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Objective: The authors present nationally representative descriptive data on 12-month
use of outpatient services for psychiatric problems. They focused on the relationship be-
tween DSM-III-R disorders and service use in four broadly defined service sectors as well
as the distribution of service use in multiple service sectors. Method: Data from the Na-
tional Comorbidity Survey were examined. Results: Summary measures of the serious-
ness and complexity of illness were significantly related to probability of use, number of
sectors used, mean number of visits, and specialty treatment. One-fourth of the people in
outpatient treatment were seen in multiple service sectors, but no evidence was found of
multisector offset in number of visits. Conclusions: Use of outpatient services for psychi-
atric problems appears to have increased over the decade between the early 1980s and
early 1990s, especially in the self-help sector. Aggregate allocation of treatment resources
was related to need, highlighting the importance of making provisions for specialty care in
the triage systems currently evolving as part of managed care. 

(Am J Psychiatry 1999; 156:115–123)

It has been nearly two decades since the President’s
Commission on Mental Health (1) called for improved
data on use of services for psychiatric disorders in the
United States, and it has been more than a decade since
the Epidemiologic Catchment Area (ECA) study (2, 3)
produced the first national data of this sort. The pur-
pose of the present report is to provide more recent
and representative data on 12-month use of outpatient
services for psychiatric problems in the United States.
The data come from the National Comorbidity Survey
(4), a nationally representative household survey of
prevalence and correlates of DSM-III-R disorders.

The focus of the current study was on basic descrip-
tive issues. We began by examining the proportion of
respondents in the total sample and in subsamples de-
fined by 12-month disorders who obtained outpatient
treatment for psychiatric problems during the year be-

fore the interview in each of four broadly defined ser-
vice sectors. We were particularly interested in deter-
mining whether a higher proportion of people were in
treatment than had been a decade earlier according to
ECA study results (2) or whether there were differ-
ences in allocation of treatment across these different
sectors.

We also examined whether, consistent with previous
research (2, 3, 5), both probability of outpatient treat-
ment and mean number of visits were highest for dis-
orders defined a priori as most serious and complex.
We would expect that such patterns would be found if
allocation of treatment resources was related to need.
In addition, we examined whether more serious disor-
ders had a higher relative probability of treatment in
the specialty sector than other treatment sectors. If this
was true, it would imply that caution is needed in man-
aged care efforts to substitute primary care for spe-
cialty treatment.

Finally, we examined the distribution of service use
in multiple service sectors. We hypothesized that use of
multiple service sectors was common and occurred
most often among patients with serious disorders and
comorbidity. We also examined whether the number of
visits in any one sector varied depending on the num-
ber of visits in other sectors. We were especially inter-
ested in the possibility that participation in a self-help
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group among respondents who received professional
treatment was associated with a decrease in the mean
number of visits to a professional.

METHOD

Sample

The National Comorbidity Survey is based on a stratified, multi-
stage, area probability sample of individuals 15 to 54 years old in the
noninstitutionalized civilian population of the coterminous United
States. Fieldwork was carried out between September 1990 and Feb-
ruary 1992. The response rate was 82.4%, with 8,098 completed in-
terviews. Informed consent was obtained from all respondents and
from the parents of respondents who were 15–17 years old. Face-to-
face interviews were carried out in two parts. Part 1 included the
core diagnostic questions, and part 2 included risk factors and ser-
vice use questions administered to a probability subsample of 5,877
respondents (all those with a lifetime disorder, all those 15–24 years
old, and a random subsample of other respondents). The results re-
ported in this paper are based on the subsample of part 2. These data
were weighted for differential probabilities of selection and differen-
tial nonresponse. A weight was also included to adjust the sample to
approximate the cross-classification of the population distribution
on a range of sociodemographic characteristics. These weights are
described in more detail elsewhere (4, 6).

