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Although efficacious treatments
are available, most people with
mental disorders do not re-

ceive even minimally adequate treat-
ment (1–9). Theoretical models of
help-seeking behavior suggest that in-
dividuals progress through several
stages before seeking mental health
treatment. These stages include expe-
riencing symptoms, evaluating the
severity and consequences of the
symptoms, assessing whether treat-
ment is required, assessing the feasi-
bility of and options for treatment, and
deciding whether to seek treatment
(10). There has been emerging inter-
est in understanding perceived barri-
ers to use of mental health services.
These barriers have been broadly di-
vided into individual attitudinal factors
(such as fear of stigmatization) and sys-
tem-level structural factors (such as fi-
nancial cost of services) (11–15).

Previous work has demonstrated
that emotionally distressed individu-
als most commonly identify attitudi-
nal barriers (such as wishing to solve
the problem on their own and
thoughts that the emotional problem
would go away) for not seeking men-
tal health treatment (14,15). Al-
though fear of stigmatization (11) is
commonly thought to be an impor-
tant reason for not seeking mental
health treatment, the limited number
of studies (14,15) have not found fear
of stigmatization to be a commonly
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Objective: Although rates of mental health service utilization differ dra-
matically across countries, little information is available about differ-
ences in self-reported barriers to mental health service utilization. Per-
ceived barriers were examined in three locations with differing health
care systems. Methods: Data came from three methodologically similar
population-based surveys of adults conducted in the 1990s in Ontario,
Canada (N=6,261), the United States (N=5,384), and the Netherlands
(N=6,031) that assessed DSM-III-R nonpsychotic mental disorders with
the Composite International Diagnostic Interview. Respondents who
reported a need for professional help were asked to indicate reasons for
not seeking care. Multiple logistic regression analyses were used to de-
termine the sociodemographic, mental disorder, and location-specific
correlates of each perceived barrier. Results: The pattern of reported
barriers to mental health service utilization was similar across locations:
attitudinal barriers (thoughts that the problem would get better on its
own) were more prevalent than structural barriers (inability to get an
appointment). Fear of stigmatization was not commonly endorsed. With
adjustment for sociodemographic factors and type of mental disorder,
low-income respondents were significantly more likely to report a fi-
nancial barrier in the United States than in either Ontario or the
Netherlands. Conclusions: Across locations, attitudinal barriers were
more likely to be endorsed than structural barriers to service utiliza-
tion. The most striking reported cross-national difference was structur-
al, with many more U.S. respondents (especially those with low incomes)
reporting financial barriers than respondents in either Ontario or the
Netherlands. (Psychiatric Services 58:357–364, 2007)
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reported barrier to seeking treatment
for emotional problems.

Structural barriers, such as finan-
cial cost for mental health treatment,
also may affect use of mental health
services. This issue has been highly
controversial, especially in the United
States (14,15). In one of the very few
cross-national comparisons published
to date, Wells and colleagues (14)
demonstrated that psychologically
distressed U.S. respondents were sig-
nificantly more likely than respon-
dents in New Zealand to report finan-
cial barriers as a reason for not seek-
ing mental health treatment. In con-
trast with the Wells and colleagues
study, a more recent study by Alegria
and colleagues (16) used data from
three countries—the United States,
Canada, and the Netherlands. They
found that the income level of the re-
spondents did not significantly affect
the overall prevalence of outpatient
use of mental health services across
the three countries.

It remains unclear whether the
greater reporting of financial barriers
by the U.S. respondents noted in the
Wells and colleagues study (14) is a
true financial hardship or indicates an
unwillingness to pay that is not neces-
sarily tied to financial resources.
However, more recent administrative
data from Toronto demonstrated that
claimants from neighborhoods with
the highest socioeconomic status
were 1.6 times as likely as those from
neighborhoods with the lowest so-
cioeconomic status to utilize specialty

care (17,18). In short, it remains un-
clear whether there are cross-nation-
al differences in structural barriers to
use of mental health services.

