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Abstract

BACKGROUND: This analysis aimed to examine the factors predictive of service utilization 

among patients with anxiety and/or depression. Quick and appropriate treatment for anxiety and 

depression can reduce disease burden and improve social functioning. Currently, less than half of 

the population with comorbid anxiety and depression receives the recommended treatment.

AIMS: This analysis aims to identify factors predictive of utilizing mental health treatment for 

those with anxiety and/or depression by analyzing intrinsic, patient-centered factors.

METHOD: This study is a cross-sectional cohort analysis using National Health Interview 

Survey (NHIS) 2019 data. The sample size is 7,156 adults aged 18 to 64 with family incomes 

≤100% of the federal poverty level. We used multivariate logistic regression analysis to identify 

factors predictive of care utilization in this population. Variables of interest include scores on 

Patient Health Questionnaire-8 (PHQ-8) and Generalized Anxiety Disorder-7 (GAD-7), service 

utilization, level of social functioning, having a usual source for care, and previous mental health 

care utilization. Additional covariates were age, gender, race, country of origin, education, marital 

status, and insurance coverage.

RESULTS: Twenty-one percent of respondents reported using mental health services. Factors 

predictive of care utilization were older age, female gender, limited social functioning, having a 

usual source of care, and insurance coverage.
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CONCLUSION: There are significant barriers to receiving quick and appropriate care for anxiety 

and/or depression. Strategies should focus on reducing barriers for young adults, men, and the 

uninsured/underinsured. Strategies for integrating mental health services into primary care could 

increase the percentage of people with anxiety and/or depression who receive services.
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disorders

Introduction

Depression and anxiety disorders are highly prevalent and represent significant health 

concerns in today’s society. While they are separate conditions, it is not rare for individuals 

with depression to experience symptoms of anxiety and vice versa (Chisholm et al., 

2016; Felez-Nobrega et al., 2022; Van’t Hof et al., 2011). For example, a study that 

utilized data from the Netherlands Study of Depression and Anxiety demonstrated that 

approximately 65% of participants experienced comorbid depression and anxiety (Groen et 

al., 2020). Consequently, they are often considered comorbidities and treated concurrently. 

Inadequate treatment of these disorders can result in exacerbated physical illness, functional 

impairment, disability, poor quality of life, loss of independence, and an increased risk 

of suicide. Patients suffering from both depression and anxiety typically exhibit poorer 

outcomes compared with those with only one of these disorders (Polacsek et al., 2020). 

A pertinent systematic review posits that providing appropriate treatment for depression 

and anxiety could yield an additional 43 million years of healthy life from 2016 to 2030, 

potentially contributing $310 billion to society (Chisholm et al., 2016).

Typically, the treatment of mental disorders includes both professional counseling and 

medication (Terlizzi & Zablotsky, 2021). The National Institute of Mental Health (NIMH), 

however, reports that not all patients receive appropriate treatment for both depression and 

anxiety. For example, among patients with depression, typically 21% receive only one 

treatment (i.e., either counseling or medication), and 44% receive both treatments (Terlizzi 

& Zablotsky, 2021). Despite an increasing number of patients receiving treatment for their 

comorbid conditions, a significant proportion still do not receive appropriate care at the 

right time, as reported by the NIMH (Terlizzi & Zablotsky, 2021). Furthermore, because 

of the financial burden of counseling and medication, depression and anxiety typically are 

even more debilitating for patients with limited financial means. Studies assert that because 

low-income adults need to deal with other competing obligations (e.g., transportation and 

childcare) with limited resources, they cannot prioritize mental health treatment over more 

immediate concerns (Campbell & Selby-Nelson, 2020; Santiago et al., 2013). Depression 

and anxiety can cause decreased productivity at work and often result in poor financial 

outcomes for individuals (Chisholm et al., 2016), which may prevent them from receiving 

timely treatments. This creates a vicious cycle of poverty and mental illness (Bonafede et al., 

2017; Pesa & Lage, 2004).
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Several studies (Borson et al., 2019; Colorafi et al., 2017; Mojtabai et al., 2014; O’Callaghan 

et al., 2022) examined socioeconomic barriers to receiving recommended treatments for 

depression and anxiety, such as treatment unaffordability and a lack of insurance. However, 

these studies were not designed to explicitly reflect perceptions of patients. As individuals 

with different mental disorders are likely to encounter distinct health care experiences, 

examining specific patient populations could provide more valuable insights into their 

experiences. Notably, only one study by Fu et al. (2022) explored the perceived barriers 

to treatment among patients with depression and anxiety. However, generalizing the findings 

of this research (e.g., short or infrequent primary care appointments, receiving inaccurate 

program information, low motivation to engage) is challenging due to the limited sample 

size (n = 45).

