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ABSTRACT

Background The relation between health insur-
ance and the use of mental health services is un-
clear. We compared the use of outpatient services
for psychiatric problems in the United States and
Ontario, Canada, among young and middle-aged
adults according to self-reports of disorders listed in
the Diagnostic and Statistical Manual of Mental Dis-
orders (third edition, revised) and to other indicators
of need.

Methods We analyzed two general-population sur-
veys carried out separately in the United States and
Ontario in 1990 that used identical assessments of
need for services and questions about their use by
persons 15 to 54 years of age.

Results Respondents in the United States were
significantly more likely than those in Ontario to re-
port having had psychiatric disorders, poor mental
health, or workdays lost or cut short because of psy-
chiatric problems in the previous year. A significant-
ly higher proportion of respondents in the United
States (13.3 percent) than in Ontario (8.0 percent)
had obtained outpatient treatment in the previous 12
months for psychiatric problems. However, an anal-
ysis of subgroups found that the higher probability
of the use of services in the United States was con-
fined to people with less severe mental illness. The
average number of visits did not differ significantly
between the two countries among patients who had
similar numbers of psychiatric disorders over the
same time periods. There was a stronger match in
Ontario than in the United States between the use of
services and the measures of perceived need we
considered.

Conclusions Although the mental health care sys-
tem in the United States provides treatment to a
larger proportion of the population than that in On-
tario, the match between some measures of need
and treatment is not as strong in the United States.
Any plans to expand coverage for psychiatric disor-
ders in the United States must address this problem.
(N Engl J Med 1997;336:551-7.)
©1997, Massachusetts Medical Society.

HE U.S. mental health care system has been

criticized for restricting the access to care

of uninsured people who are unable to

pay.! However, some believe that too many
mental health care resources are already devoted
to people with low levels of need and that this
trend will only increase if access is expanded.? Pro-
ponents of expanded coverage have responded that
there is little evidence of unnecessary use of servic-
es in countries that offer broad mental health cov-
erage.?

The Canadian experience has figured prominent-
ly in this debate. Canada approximates the United
States in economic development, history, ethnicity,
and geography+* but expends a relatively lower per-
centage of its gross national product on health care,
despite having universal coverage.3¢ The lack of com-
parative data on whether Canadians with serious
psychiatric problems are more likely than their coun-
terparts in the United States to receive treatment as
a result of enhanced access has hampered close eval-
uation of the Canadian mental health care system.
We address this lack with data from two recent pop-
ulation surveys of psychiatric disorders and the use
of services that were conducted in the United States
and the Canadian province of Ontario. Analyzing a
single province is appropriate because the Canadian
health care system is organized at the provincial lev-
el. Ontario is of particular interest because it is not
only the largest province (home to 36 percent of the
Canadian population”) but also similar to the Unit-
ed States in terms of key sociodemographic vari-
ables: urbanization, industrialization,”$ and the dis-

From the Department of Health Care Policy, Harvard Medical School,
Boston (R.C.K., R.G.E.); the School of Medicine and the Department of
Health Services Management and Policy, School of Public Health (M.E.),
and the Department of Internal Medicine, School of Medicine, and the
Department of Health Services Management and Policy, School of Public
Health (S.J.K.), University of Michigan, Ann Arbor; the Department of
Psychiatry, University of Toronto, and the Health Systems Research Unit,
Clarke Institute of Psychiatry, Toronto (E.L.); and the Department of
Mental Hygiene, Johns Hopkins University, Baltimore (PL.). Address re-
print requests to Dr. Kessler at the Department of Health Care Policy, Har-
vard Medical School, 25 Shattuck St., Parcel B, 1st Fl., Boston, MA 02115.

Volume 336 Number 8 - 551

Downloaded from www.nejm.org on October 13, 2008 . For personal use only. No other uses without permission.
Copyright © 1997 Massachusetts Medical Society. All rights reserved.



The New England

Journal of Medicine

tribution of physicians (2.2 per 1000 population in
Ontario vs. 2.1 per 1000 in the United States®!0).
Total per capita expenditures for mental health and
the ratio of institutionalized to noninstitutionalized
patients in Ontario are similar to those in Canada’s
other provinces.!!

