our criteria of need for care.with our criteria of need for care.

Estimating need for mentalEstimating need for mental
healthcarehealthcare

The level of unmet need for mental health-The level of unmet need for mental health-

care that we have estimated for the Eur-care that we have estimated for the Eur-

opean general adult population is loweropean general adult population is lower

than previously reported values (Regierthan previously reported values (Regier etet

alal, 1993; Lin, 1993; Lin et alet al, 1996; Bijl & Ravelli,, 1996; Bijl & Ravelli,

20002000; Andrews; Andrews et alet al, 2001, 2001aa; McConnell; McConnell

et alet al, 2002; Kessler, 2002; Kessler et alet al, 2005). This was, 2005). This was

expected, given the more stringent defini-expected, given the more stringent defini-

tion of need used in our study, which re-tion of need used in our study, which re-

quired the presence of considerable levelquired the presence of considerable level

of disability and/or the use of services be-of disability and/or the use of services be-

cause of a mental disorder. Although therecause of a mental disorder. Although there

is no consensus about how to measure psy-is no consensus about how to measure psy-

chiatric disability (Work Group on Majorchiatric disability (Work Group on Major

Depressive Disorder, 2000), our approachDepressive Disorder, 2000), our approach

seems conceptually and empirically justi-seems conceptually and empirically justi-

fied, in that considerable interference withfied, in that considerable interference with

life and activities should be considered alife and activities should be considered a

relevant criterion for the use of healthcarerelevant criterion for the use of healthcare

among those with a mental disorderamong those with a mental disorder

(Mojtabai(Mojtabai et alet al, 2002; Mechanic, 2003)., 2002; Mechanic, 2003).

In our study, contacting the health servicesIn our study, contacting the health services

in regard to a mental health problem wasin regard to a mental health problem was

also considered to be an indicator of thealso considered to be an indicator of the

clinical relevance of a mental health dis-clinical relevance of a mental health dis-

order (Narroworder (Narrow et alet al, 2002). Including indi-, 2002). Including indi-

viduals who had already used services inviduals who had already used services in

relation to their disorder in the definitionrelation to their disorder in the definition

of need for care may imply some risk ofof need for care may imply some risk of

circularity, but these individuals tend tocircularity, but these individuals tend to

have more severe illness. Clearly their dis-have more severe illness. Clearly their dis-

order might have become less disablingorder might have become less disabling

owing to the treatment received. Therefore,owing to the treatment received. Therefore,

by definition, individuals with a 12-monthby definition, individuals with a 12-month

disorder who had their need for care metdisorder who had their need for care met

could not be ignored in the estimation ofcould not be ignored in the estimation of

need.need.

Increase service provisionIncrease service provision

In this study, individuals defined as havingIn this study, individuals defined as having

a need for mental healthcare had substan-a need for mental healthcare had substan-

tial and statistically significant higher levelstial and statistically significant higher levels
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Table 4Table 4 Factors associatedwith the lack of use of formal health services (unmet need) and lack of use ofFactors associatedwith the lack of use of formal health services (unmet need) and lack of use of

mental health specialised care among thosewith a12-monthmental health need (nmental health specialised care among thosewith a12-month mental health need (n¼8,796).8,796).

Odds ratios (95% CI)Odds ratios (95% CI)11

No use of formalNo use of formal

health serviceshealth services

((nn¼1212)1212)

No use ofNo use of

specialised carespecialised care

((nn¼1215)1215)

Age categories, yearsAge categories, years
18^2418^24 ReferenceReference
25^3425^34 0.5 (0.2^0.9)0.5 (0.2^0.9) 0.4 (0.2^1.0)0.4 (0.2^1.0)
35^4935^49 0.3 (0.1^0.6)0.3 (0.1^0.6) 0.4 (0.2^1.0)0.4 (0.2^1.0)
50^6450^64 0.2 (0.1^0.4)0.2 (0.1^0.4) 0.3 (0.1^0.9)0.3 (0.1^0.9)
+65+65 0.2 (0.1^0.7)0.2 (0.1^0.7) 0.8 (0.2^3.3)0.8 (0.2^3.3)

GenderGender
MaleMale ReferenceReference
FemaleFemale 0.7 (0.5^1.0)0.7 (0.5^1.0) 0.8 (0.3^1.3)0.8 (0.3^1.3)

Education categoriesEducation categories
0^12 years of education0^12 years of education ReferenceReference
4413 years of education13 years of education 0.9 (0.6^1.4)0.9 (0.6^1.4) 0.7 (0.4^1.1)0.7 (0.4^1.1)