A more comprehensive understanding of the obstacles faced by low-income patients in 

accessing appropriate mental health services in a timely manner would empower clinicians 

and policymakers to better allocate resources and enhance access to care. The National 

Health Interview Survey (NHIS), conducted by the Centers for Disease Control and 

Prevention (CDC), is a nationwide survey designed to collect information on demographic 

and experiential factors that impact disease and health service utilization within the U.S. 

population. It encompasses mental health disorders and other medical conditions, aiming 

to be representative of the entire nation (National Center for Health Statistics [NCHS], 

2020). While thousands of studies have employed NHIS data to address various research 

questions, only a handful have specifically focused on mental disorders such as depression 

and anxiety, particularly among underserved populations (Nguyen et al., 2018). The purpose 

of the present study is to investigate the factors that affect the timely utilization of mental 

health services for individuals with depression and/or anxiety symptoms, as perceived by 

patients, using data from the NHIS.

Method

This study was an observational, cross-sectional secondary data analysis of mental health 

care needs and utilization using NHIS data collected from 2019 (NCHS, 2020). The NHIS 

collected and reported on a broad range of U.S. health data using a stratified, multistage 

probability sampling method. Among 31,997 observations from a sample of adult (age 

18 years or older) data, our study analyzed data from 7,156 adults whose ratio of family 

income to poverty threshold was lower than 1. The institutional review board’s approval was 

waived since the data from NHIS are publicly available and the participant’s responses are 

de-identified.

Sociodemographic Characteristics

Sociodemographic characteristics included age (18–34, 35–49, 50–64, and 65 years or 

older), sex (i.e., female or male), race (White or non-White), education (less than high 

school, high school or general equivalency deploma (GED), and some college or associate 

degree or above), marital status (married or living with a partner, neither), and country of 

birth (United States or non-United States). Participant respondents were also asked to report 
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whether or not they have (1) insurance coverage; (2) limitations on social functioning, and 

(3) a place to go for health care.

Symptoms of Depression and/or Anxiety

Symptoms of depression and/or anxiety were identified with the Patient Health 

Questionnaire-8 (PHQ-8) and Generalized Anxiety Disorder-7 (GAD-7). The eight-item 

PHQ-8 scale has been tested and validated to measure depressive symptoms based on the 

Diagnostic and Statistical Manual of Mental Disorders (DSM)-IV in a population-based 

study (Kroenke et al., 2009). The total score of PHQ-8 was classified as none/minimal (0–4), 

mild (5–9), moderate (10–14), and severe (15–24) (Kroenke et al., 2009). The seven-item 

GAD-7 scale has been tested and validated to assess generalized anxiety symptoms in 

various populations. The total score of GAD-7 was classified as none/minimal (0–4), mild 

(5–9), moderate (10–14), and severe (15–21) (Gagné et al., 2014). If a given participant 

scored at least mild for any symptoms, then he or she was classified as having depression 

and/or anxiety symptoms. Participants were also asked whether they had any history of 

depression and/or anxiety disorders.

Health Service Utilization Due to Mental Health Reasons

A given participant’s health service utilization for mental health reasons was determined 

based on his or her responses to a series of questions—for example, (1) Do you take 
prescription medication for these feelings? (2) Do you take prescription medication for 
depression? and (3) Are you currently receiving counseling or therapy from a mental health 
professional? If a given participant used at least one of these services, then he or she was 

included in the category of health service utilization.

Data Analysis

Data were analyzed with STATA 15 (Stata Corp. 2017). Descriptive statistics and logistic 

regressions for complex survey designs were used. A series of bivariate and multivariate 

logistic regressions were used to assess the association of individual characteristics, mental 

health, and health service utilization. Multivariate-adjusted odds ratios (ORs) and 95% 

confidential intervals (CIs) were reported.

