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Abstract

Objective—The purpose of this study was to provide updated national estimates and correlates of
service use, unmet need, and barriers to mental health treatment among adults with mental
disorders.

Method—The sample included 36,647 adults aged 18-64 years (9723 with any mental illness and
2608 with serious mental illness) from the 2011 National Survey on Drug Use and Health.
Logistic regression models were used to examine predictors of mental health treatment and
perceived unmet need.

Results—Substantial numbers of adults with mental illness did not receive treatment (any mental
illness: 62%; serious mental illness: 41%) and perceived an unmet need for treatment (any mental
illness: 21%; serious mental illness: 41%). Having health insurance was a strong correlate of
mental health treatment use (any mental illness: private insurance: AOR=1.63 (95% CI=1.29-
2.06), Medicaid: AOR=2.66, (95% CI1=2.04-3.46); serious mental illness: private insurance:
AOR=1.65 (95% Cl=1.12-2.45), Medicaid: AOR=3.37 (95% CI=2.02-5.61)) and of reduced
perceived unmet need (any mental illness: private insurance: AOR=.78 (95% Cl:.65-.95),
Medicaid: AOR=.70 (95% Cl=.54-.92)). Among adults with any mental illness and perceived
unmet need, 72% reported at least one structural barrier and 47% reported at least one attitudinal
barrier. Compared to respondents with insurance, uninsured individuals reported significantly
more structural barriers and fewer attitudinal barriers.
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Conclusions—Low rates of treatment and high unmet need persist among adults with mental
illness. Strategies to reduce both structural barriers, such as cost and insurance coverage, and
attitudinal barriers are needed.

Methods

Sample

A substantial number of adults with mental disorders do not receive treatment for their
condition, despite overall increases in the rates of treatment in the past 20 years (1-4). In the
National Comorbidity Survey Replication, for example, only 33% of adults with any mental
illness and 41% of adults with serious mental illness reported receiving mental health
treatment in the previous year (1). People who are less likely to receive treatment tend to be
male (1, 5, 6), black or Hispanic (1, 6-8), younger (1, 6, 9), uninsured (2, 5, 10), and of low
socioeconomic status (1, 4, 9, 11).

Although rates of mental health service use are increasing, perceived unmet need for mental
health treatment has also been rising (12). Barriers to treatment reported by people who
perceive an unmet need include structural barriers, such as cost, lack of insurance or
insufficient coverage for services, and not knowing where to go for help or not being able to
get an appointment, and attitudinal barriers, such as perceived stigma and perceiving
treatments to be ineffective (13-15). From 1997 to 2002, there was a significant increase the
proportion of adults with psychological distress who did not use mental health services and
medication because of cost (16). The high uninsurance rate among people with mental
disorders contributes to cost being a barrier to treatment (17). Around 20% of people with
mental disorders are uninsured compared to 15% in the US population (2, 17, 18).

Given the current implementation of the Patient Protection and Affordable Care Act (ACA),
it is important to have updated data on rates and correlates of mental health treatment
However, most available information on the topic is based on surveys that are now more
than a decade old. This study provides updated estimates of use, perceived unmet need, and
barriers to mental health treatment among adults with mental disorders. We used data from
the National Survey on Drug Use and Health (NSDUH) to examine following questions:
What proportion of all adults and adults with mental illness receive mental health treatment
and perceive an unmet need for treatment? What factors are associated with receiving
mental health treatment and perceiving and unmet need? What barriers to treatment are
encountered by adults with mental illness who report an unmet need for treatment? How do
these patterns and barriers differ by insurance status?

NSDUH is an annual survey that provides nationally representative estimates of drug use
and mental health for the civilian, noninstitutionalized population in the US (14).
Respondents include residents of households, civilians living on military bases, and persons
in noninstitutional group quarters. Individuals with no fixed address, active-duty military
personnel, and residents of institutional facilities are excluded. A representative sample is
achieved through a multi-stage area probability sampling process.
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Data are collected through in-person interviews at the participant’s residence. Computer-
assisted interviewing is utilized to increase participants’ willingness to provide sensitive
information. The 2011 NSDUH was administered from January 2011 to December 2011 and
had a weighted response rate of 74.4% for all ages (19).