Ontario and the United States control the use of
services by different strategies. Ontario’s compre-
hensive mental health insurance features cost sharing
and does not limit the number of visits!2; however,
only physicians are reimbursed by the Provincial In-
surance Plan, although some psychologists and psy-
chiatric social workers are funded through salaried
positions in health centers.!314 The United States, in
comparison, limits demand. Roughly 16 percent of
the population is uninsured, and mental health cov-
erage is often limited even for the insured.!s Al-
though an extensive public mental health system
provides care at little or no cost to the poor and the
uninsured, supply-side controls severely limit access.
As people with limited financial resources are con-
strained much more than others, the strongest bar-
riers to access affect the segment of society with the
highest rates of disorders.167 Few safeguards limit
excessive use of services by people with ample finan-
cial resources.!.t8

In the light of these markedly different strategies,
we expected to find a difference between the United
States and Ontario in the number of people receiv-
ing treatment as well as in the number of visits per
patient. We were especially interested in whether
such differences would be more pronounced among
patients with low levels of need.

METHODS

Samples

The data come from the U.S. National Comorbidity Survey
(NCS)!¢ and the Mental Health Supplement to the Ontario
Health Survey (OHS)! — household surveys carried out in 1990
with the use of a psychiatric interview that assessed a core set of
disorders by means of identical questions about symptoms and
the use of services. The NCS also evaluated several additional dis-
orders not considered here, but this was done after assessment of
the core disorders. The NCS surveyed people ranging in age from
15 to 54 years, and the OHS supplement surveyed people 15
years of age or older. The analyses reported here are limited to
the 15-to-54-year-olds in both surveys.

The NCS was administered to 8098 respondents and had a re-
sponse rate of 82.4 percent. Questions about the use of services,
however, were administered only to a probability sample of 5877
respondents, who are the focus of the present analysis. The sup-
plement to the OHS was administered to a follow-up sample of
9953 random respondents selected from the households that par-
ticipated in one quarterly administration of the OHS. The OHS
response rate for the supplement was 88.1 percent, and of these
households 76.5 percent participated in the supplement (77.8
percent of those in the 15-to-54-year age range), for an overall
response rate of 67.4 percent.

Neither the NCS nor the OHS supplement sampled homeless
or institutionalized people, populations known to have high rates
of psychiatric disorders.1”20 Because these people compose a larg-
er proportion of the population in the United States than in On-
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tario,”$21.22 underestimation of the prevalence of disorders in the
total population is probably greater in the NCS than in the sup-
plement. However, this bias should be negligible because only a
small proportion of the total number of cases occur among these
population segments. The average daily proportion of inpatients
with psychiatric disorders is only 0.09 percent in the United
States® and 0.05 percent in Ontario,2! and the proportion of
homeless people is no more than 0.01 to 0.02 percent in either
country.”20 These numbers are only 0.3 percent as large as the
number of people in the general population estimated in the sur-
veys to have had recent psychiatric disorders — a figure that rep-
resents the upper limit of the extent to which the exclusion of
these population segments will bias estimates of prevalence.

Diagnostic Assessment

Diagnoses are based on a modified version of the Composite
International Diagnostic Interview (CIDI),? an instrument de-
signed to be used by nonclinicians. Modifications consisted large-
ly of changes in the order of questions, clarifications, and the use
of memory-enhancement strategies.!6 The disorders assessed in
both surveys include major depressive disorder with impairment,
dysthymia with impairment, mania, generalized anxiety disorder,
panic disorder, phobia, antisocial personality disorder, and abuse
of or dependence on either alcohol or illicit drugs. All diagnoses
were made according to the criteria of the Diagnostic and Statis-
tical Manual of Mental Disorders (third edition, revised) (DSM-
III-R) and were based on the CIDI diagnostic computer pro-
gram. World Health Organization CIDI field trials documented
good reliability and validity for all the CIDI diagnoses used
here.2* To define the degree of psychiatric illness, we classified re-
spondents in four subgroups: those who had had two or more
disorders in the previous 12 months, those who had had one dis-
order in the previous 12 months, those who had had no disorders
in the previous 12 months but had a lifetime history of one or
more disorders, and those who had no lifetime history of disor-
ders. More complex coding schemes were also explored but yield-
ed results similar to those reported below.

