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Objectives. We compared differences in mental health needs and provision of
mental health services among residents of Santiago, Chile, with private and pub-
lic health insurance coverage.

Methods. We conducted a cross-sectional survey of a random sample of adults.
Presence of mental disorders and use of health care services were assessed via
structured interviews. Individuals were classified as having public, private, or no
health insurance coverage.

Results. Among individuals with mental disorders, only 20% (95% confidence
interval [CI]=16%, 24%) had consulted a professional about these problems. A
clear mismatch was found between need and provision of services. Participants
with public insurance coverage exhibited the highest prevalence of mental dis-
orders but the lowest rates of consultation; participants with private coverage
exhibited exactly the opposite pattern. After adjustment for age, income, and
severity of symptoms, private insurance coverage (odds ratio [OR]=2.72; 95%
CI=1.6, 4.6) and higher disability level (OR=1.27, 95% CI=1.1, 1.5) were the only
factors associated with increased frequency of mental health consultation.

Conclusions. The health reforms that have encouraged the growth of the pri-
vate health sector in Chile also have increased risk segmentation within the health
system, accentuating inequalities in health care provision. (Am J Public Health.
2006;96:109–113. doi:10.2105/AJPH.2004.055715)

In spite of these problems, Chile has often
been cited as a virtuous model of a more plu-
ralistic health care system.1 However, little re-
search has compared provision of private and
public health care services in Chile. Here we
focus on mental health, because it is a rather
neglected field of public health, and the expe-
riences of other countries with large private
mental health sectors reveal many shortcom-
ings.3,4 To our knowledge, ours is the first
South American study to investigate the rela-
tionship between private or public insurance
coverage and the need for and use of mental
health services.

METHODS

Participants and Sampling
We obtained data for this study from the

Santiago Mental Disorders Survey, under-
taken between 1996 and 1998 in Santiago,
Chile. The sampling framework was the adult
population (aged 16 to 64 years) living in pri-
vate households in Santiago, representing
3237286 individuals. Households from San-
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tiago’s 35 boroughs were randomly selected
via a probability-proportional-to-size strategy
involving a 3-stage clustered design. Kish ta-
bles were used to select at random 1 eligible
individual per household to be interviewed.
Further details on the sampling can be found
elsewhere.5

Variables
Psychiatric symptoms were assessed with

the Revised Clinical Interview Schedule
(CIS-R),6 a structured psychiatric interview
that has been used extensively in primary
care and community studies conducted in
Chile and elsewhere. All individuals who
met International Classification of Diseases,
10th Revison,7 diagnostic criteria for a de-
pressive episode, phobia, panic disorder, or
generalized anxiety or who had a score of
12 or above on the CIS-R were classified as
being potentially in need of mental health
care services. The use of psychiatric diagno-
sis alone as a proxy indicator of need for
treatment has been criticized8,9; we
strengthened our assessment of need by

Most governments aspire to ensure equi-
table provision of health care services, re-
gardless of citizens’ ability to pay. Universal
health insurance systems seem more likely
to fulfill this goal, but such systems have
been criticized for being inefficient and
unresponsive to the needs of consumers.
Opening health care systems to expanded
roles on the part of private providers might
bring about more competition and choice,
which in turn might spur greater efficiency
and consumer satisfaction.1

During the past 2 decades, Latin American
countries have experienced considerable gov-
ernmental pressure to increase the involve-
ment of private entities in health care.1,2 Be-
tween 1952 and the beginning of the 1980s,
Chile had in place a publicly funded national
health service with universal coverage, and
there was a small fee-for-service private sec-
tor for the country’s most affluent citizens. In
the early 1980s, the Chilean military regime
introduced radical reforms of the health sys-
tem; among other changes, new legislation
was introduced to encourage the develop-
ment of private health insurance plans. Under
this new legislation, workers could choose
whether to invest their mandatory health con-
tribution of 7% of their income in private or
public coverage.