This sample included 36,647 adults aged 18-64 years in the publically available 2011
NSDUH dataset. Adolescents (12-17 years) were excluded because they were asked
different questions about mental health services use and symptoms (20). Adults 65 years and
older were excluded because of relatively low numbers classified as having any mental
illness or serious mental illness.

Mental illness

All NSDUH participants completed the Kessler-6 (K6) scale, measuring psychological
distress, and the World Health Organization Disability Assessment Schedule (WHODAS),
assessing functional impairment. The Substance Abuse and Mental Health Services
Administration developed prediction models using the K6 and WHODAS to estimate any
and serious mental illness. The resulting variables indicate whether or not a person has any
or serious mental illness. The prediction models were shown to be valid in predicting any
mental illness and serious mental illness among a subsample of participants (n=1506) who
completed a Structured Clinical Interview for DSM-IV Axis | Disorders (21, 22).

Mental health treatment and perceived unmet need

Mental health outpatient and prescription treatment was ascertained from two questions
asking if during the past 12 months respondents received any outpatient treatment or
counseling for any problems with emotions, nerves, or mental health in the past 12 months,
and took any prescription medication to treat a mental or emotional condition. To assess
perceived unmet need for mental health treatment, respondents were asked if during the past
12 months there was a time when they needed mental health treatment or counseling but did
not get it. Respondents who reported unmet need were prompted to select any reason(s) for
not receiving treatment from a list that included six structural barriers (e.g. cost, not
knowing where to go, insurance not paying enough for mental health treatment) and eight
attitudinal barriers (e.g. could handle problem on own, did not think treatment would help,
concerns about being committed to a psychiatric hospital or taking medication).

Health Insurance

Health insurance was categorized into four exclusive categories: no insurance, private
insurance, Medicaid (no private insurance), and other (Medicare, coverage by Tricare,
Champus, Veteran’s Administration or military health care, or other insurance).

Sociodemographic Correlates

Sociodemographic correlates included age (18-25, 2634, 35-49, 50-64), gender, racial or
ethnic group (Non-Hispanic white, Non-Hispanic black, Hispanic, other), marital status
(married, previously married, never married), education level (less than high school, high
school graduate, some college, college graduate), employment status (not working,
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working), family income (<$20,000, $20,000-$49,000, $50,000-$74,000, =$75,000), and
self-rated health (poor/fair, good/very good/excellent).

Due to the complex survey design of the NSDUH, all analyses were adjusted for sampling
weights, clustering, and stratification of the data. Data analysis was conducted in IBM SPSS
Statistics 21, using the complex samples module.

First, summary statistics and Pearson chi-square tests were used to describe demographic
characteristics and determine patterns of mental health treatment use and unmet need. For all
chi-square tests we report p-values based on the design-based F statistic. Second, logistic
regression models were run to assess the association between the sociodemographic
correlates and mental health treatment use or unmet need for treatment. We first entered
each correlate separately to obtain unadjusted odd ratios; we then ran adjusted models that
included all correlates simultaneously. All logistic regression models were run separately for
adults with any and serious mental illness. We also performed an exploratory moderation
analysis to determine if there was an interaction effect between race/ethnicity and insurance
on treatment use. Finally, we used summary statistics and chi-square tests to examine the
percentages of participants with any mental illness who reported different barriers to
receiving mental health treatment and any variations by insurance type.

The respondents’ demographic and health characteristics are summarized in Table 1.
Compared to respondents without mental illness, individuals with mental illness were more
likely to be uninsured or on Medicaid, non-Hispanic white, younger, female, unmarried,
have lower education, unemployed, have a lower family income, and have poor health.

In the previous 12 months, 38.1% of adults with any mental illness and 59.1% of people
with serious mental illness received outpatient and/or prescription treatment (see Table 2).
Additionally, 7.9% of adults without mental illness received mental health treatment.