Marital statusMarital status
Married or living with someoneMarried or living with someone ReferenceReference
Previously marriedPreviously married 0.9 (0.5^1.5)0.9 (0.5^1.5) 0.8 (0.5^1.3)0.8 (0.5^1.3)
NevermarriedNever married 1.2 (0.7^2.0)1.2 (0.7^2.0) 0.8 (0.4^1.4)0.8 (0.4^1.4)

UrbanicityUrbanicity
Large urbanLarge urban ReferenceReference
RuralRural 0.7 (0.4^1.1)0.7 (0.4^1.1) 1.1 (0.7^1.8)1.1 (0.7^1.8)
Mid-size urbanMid-size urban 1.0 (0.7^1.5)1.0 (0.7^1.5) 0.9 (0.6^1.4)0.9 (0.6^1.4)

EmploymentEmployment
Paid employmentPaid employment ReferenceReference
StudentStudent 0.4 (0.1^1.5)0.4 (0.1^1.5) 0.7 (0.2^2.4)0.7 (0.2^2.4)
HomemakerHomemaker 2.4 (1.4^4.3)2.4 (1.4^4.3) 1.2 (0.6^2.3)1.2 (0.6^2.3)
RetiredRetired 3.4 (1.7^6.9)3.4 (1.7^6.9) 1.8 (0.8^4.1)1.8 (0.8^4.1)
UnemployedUnemployed 0.9 (0.5^1.9)0.9 (0.5^1.9) 0.6 (0.3^1.3)0.6 (0.3^1.3)
OtherOther 0.5 (0.3^1.0)0.5 (0.3^1.0) 0.4 (0.2^0.7)0.4 (0.2^0.7)

IncomeQuintilesIncomeQuintiles
0^20%0^20% ReferenceReference
20^40%20^40% 1.3 (0.7^2.2)1.3 (0.7^2.2) 1.0 (0.6^1.8)1.0 (0.6^1.8)
40^60%40^60% 1.7 (1.0^2.8)1.7 (1.0^2.8) 1.4 (0.8^2.4)1.4 (0.8^2.4)
60^80%60^80% 1.0 (0.6^1.8)1.0 (0.6^1.8) 1.1 (0.6^2.0)1.1 (0.6^2.0)
80^100%80^100% 1.6 (0.9^2.8)1.6 (0.9^2.8) 1.1 (0.6^2.0)1.1 (0.6^2.0)

CountryCountry22

BelgiumBelgium 0.8 (0.5^1.2)0.8 (0.5^1.2) 0.9 (0.5^1.4)0.9 (0.5^1.4)
FranceFrance 1.2 (0.9^1.7)1.2 (0.9^1.7) 1.3 (0.9^1.9)1.3 (0.9^1.9)
GermanyGermany 1.1 (0.8^1.5)1.1 (0.8^1.5) 0.9 (0.6^1.3)0.9 (0.6^1.3)
ItalyItaly 0.8 (0.6^1.1)0.8 (0.6^1.1) 1.3 (0.9^2.0)1.3 (0.9^2.0)
NetherlandsNetherlands 1.9 (1.3^2.8)1.9 (1.3^2.8) 1.4 (0.9^2.1)1.4 (0.9^2.1)
SpainSpain 0.7 (0.5^0.9)0.7 (0.5^0.9) 0.5 (0.4^0.7)0.5 (0.4^0.7)

Chronic diseaseChronic disease
NoNo ReferenceReference
YesYes 1.3 (0.9^1.9)1.3 (0.9^1.9) 1.3 (0.9^2.0)1.3 (0.9^2.0)

Years since disorder onsetYears since disorder onset
0^4 years0^4 years ReferenceReference
5^15 years since onset5^15 years since onset 1.5 (0.8^2.7)1.5 (0.8^2.7) 0.8 (0.5^1.4)0.8 (0.5^1.4)
15 years since onset15 years since onset 2.3 (1.3^4.0)2.3 (1.3^4.0) 1.4 (0.8^2.5)1.4 (0.8^2.5)

Model calibrationModel calibration
Hosmer-LemeshowWaldHosmer-LemeshowWald PP valuevalue PP¼0.15610.1561 PP¼0.19020.1902