In the field, the NCS and the OHS supplement differed in one
administrative respect. The NCS used a “commitment probe” —
a question designed to measure the subject’s commitment to the
survey — at the beginning of the diagnostic interview, but the
supplement did not. The question was whether the respondents
would agree to think carefully and answer honestly. The small
number (less than 1 percent) of respondents who responded “no”
were excluded from further questions and treated as nonrespond-
ents. On the basis of research showing that the commitment probe
can increase the accuracy of reporting,? its use could slightly in-
flate U.S. estimates of prevalence.

In order to evaluate the possible effect of this potential meth-
odologic variable, we replicated key comparative analyses, using
three indirect measures of the need for services. The first is a meas-
ure of perceived mental health based on respondents’ ratings of
their overall mental health as excellent, very good, good, fair, or
poor; the responses could not be affected by the commitment
probe because the questions about perceived mental health pre-
ceded the commitment probe in the interview. The second and
third analyses are measures of the numbers of workdays lost or
cut short in the previous month as a result of psychiatric prob-
lems. These were typically administered an hour after the com-
mitment probe, making it unlikely that the probe would have had
an effect on responses.

Use of Outpatient Services

Respondents were asked about their use of outpatient services
to determine the location and number of visits to health care pro-
fessionals during the previous 12 months for “problems with
your emotions or nerves or your use of alcohol or drugs.” Mental
health specialty contact was defined as either seeing a psychiatrist
or psychologist in any setting or seeing an allied health profes-
sional (e.g., nurse or social worker) in a psychiatric or addiction-
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treatment setting; general medical contact was defined as seeing
a nonpsychiatrist physician in any setting or an allied health pro-
fessional in a general medical setting. Those were combined into
a category of health care contact. Human-services contact was de-
fined as seeing a counselor, social worker, or nurse in a social-serv-
ice agency; seeing a minister, priest, or rabbi in any setting; seeing
some other professional (e.g., school counselor); or using a tele-
phone hotline. Respondents were also asked whether they attend-
ed a self-help group for problems with their emotions, nerves, or
use of alcohol or drugs.

Although we did not assess the reliability and validity of these
reports, previous research has shown that self-reports of the use
of outpatient health care services generally underestimate the
number of visits documented in medical records and that this
trend grows stronger as the recall period increases and the num-
ber of visits decreases.2¢ A record check conducted as part of the
Epidemiologic Catchment Area study confirmed that 85 percent
of the respondents who reported general medical visits and 64
percent of those who reported mental health specialty visits dur-
ing the 12 months before their interviews did in fact make those
visits, with 41 percent reporting a number of visits that differed
from their records by no more than one visit.?

Statistical Analysis

The data were weighted to adjust for variations in the proba-
bility of selection and differential nonresponse.?8 Standard errors
were estimated with the use of the Taylor series linearization
method? implemented in the PSRATIO program of the Osiris
software package.3® Wald chi-square tests were used to evaluate
the significance of interactions between countries and levels of
need in predicting the use of services and were adjusted for de-
sign effects by the method of balanced repeated replications.?!

RESULTS

Aggregate Differences in Disorders and the Use
of Services

The aggregate distributions of disorders and use
of services in the previous 12 months are shown in
Table 1. The first column of values shows that recent
disorders listed in the DSM-III-R, as assessed in
these surveys, are significantly more prevalent in the
United States (12.0 percent of the respondents had
had two or more disorders in the previous 12
months, and 15.7 percent had had one disorder in
the previous 12 months) than in Ontario (5.9 per-
cent had had two or more disorders in the previous
12 months, and 12.7 percent had had one disorder
in the previous 12 months; P<<0.001). This differ-
ence remained significant in a multivariate analysis
that controlled for differences in sociodemographic
variables between the two countries.

Table 1 shows that the probability of the use of
services for psychiatric problems is also significantly
higher in the United States (13.3 percent) than in
Ontario (8.0 percent, P<<0.001). The shape of the
relation between the number and recency of disorders
on the one hand and respondents’ use of services on
the other differs in the two samples (P<<0.001), with
the higher rate of use in the United States confined
to people in the two lowest categories of the num-
ber-and-recency measure. The number of users of
services in the United States would decrease by near-
ly one fourth (from 13.3 percent to 10.2 percent) if

TABLE 1. PROBABILITY OF ANY USE OF SERVICES IN THE PREVIOUS
12 MONTHS AND AVERAGE NUMBER OF VISITS ACCORDING TO
THE NUMBER OF DSM-III-R DISORDERS AND HOW RECENTLY

THEY OCCURRED.