Uninsured people with mental illness were significantly less likely to receive treatment
compared to people with any type of health insurance (any mental illness: design-based
F=28.85, df=3,159, p<.001; serious mental illness: designed-based F=13.73, df=3,165, p<.
001). The majority of adults with any mental illness who had private insurance or Medicaid
did not receive treatment (61.5% and 51.7%, respectively). In the previous 12 months,
21.3% of adults with any mental illness and 41.2% of adults with serious mental illness
reported a perceived unmet need for treatment. Uninsured adults with any mental illness
perceived more unmet need compared to insured adults (design-based F=4.78, df=3,162, p=.
004). A similar trend was found for serious mental illness, though the differences were not
significant.

Insurance status had the strongest association with mental health treatment in the past 12
months relative to the other covariates in the model (Table 3). In the multivariate models,
adults with mental illness with any type of health insurance had significantly higher odds of
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receiving treatment compared to uninsured individuals. Adults with mental illness who had
private insurance had over 1.5 times the odds (any mental illness: AOR=1.63; serious mental
illness: AOR=1.65) and those with Medicaid had over 2 to 3 times the odds (any mental
illness: AOR=2.66; serious mental illness: AOR=3.37) of receiving treatment compared to
individuals who were uninsured. Among the other significant sociodemographic correlates,
adults over 26 years of age for any mental illness, adults aged 35-45 for serious mental
illness, and college graduates had significantly higher odds of receiving mental health
treatment. Non-Hispanic blacks, Hispanics, individuals in the “other” race category (any
mental illness only), males, working individuals, and those with good to excellent health
(any mental illness only) had lower odds of receiving treatment. We tested the interaction
effect between insurance status and race and ethnicity, but the results were not significant.

Insurance status was significantly associated with perceived unmet need for adults with any
mental illness (Table 4). In the multivariate models, individuals with private insurance
(AOR=.78) or Medicaid (AOR=.70) had lower odds of reporting unmet need compared to
respondents without insurance. Additionally, among people with any mental illness, adults
aged 26-34 had significantly higher odds of reporting an unmet need for treatment, while
non-Hispanic blacks, Hispanics, adults 50-64, males, working individuals, respondents with
a family income of $75,000 or more, and people in good to excellent health had lower odds
of perceiving an unmet need for treatment. Among people with serious mental illness, adults
aged 26-34 had higher odds of reporting an unmet need, whereas Hispanics had lower odds
of reporting an unmet need.

Among adults with any mental illness who perceived an unmet need for mental health
treatment, 72.2% reported at least one structural barrier and 46.6% reported at least one
attitudinal barrier to receiving treatment. The inability to afford the cost of treatment was the
most commonly reported structural barrier to receiving treatment (50.9%), followed by not
knowing where to go (16.2%), not having enough time (14.4%), and insurance not covering
enough of the cost (12.2%). The most common attitudinal barrier was the respondent
thinking that they could handle the problem without treatment (22.9%), followed by
thinking that treatment would not help (9.1%), fear of a neighbors or community having a
negative opinion of them (8.7%), and a fear of being committed to a psychiatric hospital or
having to take medication (8.6%).

Figure 1 shows the differences in barriers to receiving treatment by type of health insurance.
Significantly more uninsured adults who perceived an unmet need reported structural
barriers (85.7%) compared to adults with private insurance (67.2%), Medicaid (65.6%), or
other insurance (71.5%) (design-based F=7.8, df=3, 164, p<.001). Conversely, significantly
fewer uninsured adults reported attitudinal barriers (28.6%) compared to adults with private
insurance (57.7%), Medicaid (43.4%), or other insurance (43.7%) (design-based F=16.6,
df=2.6, 156, p<.001).