Diagnostic Assessment

The 14 DSM-III-R diagnoses included in the present report were
mood disorders (major depressive episode, dysthymia, mania), anxi-
ety disorders (panic disorder, generalized anxiety disorder, simple
phobia, social phobia, agoraphobia with or without panic, posttrau-
matic stress disorder), addictive disorders (alcohol and drug abuse
and dependence), and nonaffective psychosis. The diagnoses were
generated from a modified version of the fully structured Composite
International Diagnostic Interview (7). World Health Organization
field trials (8) and National Comorbidity Survey clinical reappraisal
studies (9–13) have documented acceptable reliability and validity of
all the Composite International Diagnostic Interview diagnoses con-
sidered here with two exceptions: 1) A National Comorbidity Survey
clinical reappraisal study (14) found that the manic symptom profile
characterized by euphoria, grandiosity, and decreased need for sleep
is the only one validly assessed in the Composite International Diag-
nostic Interview, so the present report considers only that type of
mania. 2) A National Comorbidity Survey clinical reappraisal
study (15) also found that the Composite International Diagnostic
Interview substantially overestimates the prevalence of nonaffec-
tive psychosis, so the present report defines nonaffective psychosis
on the basis of clinical reinterviews administered to 454 National
Comorbidity Survey respondents who screened positive for at least
one psychotic symptom in the Composite International Diagnostic
Interview.

To define an a priori gradient of presumed average seriousness of
disorders in order to test hypotheses regarding between-disorder dif-
ferences in patterns of service use, we assumed that nonaffective psy-
chosis would be treated more often than other disorders, mania
more often than other mood disorders, panic more often than other
anxiety disorders, and substance dependence more often than sub-
stance abuse. To create a small number of subgroups that define a
global gradient of psychiatric illness complexity as indicated by co-
morbidity, respondents were classified into four groups: those with
two or more 12-month disorders, one 12-month disorder, no 12-
month disorder but a lifetime history of one or more disorders, and
no lifetime disorder.

Use of Outpatient Services

The first outpatient service use question was whether respondents
ever in their lifetime went to see any of the professionals on a list
(e.g., psychiatrist, psychologist, family doctor, minister) “for prob-

lems with your emotions or nerves or your use of alcohol or drugs.”
Probe questions were then asked about recency of contact and num-
ber of visits during the past 12 months to each type of professional.
A separate list was then presented describing different treatment set-
tings (e.g., hospital emergency room, community mental health cen-
ter, doctor’s private office), and probe questions were asked about
recency of contact and number of visits during the past 12 months to
each of these settings.

Respondents’ answers were grouped into three main service cate-
gories: health care, human services, and self-help, and a combination
of questions probed each category. The health care category was
broken down further into specialty and general medical. Specialty
service contact was defined as either 1) seeing a psychiatrist or psy-
chologist regardless of place, 2) seeing a social worker or counselor
in either an emergency room, a psychiatric outpatient clinic, a drug
or alcohol outpatient clinic, a doctor’s office, or a drop-in center or
program for people with emotional problems or problems with
drugs or alcohol, or 3) seeing a nurse in either a psychiatric outpa-
tient clinic, a drug or alcohol outpatient clinic, or a drop-in center or
program for people with emotional problems or problems with
drugs or alcohol.

General medical service contact was defined as either 1) seeing a
physician other than a psychiatrist regardless of place or 2) seeing a
nurse, occupational therapist, or other allied health professional in
either a hospital emergency department or a doctor’s private office.
Together, specialty and general medical service contact were com-
bined into a category of health care contact. Human service contact
was defined as seeing either 1) a counselor, social worker, or nurse in
a social service agency, 2) a minister, priest, or rabbi in any setting,
3) other types of nonmedical professionals (such as school counse-
lors), or 4) using a hotline.

Use of the self-help sector was assessed by asking respondents if
they had ever gone “to a self-help group for problems with your
emotions or nerves or your use of alcohol or drugs.” Positive re-
sponses were followed with questions assessing recency of atten-
dance and number of meetings attended in the past 12 months.

Analysis Procedures

The descriptive statistics reported here consist entirely of preva-
lences, means, and the standard errors of these estimates. Standard
errors of estimates based on conventional estimation procedures are
biased in the National Comorbidity Survey because of geographic
clustering of the sample and use of weights. Therefore, standard er-
rors were computed by using the method of jackknife repeated rep-
lications (16) in 42 design-based subsample replicates. A SAS macro
(17) was written to operationalize the jackknife repeated replication
procedure.