Building on previous work, this
study extends the literature on this
topic by examining data from the
same three surveys used by Alegria
and colleagues (16). The three sur-
veys—the National Comorbidity Sur-
vey (NCS) (19), the Ontario Health
Survey (OHS) (20,21), and the
Netherlands Mental Health Survey
and Incidence Study (NEMESIS)
(22)—were large population-based
surveys that have been extensively
studied and described in the litera-
ture (23–30). These surveys were
conducted with much larger samples
than Wells and colleagues (14) used.
Two—the NCS and the NEMESIS—
are nationally representative data
sets, whereas the third (OHS) is rep-
resentative of the province of On-
tario, Canada. All three surveys used
the same methodology for assessment
of mental disorders, asked the same
questions related to perceived need
for mental health treatment, and
asked respondents to endorse the
same list of possible reasons for not
seeking treatment. Although collect-
ed in the 1990s, the NCS, OHS, and
NEMESIS data sets are, to the best
of our knowledge, the most accessible
data sets that allow for a cross-nation-
al comparison of perceived barriers to
use of mental health services. Be-
cause the differences among the
health care systems in the United

States, Canada, and the Netherlands
have been previously described (6,16,
23,31,32), we only summarize them
here (see Table 1).

The aim of this study was to sys-
tematically explore the distribution of
self-reported barriers to use of men-
tal health services within and across
three countries with differing health
care systems. We also examined the
sociodemographic and mental disor-
der correlates of each of the barriers.

Methods
Surveys
Data came from the U.S. NCS be-
tween 1990 and 1992 (N=5,384), the
OHS between 1990 and 1991 (N=
6,261), and the NEMESIS in 1996
(N=6,031) (16,19,21,33). Each of
these surveys conducted face-to-face
interviews with a probability sample
of the general population and ob-
tained parallel information on the
prevalence of DSM-III-R mental dis-
orders and use of services. Response
rates for the surveys were 82.4% in
the NCS (19), 67.4% in the OHS
(21), and 69.7% in the NEMESIS
(34). Details of the design of each of
the surveys have been published ex-
tensively (23–25,28,29,33,35–39). Be-
cause the age range of the three sur-
veys differed slightly, all analyses
were based on the age range of 18 to
54 years.

Perceived barriers
In each survey, all respondents were
asked, “Was there ever a time during
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Description of health care systems when three population-based surveys were conducted on mental health care service 
utilization

Data collec-
Location tion period Description

United States 1990–1992 Approximately 16% of the U.S. population were uninsured and mental health coverage 
was often limited, even for the insured (16,23). Although an extensive public mental health 
system exists in the United States, supply-side controls severely limit access (31).

Ontario, Canada 1990–1991 The province of Ontario, similar to other provinces in Canada, had comprehensive mental 
health insurance that did not limit the number of visits for which physicians were reim-
bursed through the provincial health plan (6,16,23,32). Some psychologists and social 
workers were funded through salaried positions in health centers, whereas others were 
covered through private insurance.

Netherlands 1996 The Netherlands had a two-tiered system, with a coexisting basic public coverage supple-
mented with a second tier of either public or private coverage, depending on the patient’s 
level of income (6,16).
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the past 12 months when you felt
that you might need to see a profes-
sional because of problems with your
emotions, nerves, or your use of al-
cohol or drugs but didn’t go?” If this
question was endorsed, a follow-up
question asked respondents their
reasons for not going. The respon-
dents were asked to endorse all the
reasons that were applicable from a
list of reasons. The choices were not
mutually exclusive.