Results

Table 1 presents the descriptive statistics of (1) sociodemographic features, (2) symptoms 

of depression and/or anxiety, and (3) health care utilization due to mental illness of those 

respondents who (1) were identified as adults by age and (2) had incomes less than 100% of 

the federal poverty level (FPL) (N=7,156). The respondents were largely born in the United 

States (72%), White (64%), and female (59%). Approximately 38% of the respondents were 

married or living with a partner, and 36% had completed some college or an associate degree 

or higher. Approximately 64% of the participants reported limited social functioning, 78% 

reported having insurance coverage, 85% reported having a place to go for health care, 36% 

reported symptoms of depression and/or anxiety, and 21% reported service usage.
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Table 2 presents the odds of using mental health services among adults with incomes less 

than 100% of the FPL. As shown, age, sex, race, limitation of social functioning, having 

insurance, having a place to go for health care, marital status, country of birth, history of 

depression and/or anxiety, and symptoms of depression and/or anxiety were significantly 

associated with the use of mental health services. These variables were included in the 

multivariate logistic regression.

Table 3 presents the multivariate logistic regression of health service utilization on 

sociodemographic covariates and symptoms of depression and/or anxiety. Relative to the 

reference group (18- to 34-year-olds), the odds of receiving mental health services increased 

by 2.199 for those aged 35 to 49 years, 2.613 for those aged 50 to 64 years, and 2.098 

for those aged 65 years and older. Based on the Wald test, the odds for each age group 

significantly differed from zero and were also a statistically significant predictor of mental 

health service utilization (F = 7.99, p < .001). The estimated odds of receiving mental 

health services for men relative to women were 43.2% lower. Compared with those with no 

limitation of social functioning, people who reported a limitation of social functioning were 

about 1.653 times more likely to use mental health services (OR = 1.635, 95% CI = [1.226, 

2.230]). The odds of receiving mental health services among those who had insurance were 

3.348 times the odds for those who did not have insurance coverage (95% CI = [2.125, 

5.273]). Participants who reported having a place to go for health care were about 2.098 

times more likely to use health services compared with those who did not have a place 

to go for health care. We observed an interaction between mental health symptoms and 

mental health history (OR = 0.300, 95% CI = [0.161, 0.560]). Education level, marital status, 

and country of birth did not influence whether an individual received mental health service 

among this population.

Discussion

Our examination of the NHIS data set indicates that factors such as older age, being female, 

limited social or vocational functioning, a history of depression and/or anxiety, access to 

treatment, and insurance coverage contribute to an increased likelihood of utilizing mental 

health services among patients with depression and/or anxiety symptoms. Specifically, we 

identified statistically significant interactions between patients’ psychiatric history and their 

current depression and/or anxiety symptoms, even when controlling for other covariates. 

These findings are consistent with previous research emphasizing the pivotal role of an 

individual’s mental health history and current symptoms in determining their engagement 

with mental health care services (Das et al., 2021; Lamers et al., 2011).

Individual Factors

Our findings reveal that young adults between the ages of 18 and 34 utilize mental health 

services at a lower rate than all other adult age groups. This trend may be attributable to 

young adults remaining undiagnosed, being unaware of their need for support, or hesitating 

to seek assistance due to the stigma associated with mental health issues. Prior research 

(Cho et al., 2009; Mackenzie et al., 2019; Sirey, Bruce, Alexopoulos, Perlick, Friedman, 

& Meyers, 2001; Sirey, Bruce, Alexopoulos, Perlick, Raue, et al., 2001) has shown that 
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younger patients with depression report greater levels of perceived stigma compared with 

their older counterparts, which may deter them from seeking treatment. For instance, both 

van Voorhees et al. (2005) and Prins et al. (2008) found that the majority of young internet 

users aged 16 to 29 were reluctant to pursue treatment, fearing that employers could discover 

their mental health conditions. Furthermore, according to the CDC in 2019, individuals in 

the 18 to 34 age group were less likely to attend yearly wellness visits compared with those 

aged 35 to 49, 50 to 64, and 65 and older. The United States Preventive Services Task 

Force (USPSTF) endorses mental health disorder screening in primary care settings (Siu et 

al., 2016). However, younger populations might be underrepresented, as they tend to have 

limited engagement with these screening services.

Despite their prevalence, depression and anxiety among older adults frequently remain 

undiagnosed and untreated. As the population in the United States continues to age rapidly, 

addressing untreated depression among older adults presents a significant challenge for the 

mental health service delivery system (Conner et al., 2010). Although our analysis suggests 

that older patients are more likely to receive care, other research has found that they are 

less likely to have access to mental health professionals compared with other adult age 

groups, which can be attributed to system-level barriers (Kim et al., 2015; Solway et al., 

2010; Wuthrich & Frei, 2015). For instance, studies have demonstrated that older adults who 

meet the criteria for depression are less likely to be referred to mental health services than 

younger adults (Collins et al., 1997; Crabb & Hunsley, 2006; Frost et al., 2019). The NHIS 

is a nationwide survey that randomly selects participants from various communities. As 

such, it represents the general population, which tends to have higher levels of function than 

participants in those previous studies. This difference could contribute to the discrepancy 

between our results and those reported in previous literature. Moreover, there is a shortage 

of mental health specialists with the appropriate training to deliver services to older adults 

(Merz et al., 2017; Moye et al., 2019). Policymakers should consider these factors when 

allocating resources and initiating efforts to enhance health service utilization among older 

patients with depression.