AVERAGE
PROBABILITY NuMBER OF
No. AND RecENCY DISTRIBUTION oF ANy Use VISITS AMONG
OF DISORDERS* OF DISORDERS OF SERVICES UsEers
percent

United States
In previous 12 mo

=2 Disorders 12.01 339 238

1 Disorder 15.7¢ 18.8 14.0
History of disorders 18.31 11.71 16.9
No history of disorders 54.0t1 7.6t 9.4
Total 100. 13.3t 16.0
Ontario
In previous 12 mo

=2 Disorders 5.9t 394 209

1 Disorder 12.7¢ 17.8 13.0
History of disorders 15.71 7.7t 17.7
No history of disorders 65.61 3.3t 11.1
Total 100.0 8.0t 15.5

*Two or more disorders in previous 12 months denotes that the re-
spondent fulfilled the criteria for two or more of the DSM-III-R disorders
assessed in the surveys during the 12 months before the interview; one dis-
order in previous 12 months denotes that the respondent fulfilled the cri-
teria for one of the DSM-III-R disorders assessed in the surveys during the
12 months before the interview; history of disorders denotes that the re-
spondent did not fulfill the criteria for any disorder in the previous 12
months but did have a history of one or more of the DSM-III-R disorders
assessed in the survey at some earlier time; no history of disorders denotes
that the respondent never fulfilled the criteria for any of the DSM-III-R
disorders assessed in the surveys.

T There was a significant difference between the two countries (P=0.05
by two-tailed test) with control for age, sex, marital status, education, fam-
ily income (in U.S. dollars), and urbanization.

the rate of use among people in the two lowest cat-
egories of the measure were the same as in Ontario.
This difference between the two surveys remained
significant in a multivariate analysis that controlled
for sociodemographic variables.

The results in the third column of values in Table
1 show that there is a generally monotonic and sta-
tistically significant relation between the number
and recency of disorders and the number of visits
among patients in both the United States and On-
tario (P<<0.001). There is no statistically significant
difference between the two countries in the average
number of visits among users of services either in
the full sample or in subsamples defined by the
number and recency of disorders.

The results in Table 2 show a similar pattern for
other measures of the need for services. U.S. respond-
ents reported significantly worse perceived mental
health (P<<0.001) and significantly more workdays
lost or cut short as a result of psychiatric problems
(P<<0.001) than did respondents in Ontario. Further-
more, the significantly higher probability of the use
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TABLE 2. U.S.—~ONTARIO ODDS RATIOS FOR ANY USE OF SERVICES
IN THE PREVIOUS 12 MONTHS ACCORDING TO OTHER
INDICATORS OF NEED.

U.S.-ONTARIO

DISTRIBUTION OF Obbps RATIO FOR

VARIABLE INDICATORS OF NEED USE OF SERVICES
us. ONTARIO
percent
Perceived mental health
Poor 0.9 0.6 2.5
Fair 6.7* 2.9 0.8*
Good 22.4* 15.9 1.2*
Very good 38.8 41.3 2.2*
Excellent 31.2* 39.4 1.8
Workdays lost in previous
month
1 or more 2.8* 1.4 1.3
None 97.2* 98.6 1.7*
Workdays cut short in previ-
ous month
1 or more 7.0* 3.5 1.2
None 93.0* 96.5 1.7*

*There was a significant difference between the countries (P=0.05 by
two-tailed test) with control for age, sex, marital status, education, family
income (in U.S. dollars), and urbanization.

of services in the United States was confined to the
subgroup of respondents with low levels of need as
defined by each of these indicators.