Mental disorders
Across the three surveys, the highly
reliable and valid Composite Interna-
tional Diagnostic Interview (CIDI)
(40,41) was used to make DSM-III-R
mental disorder diagnoses. We cate-
gorized three mental disorder vari-
ables: past-year mood disorder (ma-
jor depression, dysthymia, and bipo-
lar disorder), past-year anxiety disor-
der (social phobia, simple phobia,
panic disorder, agoraphobia, and gen-
eralized anxiety disorder), and past-
year substance use disorder (alcohol
abuse or dependence and drug abuse
or dependence). We considered
whether to limit the analysis to those
meeting criteria for a mental disorder
diagnosis assessed in the survey.
However, previous work has demon-
strated that perceived need without
meeting criteria for a mental disorder
is associated with disability, distress,
and suicidal behavior (42,43). Thus
we decided to include all respondents
who reported a perceived need for
treatment.

Sociodemographic variables
Age was measured in number of years
across four categories (18–24, 25–34,
35–44, and 45–54 years). Education
was measured by the highest level of
attainment and was then di-
chotomized into less than grade 12 or
grade 12 or more. Marital status was
divided into three categories: never
married; married or common-law
marriage; and separated, divorced, or
widowed. (Because race and ethnicity
variables were not comparable across
data sets, we do not report on them
here.)

We carefully considered the opti-
mal method of defining income
groups for comparison between loca-
tions (16,23,36). There are multiple

methods to define comparable in-
come groups, each with strengths
and limitations. A standardized in-
come measure based on distributions
of income in each site was considered
the optimal method of creating in-
come groups (44). All respondents in
each survey were asked questions
about the total family income before
income tax deductions. First, we di-
vided the family income by the num-
ber of people living in the household.
Next, in each of the surveys, all re-
spondents’ income status was divided
by the median income level in each
of the represented countries. On the
basis of this ratio, we created three
categories of income: poor (less than
.5), low to average income (.5–1.0),
and above-average income (greater
than 1.0) (16,23,36).

Statistical analysis
We combined the three surveys into
one data set. In all analyses, the ap-
propriate statistical weight was used
to ensure the data were representa-
tive of the population of each survey.
Standard errors were calculated by
using the Taylor series linearization
method in the SUDAAN program
(45) and stratification information
provided in each survey specifically
for calculating design-based standard
errors.

First, we used chi square analyses
to determine within-site and be-
tween-site differences in perceived
need for mental health treatment
without seeking care associated with
sociodemographic factors and mental
disorders. Second, we examined
whether there were within-site differ-
ences between those with and with-
out a mental disorder in reporting of
perceived barriers. Third, we used
multiple logistic regression to deter-
mine the between-site, sociodemo-
graphic and mental disorder corre-
lates of barriers to use of mental
health services. Here, we limited the
sample to individuals with perceived
need who did not seek care and en-
tered all the sociodemographic vari-
ables, mental disorder variables, and
the three sites (Netherlands, Ontario,
and the United States) in the same re-
gression to determine the correlates
of each barrier.

Because of small cell sizes in the

four age categories, we used a contin-
uous measure of age rather than cate-
gories. In the first set of regressions,
the reference site was the OHS, and
in the second set of regressions, the
reference site was the NEMESIS. Fi-
nally, we examined whether there
were significant interactions between
place of residence and income level
or type of mental disorder for each of
the reported barriers. In multiple re-
gression analyses testing the income-
by-site interaction, we adjusted for
age, gender, education, and marital
status. To test the interactions of
mental disorder and site, we again ad-
justed for all sociodemographic fac-
tors (age, gender, education, income,
and marital status). For the conserva-
tive reader, a significance level of
p<.01 was established for all analyses.

Results
The prevalence of perceived need for
professional mental health treatment
without seeking care was 6.5% (95%
confidence interval [CI]=5.9–7.2),
6.5% (CI=5.5–7.5), and 7.1% (CI=
6.2–8.0) for the NEMESIS, OHS,
and NCS, respectively. These preva-
lence rates did not differ significantly
across sites. Table 2 illustrates the sig-
nificant between-site differences in
the presence of perceived need that
were found for age, gender, and past-
year anxiety, mood, and substance use
disorders.