Our analysis reveals that female patients are more likely to access mental health services 

than their male counterparts. This statistically significant association between mental health 

service utilization and gender has been corroborated by previous studies (Addis & Mahalik, 

2003; Keers & Aitchison, 2010 Hahm et al., 2015). Hahm et al. (2015) found that men 

are less likely to be screened for mental health issues, access mental health services, 

and receive adequate levels of treatment compared with women. While our findings align 

with these observations, it is not certain that female patients demonstrate better adherence 

to treatment plans than male patients. In fact, we observed a lower treatment retention 

rate among female patients than male patients, despite females being more likely to 

undergo screening and consultations with physicians (Hahm et al., 2015). Concurrently, 

antidepressants may be less effective for women, potentially reducing treatment retention 

and the probability of maintaining active antidepressant prescriptions (Hahm et al., 2015; 

Keers & Aitchison, 2010). Therefore, we contend that a deeper understanding of mental 

health service utilization by gender is necessary to devise gender-specific strategies aimed at 

enhancing screening and care retention rates for each patient subpopulation.
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After controlling for mental illness, our analysis indicates that individuals with limited social 

functioning, encompassing vocational functioning and frequency of social contact (Yanos 

et al., 2012), exhibit a higher likelihood of seeking mental health services than those who 

do not have limited social functioning. While a study by Koekkoek et al. (2010) revealed 

that patients with limited social functioning have increased utilization of medical services, 

it did not specifically focus on patients with depression and/or anxiety. Storm et al. (2019) 

demonstrated that depression treatment enhances social functioning among patients with 

mental illnesses. Consequently, patients with limited social functioning—who may also be 

more inclined to engage with mental health services—could potentially benefit more from 

treatment than those who do not have limited functioning. Since most existing studies 

have investigated the impact of mental disorders on patients’ social functioning rather than 

the reverse, additional research is necessary to comprehend how varying levels of social 

functioning might influence patients’ preferences regarding their engagement with mental 

health services. Another area warranting future exploration is the relationship between 

social and vocational responsibilities and the capacity to attend appointments for psychiatric 

treatment. Individuals with increased vocational or social activities may endure psychiatric 

distress for longer periods to maintain these obligations.

Structural Factors

In our analysis, patients who are aware of how to access mental health services are 

more likely to receive care than those who lack this knowledge. Patients with a history 

of depression and/or anxiety might already have connections to clinicians or health care 

systems, thereby increasing the likelihood of knowing how to access mental health care. 

Various patient groups have reported difficulties in navigating appropriate mental health 

services to address their needs. Reynolds et al. (2020) found that maneuvering through 

the mental health care system can be challenging, hindering individuals from obtaining the 

care they require. For instance, Reardon et al. (2017) demonstrated that between 14% and 

75% of patients with depression cite a lack of knowledge about accessing care as a barrier 

to receiving the care they need. Reduced engagement with mental health services due to 

dissatisfaction with care primarily stems from a limited understanding of how to locate and 

access suitable services (Chemerynska et al., 2021).

Older and low-income adults are particularly susceptible to the challenges of navigating 

mental health services without the aid of a social worker or caregiver. This vulnerability 

arises not only from the patient’s ability to locate care facilities but also from social barriers. 

For instance, Niazi et al. (2020) highlights structural obstacles to finding suitable providers, 

such as transportation limitations and difficulties in identifying a provider. Recently, 

ride-sharing services (e.g., Lyft and Uber) have partnered with insurance companies and 

hospitals to offer transportation to low-income patients (Dotinga, 2019). However, many 

patients remain unaware of these services or fear being charged for them. By providing 

navigational assistance to patients with limited capabilities—such as older adults, low-

income individuals, and those with restricted physical functioning—clinicians and hospitals 

could remove a barrier to accessing care. In addition, the increasing adoption of integrated 

care in primary care settings could enhance connections to psychiatric and behavioral 
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treatments, ensuring clear continuity of care, direct referrals, and seamless transitions 

between providers.