Discussion

Substantial numbers of adults with mental illness do not receive mental health treatment and
perceive an unmet need for treatment. People with mental illness were more likely to be
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uninsured or on Medicaid, and less likely to have private insurance, compared to people
without mental illness, which is consistent with earlier findings (17, 23). Insurance status
was the strongest correlate for receiving treatment in the past year (any and serious mental
illness) and perceived unmet need for treatment (any mental illness only). Over 70% of
adults with any mental illness who perceived an unmet need for treatment cited structural
barriers, particularly treatment cost, as a reason for not receiving treatment. Furthermore,
uninsured adults with any mental illness were more likely to report structural barriers and
less likely to report attitudinal barriers compared to individuals with insurance.

In the current study, 75% of uninsured adults with any mental illness and 56% of uninsured
adults with serious mental illness in our sample did not receive treatment. The ACA, which
requires qualified health plans in the exchanges to include coverage for mental health
treatment, holds the promise of substantially reducing the numbers of uninsured individuals
with mental disorders (24, 25). Furthermore, the Mental Health Parity and Addiction Equity
Act of 2008 and the final parity regulations issued in 2013 require insurance plans that cover
mental health services to provide coverage on par with general medical services (26).
Results from the Oregon Experiment, a randomized Medicaid expansion, showed that
Medicaid coverage was associated with a reduction in the probability of a positive
depression screen, an increase in the probability of a diagnosis of depression, and a
reduction of out-of-pocket expenses (27).

Even among those with insurance, rates of unmet need were quite high. A total of 40% of
adults with any mental illness who perceived an unmet need reported attitudinal barriers to
receiving treatment. Consistent with earlier findings (14, 28, 29), the most common
attitudinal barrier among the NSDUH respondents was thinking they could handle the
problem without treatment. Efforts at changing attitudes toward mental health care will need
to target multiple sectors of the population and involve a variety of approaches, such as
public education and awareness of mental disorders and effective treatments, addressing
social norms and cultural factors, and empowering people with mental disorders to
overcome barriers to treatment (28, 30). Additional research is needed to identify which
programs can effectively reduce attitudinal barriers and improve treatment seeking (31)

Unmet need for treatment was substantial not only among those individuals who did not use
mental health services, but also among those who received treatment. Among adults with
any or serious mental illness who received mental health treatment, 32% and 45%,
respectively, perceived an unmet need for services. Efforts to improve access to mental
health services need to also be coupled with initiatives to ensure quality of care (8), and
ability to obtain a full range of needed services (24, 25).

It is also important to consider subpopulations at risk for not receiving mental health
treatment. In our results, black and Hispanic respondents were less likely than non-Hispanic
whites to receive treatment. Although black and Hispanic individuals are more likely to be
uninsured than whites (18), in the current study both insured and uninsured racial minorities
had a similar likelihood of receiving treatment. Distrust of healthcare providers, low
perceived efficacy of treatment, internalized stigma of mental disorders, and loss of income
due to taking time off from work to go to appointments are key reasons among minorities
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for not seeking mental health treatment (32—35). Culturally tailored interventions may be
helpful in overcoming barriers to mental health services use.

Several limitations must be considered. First, the NSDUH is a cross-sectional survey. As
such we cannot rule out the possibility of selection into, or out of, insurance based on the
presence of a mental illness, which would bias the estimated relationship. For instance,
people who expect to use more services or more activated patients may be more likely to
obtain insurance and to use services (36). Second, while any and serious mental illness are
estimated by valid and robust prediction models (21), the survey did not include structured
diagnostic interviews that would make it possible to identify individual disorders or to
identify individuals with disorders whose symptoms are in remission. Third, mental health
treatment use and unmet need were self-reported, and the NSDUH does not include
provider-level information about the extent or quality of treatment. Finally, having a
diagnosis of a mental illness does not necessarily mean that treatment is needed, and many
common disorders may remit even in the absence of treatment (37).

Conclusions

Efforts to improve access to mental health care will need to address structural barriers, such
as cost and uninsurance, as well as attitudinal barriers, such as mental health stigma and
misconceptions about the effectiveness of treatments. Additional attention will also be
needed to ensure quality of care among individuals once they enter the mental health
treatment system.
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Figure 1.
Structurala and attitudinalb barriers to receiving mental health treatment among adults with

any mental illness who perceived an unmet need, by type of health insurance.