Anyone who chose the public-sector op-
tion had to be accepted regardless of health
status or income, but in the private sector in-
dividuals were accepted only if their financial
contribution matched their estimated health
risk. (Health insurance companies used what-
ever means they deemed useful to estimate
health risks and determined premiums ac-
cordingly. In addition, each year they re-
viewed contracts and adjusted premiums if
necessary.) As a result, the country’s richest
and healthiest residents were attracted to the
private sector, and the public health system
was deprived of the financial contribution of
these high-income earners.
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TABLE 1—Characteristics of Respondents to the Santiago Mental Disorders Survey, by
Health Insurance Group: Santiago, Chile, 1996–1998

Health Insurance Group

Private (n = 1905) None (n = 480) Public (n = 1439)

Sample, % 42.3 12.9 44.8

Age, mean (SD), y 34.6 (13.4) 35.9 (14.5) 36.7 (14.5)

Female, % 48.3 44.7 58.8

Education level, %

High (university) 29.2 11.5 4.8

Middle (high school) 60.3 63.6 59.8

Low (primary school or no education) 10.5 24.9 35.4

Monthly income, $, mean (SD) 355 (572) 105 (75) 88 (161)

Employment status, %

Employed 59.6 57.6 51.5

Unemployed 2.1 4.2 5.9

Inactive 38.2 38.2 42.6

No. of individuals available as sources 4.3 (4.1) 3.5 (3.2) 3.3 (3.8)

of social support, mean (SD)

Physical health problems,a % 14.3 15.2 21.4

Note. Values were weighted with Stata survey commands.
aRespondents were asked whether they were suffering from any health problems. If they answered yes, they were then asked
to list their particular problems. These problems were then coded into 15 different categories. Respondents could list up to 4
health problems.

adding functional disability and symptom
severity.

All respondents were asked about their
use of health care services during the previ-
ous 6 months. First, they were queried about
outpatient medical consultations with psychi-
atrists or other physicians. For each consulta-
tion with a nonpsychiatric physician, respon-
dents were asked whether the reason for the
visit was for mental or physical health prob-
lems. Depending on whether mental health
problems were discussed during the visit,
general medical consultations were then
classified as either physical or mental health
consultations. Instances in which consulta-
tions involved both mental and physical
problems were included in the mental health
category.

Second, respondents were asked about con-
sultations with psychologists or admissions to
the hospital for mental disorders. Contact with
a mental health service practitioner was de-
fined as having seen a psychologist or doctor
for a mental disorder as either an outpatient
or inpatient during the past 6 months. Assess-
ments of the validity and reliability of self-re-
ports of such information in relation to other
sources of information are seldom feasible in
large population surveys, and such assess-
ments were not made here.9–11 However, pre-
vious research has shown that self-reports of
outpatient mental health service use tend to
be reasonably accurate.11–13

All respondents were classified as having
public, private, or no health insurance cover-
age. Individuals in the public-sector coverage
group had coverage that was free of charge
and involved minimal copayments. Insurance
plans among individuals in the private cover-
age group involved restrictions and variable
copayments depending on the premiums
paid. Members of the uninsured group paid
out of their own pockets whenever a service
was required. A small percentage of individu-
als (2%) who belonged to mutualities, private,
nonprofit health care organizations that pro-
vide services to contributing members of spe-
cial groups such as the Armed Forces and the
Teachers’ Union, were incorporated into the
private-sector group because of the similari-
ties between these 2 systems. Further details
on health insurance distribution can be found
elsewhere.14 Data on gender, age, per capita

income, number of supportive people avail-
able, and presence of self-reported physical
health problems also were included in the an-
alytical models.

Statistical Analysis
All estimates were weighted to account for

sampling and household size differences. We
calculated confidence intervals (CIs) adjusting
for the effects of stratification, clustering, and
sampling weights. Because our interest was in
comparing provision of mental health services
across the insurance groups, we restricted most
analyses to individuals with mental disorders.
Logistic regression models and crude and ad-
justed odds ratios were used in examining the
associations between consultations for mental
disorders and the independent variables. We
tested for interactions with likelihood ratio
tests. Stata 7.0 (Stata Corp, College Station,
Tex) was used in conducting all analyses.

RESULTS

The survey response rate was 90%, and
similar percentages of respondents had
public- and private-sector health insurance

coverage (Table 1). Women and older people
were less likely to have private insurance, in
keeping with official country statistics. Re-
spondents with higher incomes, more educa-
tion, and more social support were overrep-
resented among the privately insured.