The overall pattern of reporting of
barriers across the three sites was
similar between respondents with or
without a mental disorder (Table 3).
Individuals without a mental disorder
were more likely than those with a
mental disorder to report that “the
problem went away.” On the other
hand, individuals with a mental disor-
der diagnosis were more likely than
those without a mental disorder to re-
port that “help probably would not do
any good” and a fear of involuntary
hospitalization.

Table 4 shows that, in multivariate
models, the strongest cross-national
differences were financial barriers,
which were much more likely to be
reported in the United States than in
the Netherlands or Ontario. Respon-
dents in the United States were also
much more likely than those in the
other two locations to report that they
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wanted to solve the problem on their
own, that the problem went away, and
that they were “unsure where to go
for help.” Respondents in the Neth-
erlands were significantly more likely
than those in the United States and
Ontario to report dissatisfaction with
available services and that “help prob-
ably would not do any good.”

In multivariate models that adjust-
ed for country of respondent, all oth-

er sociodemographic factors, and
each type of mental disorder, we found
a number of significant correlates of
each perceived barrier. Among so-
ciodemographic factors, poor respon-
dents across all sites were significant-
ly more likely than those with above-
average income to endorse that “help
probably would not do any good” (ad-
justed odds ratio [AOR] of 5.97,
CI=1.77–20.11). Increasing age of re-

spondents was significantly associated
with a lower likelihood of reporting
fears of involuntary hospitalization
(AOR=.90, CI=.83–.99) and concerns
about embarrassment from using
mental health services (AOR=.95,
CI=.90– 1.00). Across the three sites,
the presence of a past-year mood dis-
order was associated with increased
likelihood of endorsing a financial
barrier (AOR=2.48, CI=1.03–5.98)
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Correlates of perceived need for mental health treatment without seeking care as reported in surveys conducted in three
countriesa

U.S. National Netherlands Mental Health
Ontario Health Survey Comorbidity Survey Survey and Incidence Study

Perceived need Perceived need Perceived need

No Yes Within- No Yes Within- No Yes Within- Between-
Characteristic (N=5,596) (N=380) site χ2 (N=4,900) (N=492) site χ2 N=5,420) (N=402) site χ2 site χ2

Ageb 14.75∗∗ 19.14∗∗ 2.21 14.78∗∗

18–24 18 21 18 17 16 19
25–34 33 42 33 44 31 29
35–44 29 27 30 29 28 30
45–54 20 10 19 10 25 22

Genderc 8.64∗∗ 23.18∗∗ 46.50∗∗ 8.70∗∗

Male 51 38 51 34 52 33
Female 49 62 49 66 48 67

Marital status 2.18 9.75∗∗ 36.57∗∗ 2.19
Single or never 

married 24 30 23 20 36 43
Married or com-

mon law 70 65 66 60 57 43
Separated, 

divorced,or 
widowed 6 5 11 20 7 14

Educationc .03 2.20 5.84∗ .03
Less than 12 years 23 23 15 18 38 45
12 years or more 77 77 85 82 62 55

Incomed 1.52 5.85 3.70 1.51
Poor 11 12 20 26 14 17
Low to average 38 33 30 31 37 40
Average to high 51 55 50 43 49 43

Any anxiety disor-
der in the past yearc 24.46∗∗ 42.00∗∗ 125.33∗∗ 24.62∗∗

No 91 70 84 65 89 54
Yes 9 30 16 35 11 46

Any mood disorder
in the past yearc 38.74∗∗ 67.39∗∗ 112.03∗∗ 39.01∗∗

No 98 76 91 64 93 62
Yes 2 24 9 36 7 38

Any substance use
disorder in the past 
yearc 17.81∗∗ 24.79∗∗ 3.66 17.87∗∗

No 95 82 89 77 90 87
Yes 5 18 11 23 10 13

a Values for groups are weighted percentages.
b df=3
c df=1
d df=2

∗p<.05
∗∗p<.01
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Perceived barriers to service use in relation to mental disorder diagnosis among respondents who perceived a need for
treatmenta