1. Multivariate logistic regression analysis (adjusted odds ratios).1. Multivariate logistic regression analysis (adjusted odds ratios).
2. To overcome the arbitrariness of using one given country as the category of reference, we have used the grandmean2. To overcome the arbitrariness of using one given country as the category of reference, we have used the grandmean
of the six countries instead.of the six countries instead.
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of disability and lower quality of life thanof disability and lower quality of life than

individuals with a non-disabling 12-monthindividuals with a non-disabling 12-month

mental disorder. These differences weremental disorder. These differences were

even more noticeable in comparison witheven more noticeable in comparison with

the first group of individuals with no mor-the first group of individuals with no mor-

bidity or sub-threshold morbidity. Thesebidity or sub-threshold morbidity. These

findings suggest that the measure of mentalfindings suggest that the measure of mental

morbidity and its impact used in this studymorbidity and its impact used in this study

was valid as well as being feasible for use inwas valid as well as being feasible for use in

a large population sample. This approacha large population sample. This approach

could potentially also be used to monitorcould potentially also be used to monitor

the evolution of access to mental health ser-the evolution of access to mental health ser-

vices. A noteworthy finding of this study isvices. A noteworthy finding of this study is

that the utilisation of healthcare is muchthat the utilisation of healthcare is much

higher for chronic physical conditions suchhigher for chronic physical conditions such

as arthritis or rheumatism and diabetesas arthritis or rheumatism and diabetes

than for mental disorders. Such differencesthan for mental disorders. Such differences

also suggest underuse of care among thosealso suggest underuse of care among those

with mental disorders, in comparison withwith mental disorders, in comparison with

physical conditions, perhaps owing to aphysical conditions, perhaps owing to a

lack of perception of need for care by thoselack of perception of need for care by those

with mental disorders (Mojtabaiwith mental disorders (Mojtabai et alet al,,

2002).2002).

A strength of our study is that we con-A strength of our study is that we con-

sidered other levels of mental morbidity insidered other levels of mental morbidity in

our analysis of the utilisation of health ser-our analysis of the utilisation of health ser-

vices (i.e. people with lifetime disorders orvices (i.e. people with lifetime disorders or

with sub-threshold mental morbidity).with sub-threshold mental morbidity).

Sub-threshold depression, for instance, hasSub-threshold depression, for instance, has

been shown to be associated with an ele-been shown to be associated with an ele-

vated risk of subsequent depression and sui-vated risk of subsequent depression and sui-

cidal behaviours (Andrewscidal behaviours (Andrews et alet al, 2001, 2001bb).).

Taking into account additional mentalTaking into account additional mental

health morbidity allowed us to refine thehealth morbidity allowed us to refine the

evaluation of the current use of health ser-evaluation of the current use of health ser-

vices for mental health reasons. In particu-vices for mental health reasons. In particu-

lar, we identified that only a minoritylar, we identified that only a minority

(about 13%) of the visits made for mental(about 13%) of the visits made for mental

health reasons to any formal healthcarehealth reasons to any formal healthcare

provider were made by individuals withprovider were made by individuals with

no mental morbidity. This suggests thatno mental morbidity. This suggests that

even if we were able to diminish or eveneven if we were able to diminish or even

eliminate the probably unnecessary visitseliminate the probably unnecessary visits

made by individuals with no mental mor-made by individuals with no mental mor-

bidity, it would be impossible to accommo-bidity, it would be impossible to accommo-

date the visits for those with unmet need fordate the visits for those with unmet need for

care. This is in contrast to what we had pre-care. This is in contrast to what we had pre-

viously suggested, that reallocating currentviously suggested, that reallocating current

services used for psychiatric disordersservices used for psychiatric disorders

might contribute substantially to diminish-might contribute substantially to diminish-

ing the proportion of unmet need for men-ing the proportion of unmet need for men-

tal healthcare (Demyttenaeretal healthcare (Demyttenaere et alet al, 2004). It, 2004). It

is more likely that the necessary increase inis more likely that the necessary increase in

use of health services for those in need ofuse of health services for those in need of

care should be obtained at the expense ofcare should be obtained at the expense of

more services. The participation of primarymore services. The participation of primary

care services in general and of specialisedcare services in general and of specialised

nursing staff and/or social workers mightnursing staff and/or social workers might

be a viable alternative (Clarksonbe a viable alternative (Clarkson et alet al,,

1999).1999).

LimitationsLimitations

Some limitations of this study deserve men-Some limitations of this study deserve men-

tion. First, the response rate in some coun-tion. First, the response rate in some coun-

tries was low. The prevalence of mentaltries was low. The prevalence of mental

disorders among non-responders may bedisorders among non-responders may be

higher than among responders (Graafhigher than among responders (Graaf etet

alal, 2000), which might have led us to, 2000), which might have led us to

underestimate the real level of need forunderestimate the real level of need for

care. Additionally, non-responders maycare. Additionally, non-responders may

use healthcare services differently from re-use healthcare services differently from re-

sponders. This could be particularly im-sponders. This could be particularly im-

portant in the case of France and Belgium,portant in the case of France and Belgium,

which had the lowest participation rates.which had the lowest participation rates.