Overall Health Service Use
Forty-six percent (95% CI=43%, 48%) of

respondents reported having had a medical
consultation during the previous 6 months,
and 1.8% (95% CI=1.3%, 2.4%) reported
having had a psychiatric consultation. Consul-
tations were more frequent among those with
private insurance coverage (53%; 95% CI=
49%, 56%) than among those with public
coverage (43%; 95% CI=39%, 47%) or
no coverage (31%; 95% CI=24%, 39%)
(P=.001). Only 4.5% (95% CI=4%, 6%) of
respondents reported a hospital admission
over the past 12 months, and 95% of these
cases involved physical problems.

Mental Health Needs According to
Health Insurance Group

Individuals in the public insurance group
had the most severe illness (Table 2). This
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TABLE 2—Estimated Mental Health Needs, by Health Insurance Group: Santiago Mental Disorders Survey, 1996–1998

Health Insurance Group

Private None Public P Total

Overall prevalence of mental disorders (n = 3870), % (95% CI) 19.1 (16.4, 22.2) 31.0 (25.1, 37.6) 33.2 (29.8, 36.7) .000 26.9 (24.5, 29.5)

CIS-R symptom severity score (n = 975), mean (95% CI) 17.2 (16.3, 18.2) 18.0 (16.2, 19.8) 19.8 (18.9, 20.6) .000 18.8 (18.1, 19.4)

Psychiatric disability,a % (95% CI) 38.5 (31.6, 45.9) 38.3 (28.7, 48.9) 51.6 (45.5, 57.7) .010 45.7 (41.5, 50.0)

Note. CI = confidence interval; CIS-R = Revised Clinical Interview Schedule. Values were weighted with Stata survey commands.
aIncluded any mental disorder among individuals who reported being unable to engage in 1 or more usual activities owing to psychiatric symptoms.

group also exhibited the highest proportions
of individuals with mental disorders, the high-
est CIS-R scores, and the highest proportions
of individuals with disabilities. Individuals
with private-sector coverage had the lowest
potential mental health need.

Met and Unmet Needs
Fewer than one-twentieth of people with

mental disorders had consulted a psychiatrist
within the previous 6 months (Table 3). After
we aggregated all possible sources of profes-
sional help, approximately one-fifth of the re-
spondents had discussed their mental disor-

ders with a professional within the previous 6
months. Even in the private sector, fewer
than one-third of enrollees with mental disor-
ders had discussed their mental health prob-
lems with a professional. Across all insurance
groups, the most frequent providers of mental
health services were general practitioners.

Important differences in consultation rates
for mental disorders were observed between
the insurance groups. Among individuals with
mental health needs, those with private insur-
ance were almost twice as likely as those in
the public sector to report consultations. This
difference became even larger when compar-

isons were restricted to cases of mental disor-
ders and disabilities. Across all insurance
groups, mental health consultations were
more likely among individuals with more se-
vere psychiatric symptoms (Table 3).

Factors Determining Likelihood of
Consultation for Mental Disorders

Health insurance coverage group (P=.001)
and presence of disability (P=.003) were as-
sociated with mental health consultations
(Table 4). The fully adjusted model showed
that among individuals with mental disorders,
those with private insurance coverage were

TABLE 3—Percentages of Respondents With Mental Disorders, With and Without Disability,
Who Reported a Mental Health Consultation Within the Previous 6 Months, by Health Insurance Group: 
Santiago Mental Disorders Survey, 1996–1998

Health Insurance Group, % (95% CI)

Private Uninsured Public P Total, % (95% CI)

Mental disorder (n = 975)

General practitionera 18.9 (13.3, 25.9) 13.1 (7.5, 21.9) 8.6 (6.0, 12.2) .006 12.4 (9.8, 15.4)

Psychiatrist 7.7 (4.8, 12.0) 1.4 (0.5, 3.8) 1.8 (1.0, 3.4) .000 3.5 (2.4, 5.1)

Psychologist 8.4 (5.5, 12.8) 4.5 (2.1, 9.2) 6.6 (3.0, 13.9) .516 6.7 (3.6, 9.8)