U.S. National Netherlands Mental Health
Comorbidity Survey Ontario Health Survey Survey and Incidence Study

No Any No Any No Any
disorder disorderb disorder disorderb disorder disorderb

Perceived barrier (N=178) (N=303) p (N=193) (N=187) p (N=141) (N=261) p

Attitudinal barrier
I thought the problem would get better

by itself 71 66 .47 36 46 .20 46 51 .37
The problem went away by itself, and

I did not really need help 64 37 .00 29 15 .03 33 25 .10
I wanted to solve the problem on my own 62 71 .20 50 44 .44 66 63 .59
Help probably would not do any good 19 32 .03 5 23 .00 23 47 .00
I was scared about being put into a

hospital against my will 3 14 .00 3 6 .28 1 7 .00
I was concerned what others might think 18 17 .97 7 15 .08 8 12 .33
I was not satisfied with available services 8 10 .64 5 10 .21 31 42 .04

Structural barrier
Any financial reason (cost or lack of

insurance coverage) 40 47 .38 8 14 .17 7 10 .28
It would take too much time or

would be inconvenient 34 29 .41 20 19 .82 22 23 .84
I was unsure where to go for help 30 37 .28 19 18 .82 20 28 .10
I could not get an appointment 2 2 .80 1 4 .05 5 9 .24

a Values for groups are weighted percentages.
b Any mood, anxiety, or substance use disorder diagnosis

TTaabbllee  44

Cross-national differences in prevalence of barriers to mental health service use among respondents to surveys conducted
in three countriesa

Reference: Netherlands Mental Health Reference: Ontario Health Survey
Survey and Incidence Study

Netherlands Mental
Ontario U.S. National Health Survey and U.S. National
Health Survey comorbidity Survey Incidence Study Comorbidity Survey

Perceived barrier AOR 95% CI AOR 95% CI AOR 95% CI AOR 95% CI

Attitudinal barrier
I thought the problem would

get better by itself 1.04 .63–1.71 3.26∗∗ 1.86–5.71 .96 .58–1.59 3.13∗∗ 1.93–5.08
The problem went away by itself,

and I did not really need help .65 .36–1.14 2.40∗∗ 1.34–4.29 1.55 .87–2.74 3.72∗∗ 2.34–5.90
I wanted to solve the problem on my own .38∗∗ .22–.65 1.11 .64–1.94 2.65∗∗ 1.54–4.59 2.95∗∗ 1.83–4.75
Help probably would not do any good .23∗∗ .11–.49 .45∗ .21–.96 4.35∗∗ 2.05–9.24 1.95∗ 1.09–3.49
I was scared about being put into a

hospital against my will .37 .10–1.39 1.56 .45–5.41 2.70 .72–10.13 4.21∗∗ 1.64–10.84
I was concerned what others might think .67 .31–1.44 1.14 .52–2.54 1.49 .69–3.18 1.70 .93–3.10
I was not satisfied with available services .18∗∗ .09–.37 .18∗∗ .08–.37 5.46∗∗ 2.72–10.98 .96 .44–2.09

Structural barrier
Any financial reason (cost or

lack of insurance coverage) 1.14 .47–2.74 9.19∗∗ 3.79–22.30 .88 .36–2.13 8.09∗∗ 4.51–14.52
It would take too much time

or be inconvenient .59 .33–1.07 1.19 .67–2.12 1.69 .93–3.07 2.01∗∗ 1.16–3.49
I was unsure where to go for help .79 .43–1.46 1.97∗ 1.05–3.68 1.26 .69–2.31 2.47∗∗ 1.39–4.40
I could not get an appointment .46 .14–1.55 .20 .04–.98 2.16 .64–7.24 .42 .12–1.49

a All odds ratios were adjusted (AOR) for sociodemographic characteristics (age, gender, marital status, education, and income) and any anxiety, mood,
and substance use disorders in the past year.