Use of Services in Separate Sectors

The disaggregated data presented in Table 3
show that the significantly greater use of the health
care sector in the United States than in Ontario was
confined to those with no lifetime history of disor-
ders (P=0.021), whereas the rates of use of the hu-
man-services and self-help sectors in the United
States were significantly higher than those in On-
tario at several levels of illness severity. The rates
of use in Ontario were significantly higher than in
the United States for general medical treatment
of people who had had one (P=0.048) or more
(P<<0.001) disorders in the previous 12 months.
According to a desegregated analysis of the average
number of visits (results available from the authors),
however, there were no significant differences be-
tween the two surveys in the average number of vis-
its by patients within any of the treatment sectors at
any level of need.

TABLE 3. PROBABILITY OF THE USE OF SERVICES IN THE PREVIOUS 12 MONTHS
IN SEPARATE SERVICE SECTORS ACCORDING TO THE NUMBER AND RECENCY
OF DSM-III-R DISORDERS.

No. AnD RECENCY
oF DISORDERS*

MENTAL

GENERAL HEALTH
MEDICAL ~ SPECIALTY
United States
In previous 12 mo
=2 Disorders 10.21 18.6
1 Disorder 5.61 8.3
History of disorders 2.0 4.8
No history of disorders 2.6 2.6
Total 39 5.8%
Ontario
In previous 12 mo
=2 Disorders 24.3% 235
1 Disorder 9.7% 6.3
History of disorders 4.3 3.7
No history of disorders 1.5 1.2
Total 4.4 3.5%

HeALTH CARE SECTOR

Human
SERvICEST SELF-HELP ToTAL
ANY
23.7% 13.2 11.9% 33.9
12.6 7.2% 4.2 18.8
6.0 4.5% 3.1% 11.7%
4.7% 29t 1.1 7.61
8.5 5.1% 3.21 13.3%
36.11 13.2 6.61 394
13.6 4.8% 2.5 17.8
5.9 2.1% 1.7% 7.7%
2.4% 0.9% 0.4 3.3t
6.41 2.3t 1.2% 8.0%

*Two or more disorders in previous 12 months denotes that the respondent fulfilled the criteria
for two or more of the DSM-III-R disorders assessed in the surveys during the 12 months before
the interview; one disorder in previous 12 months denotes that the respondent fulfilled the criteria
for one of the DSM-III-R disorders assessed in the surveys during the 12 months before the inter-
view; history of disorders denotes that the respondent did not fulfill the criteria for any disorder in
the previous 12 months but did have a history of one or more of the DSM-III-R disorders assessed
in the survey at some earlier time; no history of disorders denotes that the respondent never fulfilled
the criteria for any of the DSM-III-R disorders assessed in the surveys.

1The human-services sector includes social services, religious counselors, and other nonmedical

professionals.

fThere was a significant difference between the two countries (P=0.05 by two-tailed test) with
control for age, sex, marital status, education, family income (in U.S. dollars), and urbanization.
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Role of Nonfinancial System Barriers in Limiting the Use
of Services

The most striking of these results is that the great-
er use of the health care sector for psychiatric prob-
lems in the United States is confined to people with
less severe illness. Possibly, professional judgment
may enter less heavily into rationing in the United
States than in Ontario, although if this were true we
would expect that the number of patients without
disorders who are seen only once, for evaluation,
would be much higher in the United States, but no
such difference exists (P=0.76).

A related possibility is that greater delays in getting
treatment among people with transient or mild prob-
lems lead to increased self-selection out of the help-
seeking process in Ontario. However, this is also in-
consistent with the data. Nonusers of services were
asked: “Was there ever a time during the past 12
months when you felt that you might need to see a
professional because of problems with your emo-
tions or nerves or your use of alcohol or drugs?”
More respondents in the United States (8.4 percent)
than in Ontario (5.4 percent) responded affirmative-
ly (P<0.001). We expected that two statements of
the reason for this would be endorsed more often in
Ontario than in the United States: “I could not get
an appointment” and “It would take too much time
or be inconvenient.” Yet, the first statement was en-
dorsed by only a handful of respondents (13 in the
United States and 5 in Ontario), whereas the second
was endorsed by more respondents in the United
States than in Ontario (31.0 percent vs. 19.6 percent
of the nonusers with a self-perceived need, P<<0.001).