Anyb 29.2 (23.0, 36.3) 18.0 (11.3, 27.5) 15.1 (10.4, 21.5) .004 19.8 (16.2, 24.0)

Mental disorder at more severe level (n = 477)

General practitionera 27.0 (17.8, 38.9) 18.7 (9.9, 32.7) 8.0 (5.3, 11.8) .000 14.5 (10.9, 18.9)

Psychiatrist 9.7 (4.8, 18.5) 2.0 (0.6, 6.6) 1.1 (0.5, 2.5) .000 3.5 (2.0, 6.0)

Psychologist 9.2 (4.6, 17.6) 4.5 (1.8, 10.7) 10.2 (4.2, 22.9) .517 9.2 (4.9, 16.6)

Anyb 36.9 (26.7, 48.6) 24.1 (14.0, 38.3) 17.9 (10.8, 28.2) .020 23.7 (18.2, 30.3)

Mental disorder with disability (n = 409)

General practitionera 28.4 (17.9, 42.0) 19.6 (9.2, 37.0) 8.7 (5.2, 14.2) .001 15.0 (11.0, 20.2)

Psychiatrist 10.8 (5.2, 20.1) 2.7 (0.8, 8.9) 1.5 (0.6, 3.7) .000 4.2 (1.6, 6.7)

Psychologist 10.7 (5.3, 20.6) 7.7 (3.2, 17.3) 10.7 (4.3, 24.0) .422 10.3 (5.5, 18.4)

Anyb 41.2 (29.7, 53.7) 28.4 (15.7, 46.0) 18.8 (11.1, 30.1) .013 25.7 (19.5, 33.0)

Note. CI = confidence interval. Values were weighted with Stata survey commands.
aSelf-report of consultation for mental disorder only or for both physical and mental disorders.
bIncludes consultation for mental health reasons and admission to the hospital for mental disorders.
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TABLE 4—Factors Associated With Likelihood of Consultation Among People With Mental
Disorders (n=975): Santiago Mental Disorders Survey, 1996–1998

Model 1a Model 2b

Crude OR (95% CI) Adjusted OR (95% CI) Adjusted OR (95% CI)

Insurance group

Public 1.00 1.00 1.00

Uninsured 1.23 (0.63, 2.40) 1.34 (0.66, 2.73) 1.57 (0.80, 3.07)

Private 2.32 (1.35, 3.98) 2.33 (1.35, 4.04) 2.72 (1.60, 4.62)

Female 1.18 (0.64, 2.18) 1.20 (0.57, 2.54) 1.30 (0.68, 2.50)

Age 1.01 (0.99, 1.02) 1.01 (0.99, 1.03) 1.00 (0.98, 1.02)

Income 1.00 (0.99, 1.00) 1.00 (0.99, 1.00) 1.00 (0.99, 1.00)

Social support 1.04 (0.98, 1.10) 1.02 (0.95, 1.08) 1.03 (0.96, 1.09)

Physical disease 1.37 (0.77, 2.44) . . . 1.40 (0.76, 2.59)

Severity of psychiatric symptoms 1.03 (0.99, 1.06) . . . 1.02 (0.99, 1.05)

Disability 1.26 (1.10, 1.45) . . . 1.27 (1.08, 1.49)

Note. OR = odds ratio; CI = confidence interval. Values were derived from logistic regression models and were weighted with
Stata survey commands.
aAdjusted for age, gender, income, social support, insurance group, and household size.
bAdjusted for age, gender, income, social support, insurance group, household size, presence of physical disease, Revised
Clinical Interview Schedule total score, and presence of disability.

almost 3 times more likely than those with
public-sector coverage to report consultations.
No interactions were observed between likeli-
hood of consultation, insurance coverage
group, and degree or presence of functional
disability. Also, we found no evidence that in-
come was associated with likelihood of con-
sultation. Finally, when we conducted addi-
tional analyses including other socioeconomic
variables (education, occupation, and quality
of housing), our main findings were unaltered.

DISCUSSION

Our results revealed 2 disturbing aspects of
provision of mental health care in Santiago.
First, individuals with mental disorders, re-
gardless of their insurance group, were un-
likely to consult a health professional about
these problems. Second, although individuals
with public-sector coverage exhibited a higher
prevalence of mental disorders than those
with private coverage, and although their re-
lated symptoms were more severe, their rate
of consultation for these disorders was the
lowest of any of the insurance groups.