∗p<.05
∗∗p<.01
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and a fear of involuntary hospitaliza-
tion (AOR=5.21, CI=1.56–17.42).
Similarly, the presence of a past-year
substance use disorder was associated
with an increased likelihood of en-
dorsing a financial barrier (AOR=
3.16, CI=1.12–8.93), a fear of invol-
untary hospitalization (AOR=5.37,
CI=1.37–22.07), and concerns about
embarrassment from using mental
health services (AOR=3.20, CI=1.20–
9.08). Finally, the presence of a past-
year anxiety disorder was positively
associated with beliefs that “help
probably would not do any good”
(AOR=3.18, CI=1.27–7.95).

In multivariate models, we also
tested interactions between site, level
of income, and presence of each type
of mental disorder—mood, anxiety,
or substance use disorder—for each
perceived barrier. We found only one
significant site-by-income interaction
(AOR=2.43, CI=1.18–4.98), such that
people with low income in the United
States were more likely to report a fi-
nancial barrier than those with low in-
come in Ontario or the Netherlands.

Discussion
The findings of this investigation
should be interpreted in the context
of the following three limitations.
First, the reasons for not seeking
mental health treatment in the con-
text of a perceived need are complex
issues that may be difficult for the in-
dividual to delineate in a semistruc-
tured interview. There may be a
whole host of factors that the surveys
did not ask about, or the exact reasons
for not pursuing treatment may have
been difficult for respondents to ar-
ticulate. Second, data from the cur-
rent United States and Ontario sur-
veys were collected in the early
1990s. There have been significant
changes to both the Canadian and the
U.S. health care systems since the
early 1990s, which may have ulti-
mately led to changes in perceived
barriers to mental health treatment.
Third, the study examined perceived
barriers across three Western coun-
tries. Findings from our work may not
be generalizable to developing coun-
tries. In light of these limitations,
there are several important findings.

First, the items “I wanted to solve
the problem on my own” and “I

thought that the problem would get
better by itself” were the two most
commonly endorsed barriers across
the three surveys. These findings are
consistent with previous data collect-
ed in the early 1980s in cities in the
United States and New Zealand (14)
and with data from a recent survey in
Chile (15) and an Australian clinical
sample (12). However, these results
are somewhat counterintuitive, be-
cause on the one hand respondents
have endorsed a need for profession-
al help and on the other report a de-
sire to solve the problem on their
own. One possible explanation is that
even when individuals perceive a
need for treatment, they contemplate
the risks and benefits of acquiring it
(10). Before seeking treatment, indi-
viduals may decide to wait and see if
the symptoms resolve without treat-
ment, or they may try to solve the
problem on their own (for example,
with self-help books) (46). Although
these attitudinal barriers may reflect
mild or transient distress, it is impor-
tant to note that the wish to solve the
problem on their own may be an im-
portant factor contributing to the
long delays between onset of mental
disorders and initial contact with a
mental health professional (2,47).

Second, this study is the first to sys-
tematically demonstrate that low-in-
come respondents in the United
States are more likely to report a fi-
nancial barrier to use of mental health
services than low-income respon-
dents in countries with fewer restric-
tions on accessibility to services.
These findings are in contrast to Ale-
gria and colleagues’ (16) work show-
ing that the United States, Ontario,
and the Netherlands did not have sig-
nificant between-site differences in
the relationship between income lev-
el and service utilization. However,
Alegria and colleagues noted that
higher income in the United States
was associated with greater likelihood
of specialty care service than in On-
tario or the Netherlands. It is possible
that the financial barriers in the Unit-
ed States may affect utilization of spe-
cialty mental health services specifi-
cally rather than overall mental health
services.