Perceptions of Unmet Need and Barriers to Treatment

A third possibility regarding this difference in the
use of health care services between the United States
and Ontario is that it is due to a difference in per-
ceived need among people with the same reported
number and recency of disorders. This possibility
was evaluated by creating a “perceived-need” score
that combined the people who reportedly sought
help because of perceived need (as opposed to those
who involuntarily sought treatment under court or-
der or at the request of their families) with the peo-
ple who reportedly felt that they needed help but
did not get it. Table 4 shows a strong monotonic re-
lation between the number and recency of disorders
and this measure of perceived need in both surveys.
However, this relation differed significantly in the
two surveys (P<<0.001), with perceived need higher
in the United States than in Ontario among people
with no lifetime history of disorders (P<<0.001) and
lower in the United States than in Ontario among
people who had had two or more disorders in the
previous 12 months (P<<0.001). This same basic
pattern emerged when other measures were used to
define need (results available from the authors).

As shown in Table 4, the difference between the
two surveys in the relation between disorders and
the use of services became insignificant when we ad-
justed for perceived need. This indicates that per-
ceived need mediates the difference between the
surveys in the relation between disorders and the use
of services.

DISCUSSION
Need for Services

We found that the prevalence of psychiatric prob-
lems across all measures of need is higher in the
United States than in Ontario — a finding consis-
tent with other evidence of better physical and men-
tal health in Canada than in the United States.58:32:35
The prevalence rate of DSM-III-R disorders in the
NCS is similar to that found in the two-wave con-
solidated Epidemiologic Catchment Area study, a
landmark survey of psychiatric disorders in five U.S.
communities that was carried out in the 1980s.36 No
comparable earlier survey of Ontario is available
with which to compare the estimates of prevalence
in the OHS supplement.

TABLE 4. PROBABILITY OF THE USE OF THE HEALTH CARE SECTOR
IN THE PREVIOUS 12 MONTHS ACCORDING TO THE NUMBER AND
RECENCY OF DISORDERS AND THE PERCEIVED NEED FOR
PROFESSIONAL HELP.

PROBABILITY OF USE OF
THE HEALTH CARE SECTOR

DISTRIBUTION OF
PeRCEIVED NEED

No. Anp RECENCY
OF DISORDERS*

NO
PERCEIVED PERCEIVED
NEED NEED
United States
In previous 12 mo
=2 Disorders 42.5% 47.1 6.4
1 Disorder 26.5 41.7 2.1
History of disorders 16.41 354 0.3
No history of disorders 10.3t 41.9 0.4
Total 17.81 42.3 1.1
Ontario
In previous 12 mo
=2 Disorders 54.2t 56.9 11.5
1 Disorder 214 494 3.8
History of disorders 10.7¢ 39.1 1.9
No history of disorders 5.3t 37.6 0.5
Total 11.11 46.2 14

*Two or more disorders in previous 12 months denotes that the re-
spondent fulfilled the criteria for two or more of the DSM-III-R disorders
assessed in the surveys during the 12 months before the interview; one dis-
order in previous 12 months denotes that the respondent fulfilled the cri-
teria for one of the DSM-III-R disorders assessed in the surveys during the
12 months before the interview; history of disorders denotes that the re-
spondent did not fulfill the criteria for any disorder in the previous 12
months but did have a history of one or more of the DSM-III-R disorders
assessed in the survey at some earlier time; no history of disorders denotes
that the respondent never fulfilled the criteria for any of the DSM-III-R
disorders assessed in the surveys.

tThere was a significant difference between the two countries (P=0.05
by two-tailed test) with control for age, sex, marital status, education, fam-
ily income (in U.S. dollars), and urbanization.
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There are a number of plausible substantive expla-
nations for the higher prevalence of psychiatric
problems in the United States than in Ontario, such
as the possibility of higher exposure to stress or low-
er access to supportive social networks. At least three
plausible methodologic hypotheses can also be ad-
vanced, but analyses of the available data do not sup-
port them. First, the burden associated with the ear-
lier stage of assessment in the OHS, which involved
one household informant reporting on the health of
all household members and each household mem-
ber being asked to complete a personal health ques-
tionnaire, led to a higher rate of denial in the OHS
supplement. However, subgroup analyses failed to
find any meaningful relation between the reported
presence of psychiatric disorders in the supplement
and either the level of involvement in or the time
elapsed since the OHS.