Another structural barrier is health insurance. As anticipated, our findings indicate that 

health insurance coverage, or the absence of it, plays a major role in mental health service 

utilization. Compared with other forms of preventive care, mental health services are often 

expensive or inadequately covered by insurance. Numerous studies have shown that without 

insurance coverage, patients cannot afford services (Alang et al., 2020; Derr, 2016; Rowan 

et al., 2013). However, having health insurance coverage does not guarantee that patients 

can access services for their depression and/or anxiety. Rowan et al. (2013) demonstrated 

that the impact of insurance coverage on improving access to care for mental health patients 

depends on the illness severity and the type of service utilized. In our analysis, we did 

not distinguish between the types of mental health services received, such as medication, 

counseling, or a combination thereof. Alang et al. (2020) revealed that the type of services 

used is often restricted by insurance status rather than determined by patients’ needs. 

Policymakers and clinicians should consider the relationship between insurance coverage 

and health care access for patients with depression. Programs like health care homes can 

help integrate behavioral health services with primary care and employ alternative funding 

sources. Supported by the Affordable Care Act’s (ACA) funding, these organizations use 

a sliding scale fee based on the patient’s income, providing access to primary care, 

psychiatric, and behavioral services, thereby increasing continuity and reducing patient 

costs.

Limitations

First, despite a nationally representative large sample size, the NHIS does not offer all 

the specific information necessary for analyzing factors that affect mental health service 

usage for depression and anxiety. Second, the limitations inherent in self-report data and the 

cross-sectional approach employed by the NHIS must be taken into account. Furthermore, 

the NHIS survey excludes individuals who are institutionalized or homeless, populations 

more likely to have severe mental disabilities compared with the general public. Despite 

these limitations, this study contributes to the empirical understanding of mental health 

service use among adults with a family income-to-poverty threshold ratio below 1. The 

sociodemographic characteristics of NHIS participants offer valuable insights into potential 

methods for enhancing mental health service utilization.

Practical Implications

Approximately one in five adults experiences a mental illness that impairs their ability to 

function in various aspects of life, such as at home, school, work, or within the community 

(Substance Abuse and Mental Health Services Administration, 2021). However, less than 

half of individuals with mental illness have access to mental health services (Terlizzi & 

Zablotsky, 2021). Most patients who do receive mental health services obtain them from 

primary care providers (Kroenke & Unutzer, 2017; Olfson et al., 2014). Early detection 

of symptoms through behavioral screening in primary care practices can facilitate prompt 

access to treatment. The integration of behavioral health within primary care can further 
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support timely and appropriate access to mental health care in a familiar environment, 

reducing wait times and over-coming barriers to care.

Moreover, gender-sensitive approaches should be implemented to enhance service uptake 

among men with mental illnesses. Health care providers need to recognize that male-specific 

depressive symptoms, such as substance abuse and violence, often do not align with standard 

diagnostic criteria (Call & Shafer, 2018; Rice et al., 2015). Identifying externalizing 

behaviors and symptoms may be more effective in detecting male depressive symptoms 

compared with generic questions about mood. Other strategies to increase men’s mental 

health service utilization include public destigmatization campaigns featuring male role 

models and male-only group programs. These approaches have the potential to positively 

influence men’s help-seeking behaviors.

Conclusion

Our analysis of NHIS data indicates that patients who recognize their depressive and/or 

anxiety symptoms are more likely to utilize mental health services, independent of their 

prior history of depression and/or anxiety. This trend aligns with existing literature regarding 

various depressive patient populations (Britt et al., 2020; Schmied et al., 2016; Sword 

et al., 2008). Similar awareness or educational approaches can be implemented in other 

community settings, such as schools, community centers, or workplaces, to enhance 

symptom awareness and prompt individuals to engage with mental health services upon 

recognizing their symptoms. Our analysis also demonstrates that individuals experiencing 

depressive and/or anxiety symptoms, without a previous history of depression, were more 

likely to access mental health care than those with a prior history. This outcome contradicts 

earlier studies, which report that individuals with histories of anxiety and/or depression are 

more likely to use mental health services (Kangas & Heissel, 2020). However, the literature 

currently lacks studies that elucidate this behavioral pattern. Individuals with a prior history 

of depression might believe their condition will improve over time, or their satisfaction with 

previous care could influence their decision to seek mental health services when symptoms 

emerge. To comprehend the complex underlying mechanisms of these behaviors, further 

in-depth interviews may be necessary.
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