Similarly to other surveys, we used self-re-Similarly to other surveys, we used self-re-

ports to assess need for care. Althoughports to assess need for care. Although

comparability of data generated by healthcomparability of data generated by health

interviews is assured, the results might notinterviews is assured, the results might not

be consistent with other sources of infor-be consistent with other sources of infor-

mation. In addition, self-reports may un-mation. In addition, self-reports may un-

derestimate health service use (Ritterderestimate health service use (Ritter et alet al,,

2001) and thus we might have overesti-2001) and thus we might have overesti-

mated unmet need for care. Previous workmated unmet need for care. Previous work

suggests that the underreporting of use ofsuggests that the underreporting of use of

healthcare services tends to be lower orhealthcare services tends to be lower or

even non-existent among those with currenteven non-existent among those with current

disorders ordisorders or those with more severe psychi-those with more severe psychi-

atric disordersatric disorders (Rhodes(Rhodes et alet al, 2002). On, 2002). On

the other hand, it is more likely that wethe other hand, it is more likely that we

have underestimated unmet need, for athave underestimated unmet need, for at

least two reasons. First, we used a veryleast two reasons. First, we used a very

low threshold for categorising met need:low threshold for categorising met need:

just one visit to any formal services or tojust one visit to any formal services or to

a mental health specialist. Evidence-baseda mental health specialist. Evidence-based

recommendations of effective treatmentrecommendations of effective treatment

for several disorders including major de-for several disorders including major de-

pression (Work Group on major Depressivepression (Work Group on major Depressive

Disorder, 2000), panic disorder and agora-Disorder, 2000), panic disorder and agora-

phobia (Linphobia (Lin et alet al, 1996) require a series of, 1996) require a series of

clinical visits and specific drug treatment,clinical visits and specific drug treatment,

well beyond the minimal approach consid-well beyond the minimal approach consid-

ered in our study. This may be a particularered in our study. This may be a particular

concern with visits to primary care provi-concern with visits to primary care provi-

ders because the reason for the visit mayders because the reason for the visit may

be less clear. Second, we note that amongbe less clear. Second, we note that among

our respondents with a 12-month disorderour respondents with a 12-month disorder

who used health services, more than a fifthwho used health services, more than a fifth

(21.2%) had not been prescribed any active(21.2%) had not been prescribed any active

treatment (Alonsotreatment (Alonso et alet al, 2004, 2004bb). Finally, we). Finally, we

deliberately did not consider the adequacydeliberately did not consider the adequacy

of the treatment received, which deservesof the treatment received, which deserves

specific, deeper analyses.specific, deeper analyses.

ImplicationsImplications

The size of the treatment gap described hereThe size of the treatment gap described here

implies that many actions should be takenimplies that many actions should be taken

to control mental disorders at the popu-to control mental disorders at the popu-

lation level. In addition to an increase inlation level. In addition to an increase in

service provision, an increase in theservice provision, an increase in the

access, use, effectiveness and efficiency ofaccess, use, effectiveness and efficiency of

existing services is necessary. This mightexisting services is necessary. This might

be achieved through improvements in thebe achieved through improvements in the

distribution of work between primary caredistribution of work between primary care

and specialist services, more use of sharedand specialist services, more use of shared

care between primary and secondary care,care between primary and secondary care,

more use of best-practice tools and methodsmore use of best-practice tools and methods

(such as clinical guidelines and computer-(such as clinical guidelines and computer-

assisted techniques) and continuing profes-assisted techniques) and continuing profes-

sional development. In addition, othersional development. In addition, other

societal and attitudinal variables influencesocietal and attitudinal variables influence

the rates of unmet need (Andrewsthe rates of unmet need (Andrews et alet al,,

20012001bb). Educating individuals in need for). Educating individuals in need for

mental healthcare may be as important asmental healthcare may be as important as

expanding the services. According to ourexpanding the services. According to our

results, the youngest patients, homemakersresults, the youngest patients, homemakers

and retired people, as well as those with aand retired people, as well as those with a

longer evolution of their disorder, need tolonger evolution of their disorder, need to

be more specifically targeted in thesebe more specifically targeted in these

efforts. There is also a need for more quali-efforts. There is also a need for more quali-

tative research to aid us in understandingtative research to aid us in understanding

why people underuse mental healthcarewhy people underuse mental healthcare

services.services.
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