The second methodologic hypothesis is that On-
tario’s lower rate of response was associated with
fewer psychiatrically impaired respondents. However,
the results of NCS subgroup analyses are inconsis-
tent with this hypothesis: there is only a small difter-
ence in the prevalence of disorders between the sub-
group of easy-to-recruit respondents and the total
sample.28

The third methodologic hypothesis is that the
NCS commitment probe prompted a more serious
memory search among respondents than the supple-
ment, thereby inflating the estimated prevalence of
DSM-III-R disorders in the NCS. However, this hy-
pothesis is inconsistent with the results of a method-
ologic analysis that found similar levels of role im-
pairment associated with a given category of the
measure of the number and recency of disorders for
the two surveys. Furthermore, the same pattern of
results emerged when we studied differences be-
tween the surveys in perceived mental health, which
was assessed before the commitment probe was ad-
ministered, and in work impairment, which was as-
sessed long after the commitment probe was admin-
istered.

The Relation between Need and the Use of Services

The most interesting of our findings is that the
higher probability of treatment in the United States
is confined to those with low levels of need. Further
analysis suggests that this difference is due to a high-
er probability of a perceived need for treatment.
This result, however, is based on retrospective re-
ports. Furthermore, the possibility that it is due to a
methodologic difference between the surveys can-
not be unequivocally excluded; for example, general
practitioners in Ontario might be more likely than
their U.S. counterparts to treat minor psychiatric
problems in a way that does not force patients to re-
alize that their problems are emotional, in which
case the actual use of services for psychiatric prob-
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lems might be underreported in Ontario as com-
pared with the United States among patients with
low levels of need for services.

Overview

Given these methodologic cautions, our findings
suggest that psychiatric problems are more prevalent
in the United States than in Ontario and that the
higher probability of use of services in the United
States is confined to those with low levels of need for
services. No data are presented here on the compara-
tive efficacy of treatments, so it is not possible to draw
conclusions about whether one system is better than
the other; other dimensions of need not assessed in
these surveys might show a different pattern of differ-
ences between the two countries in the allocation of
resources. Nonetheless, the measures of need consid-
ered here are clearly important ones, and the data
show that the delivery of services could be improved
with regard to these measures if services were allocat-
ed in the United States as they are in Ontario.

Direct controls on providers appear to be insignif-
icant in explaining this difference in allocation, be-
cause there is neither any difference in the average
number of visits nor any evidence that nonfinancial
barriers, such as long waiting lists, deter Canadians
from secking treatment. Rather, the difference ap-
pears to be at the point of the patient’s decision to
seck treatment. A preliminary analysis suggests that
a higher probability of perceived need for treatment
among U.S. residents with less severe illness is prob-
ably a critical variable. Why this difference exists
is uncertain. One possibility is that the Canadian
health care system is more effective than the U.S.
system in educating patients about the appropriate
level of need required to justity seeking help, or per-
haps stoicism is cultivated more generally at earlier
periods of socialization in Ontario than in the Unit-
ed States. These or other plausible hypotheses can-
not be evaluated with the present data. Nonetheless,
the results suggest that any plan to expand access to
mental health services in the United States must
contend with the problem of demand by people
with low levels of need for services.
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APPENDIX

The following sites and investigators collaborated in the National Co-
morbidity Survey: Addiction Research Foundation — R. Room; Duke
University Medical Center — D. Blazer and M. Swartz; Harvard Uni-
versity — R. Frank and R. Kessler; Johns Hopkins University — J. An-
thony, W. Eaton, and P. Leaf; University of Miami — R.J. Turner; Max
Planck Institute of Psychiatry—Clinical Institute — H.-U. Wittchen;
Medical College of Virginia — K. Kendler; University of Michigan —
L. Johnston, S. Katz, R. Kessler, and R. Little; New York University —
. Shrout; State University of New York-Stony Brook — E. Bromet; and
Washington University School of Medicine — L. Cottler and A. Heath.
The following agencies and investigators collaborated in the Mental Health
Supplement to the Ontario Health Survey: Ontario Mental Health
Foundation — D. Campbell; Clarke Institute of Psychiatry — . Goer-
ing and E. Lin; McMaster University — M. Boyle and D. Offord; and
the Ontario Ministry of Health — G. Catlin.
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