This large, representative general popula-
tion survey showed excellent response rates,
and a detailed psychiatric interview was used
to measure mental disorders. We cannot

compare our results with the situation that ex-
isted in Chile prior to the country’s health sys-
tem reform, because no studies date from that
period. Although our sample was restricted to
an urban setting in a single country, there are
interesting lessons for other settings.

Health insurance group exhibited the
strongest association with likelihood of con-
sultations for mental disorders (OR=2.72;
95% CI=1.6, 4.6). It is unlikely that this find-
ing is attributable to selection of individuals
with mental disorders to private-sector insur-
ance, because the prevalence of mental disor-
ders in that insurance group was significantly
lower than the prevalence in the other
groups, an effect probably influenced by the
risk assessments used in the private sector to
determine eligibility.15 We are not aware of
other population-based studies from the de-
veloping world that have compared provision
of mental health care between the public and
private sectors. However, a study conducted
in Brazil16 yielded similar results; psychiatric
morbidity was far more common among
lower-income people, but these individuals
were less likely than higher-income individu-
als to receive needed psychotropic medica-
tions and to consult psychiatrists.

We also found that more disabled individu-
als and people with more severe symptoms

exhibited an increased likelihood of consulta-
tion, in agreement with studies from both de-
veloped and developing countries.8,9,17–19 Dif-
ferences in the effects of severity and
disability on likelihood of consultation were
more pronounced in the private insurance
group than in the public insurance group. In
other words, the gap in consultation rates be-
tween the private and public sectors widened
among participants with the most severe
symptoms and among participants with a high
degree of disability.

Most studies conducted worldwide have
shown that only a small proportion of individ-
uals with mental disorders consult a health
care professional about their problems, and
this trend is more pronounced in developing
countries.8,9,19–21 The rate of consultation for
mental disorders among psychiatric patients
in our study was lower (20%; 95% CI=16%,
24%) than that observed in similar surveys
from Western countries, in which estimates
have ranged between 22% and 35%,8,9,20,21

but it was in keeping with rates in less devel-
oped countries.19 Nonetheless, subtle method-
ological differences in studies across countries
can influence results considerably. For in-
stance, we assessed whether participants had
“talked about mental health problems,” while
the US National Comorbidity Survey21 as-
sessed whether respondents “went for psychi-
atric help,” potentially a less frequent event.
Often, estimates of differences between
countries overshadow large within-country
inequities in provision of health services.

A range of factors, such as availability or
pricing, influences the type of mental health
professional from whom individuals can seek
care. For instance, although we found that in-
dividuals with private insurance coverage
were more likely to consult psychiatrists, rates
in this group were still low, possibly reflecting
restrictions imposed by private health plans in
the use of these specialized services.3 Individ-
uals with public-sector coverage had higher
rates of consultations with psychologists, in
line with recent policies instituted by the gov-
ernment aimed at promoting psychological
consultations. Indeed, consultations with
psychologists represented the only type of
mental health care provision in which no
differences were found between insurance
schemes. This finding provides some evidence
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that initiatives targeting disadvantaged indi-
viduals might be successful in reducing in-
equities in provision of health care.22

More than 30 years ago, Tudor-Hart postu-
lated the inverse care law: the availability of
good medical care tends to vary inversely
with need among the population served.23 Al-
though we do not know whether inequalities
in mental health care increased in Chile after
the country’s health care reforms, our results
clearly show that at present, those most in
need have little choice other than to remain
in the underfunded public sector, where they
are least likely to receive professional help.
Universal coverage might bring more equity
to the health system, but reintroducing such a
coverage plan would require considerable
time and strong political commitment.22 Once
profit-seeking private organizations are intro-
duced into health systems, it becomes almost
impossible to revert to a system that does not
include private-sector participation. It remains
to be seen whether the international organi-
zations that have vigorously promoted health
system reform in the developing world will
show the same commitment to introducing
changes that lead to more equitable health
systems for all citizens, regardless of their so-
cioeconomic status.
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