& Structural barriers included six options covering cost of treatment, extent of insurance
coverage, not knowing where to go for treatment, and barriers to attending appointments.

b Attitudinal barriers included 8 options covering perceptions about need for treatment and
treatment ineffectiveness, thinking the respondent could handle problems on their own, and
stigma.
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Demographic characteristics of adult participants in 2011 NSDUH with and without mental illness?

Table 1

Characteristic No Mental lliness  Any Mental Illness  SeriousMental IlIness
Total sample (unweighted n) 26924 9723 2608
Weighted % Weighted % Weighted %
Insurance
None 18.9 22.2 23.4
Private 67.9 54.9 47.1
Medicaid, no private 8.0 14.9 19.1
Other 5.1 8.0 10.3
Race or Ethnic Group
Non-Hispanic white 62.8 68.7 74.0
Non-Hispanic black 12.4 111 7.6
Hispanic 17.1 12.7 114
Other 7.7 7.5 7.0
Age Group
18-25 16.0 24.2 225
26-34 18.6 20.2 22.1
35-49 32.2 30.9 31.4
50-64 33.2 24.6 24.0
Gender
Female 48.3 60.6 66.4
Male 51.7 39.4 33.6
Marital Status
Married 55.2 40.1 36.0
Previously married 15.8 20.3 24.6
Never married 29.1 39.6 39.4
Education
Less than high school 125 15.3 16.1
High school graduate 29.3 28.8 28.6
Some college 28.1 29.2 325
College graduate 31.1 26.7 22.8
Employment Status
Not working 24.6 38.1 44.7
Working 75.4 61.9 55.3
Family Income
Less than $20,000 16.5 27.8 33.8
$20,000-$49,000 29.7 33.0 34.4
$50,000-$74,000 18.1 14.5 12.6
$75,000 or more 35.6 24.7 19.1

Self-rated Health

Psychiatr Serv. Author manuscript; available in PMC 2016 June 01.
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Characteristic No Mental Illness Any Mental Illness  Serious Mental IlIness
Total sample (unweighted n) 26924 9723 2608
Weighted % Weighted % Weighted %

Fair/Poor 8.9 22.3 320
Excellent/Very good/Good 91.1 7.7 68.0

a_ . . . . . . . . .
Design-based F-test comparing any mental illness to no mental illness or serious mental illness to no serious mental illness; for all comparisons
p<.001
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Table 2

Weighted percentage of 12-month mental health treatment use and perceived unmet need for treatment among
adults ages 18-64 by severity of mental illness and insurance status

Mental health  Perceived unmet need
treatment@

Severity of mental
ilinesdinsurance tatus  pecejved mental  All who perceived  Did not receive  Received

health treatment unmet need treatment?®  treatment®

(N=5046) (N=2251) (N=1277)  (N=1267)

No mental iliness 7.9 13 8 6.8
Uninsured 4.5 15 11 8.0
Private 8.3 11 T 6.2
Medicaid 11.0 18 9 8.9
Other 11.0 1.3 5 8.2
Any mental illness 38.1 21.3 14.8 320
Uninsured 25.2 25.7 17. 48.7
Private 385 19.2 14.3 26.9
Medicaid 48.3 22.6 11.4 34.
Other 51.8 21.9 12.6 30.6
Serious mental illness 59.1 41.2 35.2 45.4
Uninsured 441 46.6 36.8 58.6
Private 57.2 38.0 34.3 40.8
Medicaid 73.0 41.6 28.7 46.3
Other 76.3 433 47.1 421
Total 145 5.7 30 21.3

a . -
Outpatient and/or prescription treatment

b . . .
Percentage of adults who perceived an unmet need among all adults who did not receive mental health treatment

c . .
Percentage of adults who perceived an unmet need among all adults who received mental health treatment

1duosnue Joyiny

1duasnuen Joyiny
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