These findings are consistent with
previous work demonstrating that

U.S. respondents were more likely
than New Zealand respondents to re-
port financial barriers (14). However,
although significant changes have oc-
curred in the U.S. health care system
since the time of data collection for
the NCS, recent work from the Na-
tional Health Interview Survey has
found that there was an increase in
the prevalence of reporting financial
barriers to mental health treatment
between 1997 and 2002 (48). Togeth-
er, these findings strongly suggest
that increased accessibility to mental
health services in the United States
may have an impact on this unmet
need, especially among the poor.
However, it is noteworthy that finan-
cial barriers were also reported in a
single-payer universal health care sys-
tem (Ontario). These findings, to-
gether with other recent data showing
that higher-income respondents are
more likely to receive mental health
services than lower-income individu-
als in Canada (17,18), suggest that in-
creasing outreach to low-income indi-
viduals with emotional problems may
be required across countries.

Third, compared with respondents
in the United States and Ontario, re-
spondents in the Netherlands were
significantly more likely to report dis-
satisfaction with available services
and that “help probably would not do
any good.” These findings have not
been reported previously. These find-
ings may reflect a more critical atti-
tude toward or higher expectation of
mental health services available in the
Netherlands. Further replication of
these findings is required in contem-
porary samples.

Fourth, fear of stigmatization was
endorsed infrequently across the
three surveys (10%–17% of those
who perceived a need for mental
health treatment without seeking
care). These findings are inconsis-
tent with the commonly held belief
that fear of stigmatization is an im-
portant reason for not seeking treat-
ment (49–51).

Fifth, across the three countries,
we found important associations be-
tween particular sociodemographic
factors and types of mental disorders
in relation to perceived barriers.
Younger age was positively associated
with fear of involuntary hospitaliza-
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tion and concerns about embarrass-
ment from using mental health serv-
ices. These findings imply that
younger people are more likely to
have such concerns, which may re-
flect a lack of knowledge about men-
tal health treatment and mental ill-
ness in general. The presence of an
anxiety disorder was positively associ-
ated with endorsement of the item
that help probably would not do any
good. These findings suggest that in-
dividuals in the community may not
be aware of the treatable nature of
anxiety symptoms and disorders.

It is well known that anxiety disor-
ders often have an early age of onset
and have much longer delays in re-
ceiving treatment (52). We speculate
that individuals with anxiety disorders
might view their anxiety symptoms as
untreatable parts of their personality
(for example, a person with social
phobia who has always viewed him-
self or herself as extremely shy may
not be aware that treatments can re-
duce the symptoms of shyness) (53).
The presence of a past-year mood dis-
order and substance use disorder was
positively associated with a fear of in-
voluntary hospitalization. Individuals
with mood disorders may fear invol-
untary hospitalization because of a
personal experience of involuntary
hospitalization in the past, knowing
someone who was hospitalized, or a
lack of awareness that most mood and
substance disorders are usually treat-
ed without hospitalization.

Finally, the presence of a substance
use disorder was associated with con-
cerns of embarrassment about using
mental health services. This finding is
consistent with a previous study
showing that the presence of an alco-
hol use disorder was associated with
concerns of embarrassment (54). It is
possible that among the common
mental disorders, the fear of stigmati-
zation is more likely to be related to
substance use disorders. These barri-
ers may be due to perceptions in the
community that individuals with sub-
stance use disorders have only them-
selves to blame and need to “pull
themselves together” (11).

Conclusions
Untreated mental illness is believed
to be a serious burden to the health

and productivity of the community.
This study demonstrated that attitu-
dinal barriers to mental health service
use are more common than structural
barriers across countries with differ-
ing health care systems. An important
exception, however, is the finding that
low-income U.S. respondents per-
ceived greater financial barriers to ac-
cess to mental health services than
low-income respondents in the
Netherlands or Canada.
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