RESULTS

Probability of 12-Month Outpatient Service Use

A previous report of National Comorbidity Survey
data (18) found that 13.3% of respondents used some
type of outpatient service for a psychiatric problem in
the past 12 months—3.9% accessed the general medi-
cal sector, 5.8% the specialty sector, 5.1% the human
services sector, and 3.2% the self-help sector. The de-
tailed disorder-specific data in table 1 demonstrate that
prevalence of outpatient use was highest among those
with nonaffective psychosis. In addition, use was
higher among those with mania than other mood dis-
orders, among those with panic disorder than other
anxiety disorders, and among those with drug depen-
dence than other addictive disorders. As reported pre-
viously (18), there is a generally positive ordinal rela-
tionship between the summary measure of number-
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recency of disorders and prevalence of service use; the
gradient of this relationship is most steep in the spe-
cialty sector. The number-recency measure is based on
a more comprehensive set of disorders than those in a
previous comparison of service use in the United States
and Ontario (18), which explains differences between
the results shown here for this summary measure and
the results in the previous report.

The majority of patients (63.8% of those who used
outpatient services) were seen in the health care sec-
tors, and a higher proportion were seen in the specialty
(43.7%) than in the general medical (29.2%) sector.
Substantial proportions were also seen in the human
services (38.6%) and self-help (24.3%) sectors. Pro-
portional use of the specialty sector (43.7% of outpa-

tients in the total sample) was highest for nonaffective
psychosis (82.0%) and strongly related to number-re-
cency of disorders.

Mean Number of Visits

A previous report of National Comorbidity Survey
data (18) showed that the average person in outpatient
treatment made 16 visits in the last 12 months. Table 2
shows that there are substantial differences in this
mean across sectors, from a high of 26.6 visits in the
self-help sector to a low of 4.4 visits in the general
medical sector. With the exception of very high means
among patients with nonaffective psychosis, there is
little variation in either sector-specific or total means

TABLE 1. Prevalence of 12-Month Outpatient Service Use in Separate Service Sectors in the National Comorbidity Survey, by 12-
Month DSM-III-R Disorder

Disordera

Use of Services in Health Care Sectorsb

Use of Services
in Other SectorsbSpecialty 

Mental and 
Addictive 

Disordersc
Prevalence 
of Disorder

General 
Medicalc Anyc

Human 
Servicesc Self-Helpc

Use of Any 
Servicesc

% SE % SE % SE % SE % SE % SE % SE

12-month disorders
Mood disorders

Major depression 10.3 0.8 12.1 2.0 21.2 1.7 27.7 2.2 13.3 1.2 8.2 1.2 36.4 2.2
Dysthymia 2.5 0.3 9.4 3.3 21.2 3.6 26.0 4.7 14.3 2.5 6.7 1.9 32.1 4.9
Mania 0.4 0.2 0.8 0.8 21.1 16.0 21.1 16.0 37.9 16.5 14.0 14.6 44.7 16.9
Any 11.1 0.8 12.3 1.9 21.0 1.8 27.9 2.1 13.8 1.3 8.5 1.3 36.4 2.2

Anxiety disorders
Generalized anxiety

disorder 3.1 0.4 18.6 3.8 19.8 3.5 31.8 4.8 10.8 2.1 11.0 3.0 38.7 4.3
Panic disorder 2.3 0.4 21.5 5.1 24.3 4.4 35.2 5.6 21.0 4.2 12.5 4.1 46.4 6.6
Simple phobia 8.8 0.7 8.5 1.4 12.5 1.5 16.4 1.7 10.6 1.8 8.1 1.3 25.7 2.3
Social phobia 7.9 0.5 5.9 0.9 11.3 1.7 15.3 1.9 8.0 1.3 7.0 1.5 23.0 2.2
Agoraphobia 3.8 0.4 13.6 3.6 15.7 3.2 24.9 4.7 12.5 3.1 9.2 2.9 33.2 5.0
PTSD 3.9 0.4 12.5 2.4 22.3 3.4 28.2 3.6 16.3 2.3 11.8 2.9 38.3 4.2
Any 19.3 0.8 9.0 1.3 13.3 1.4 18.7 1.7 9.6 0.9 8.2 1.0 26.5 2.0

Addictive disorders
Alcohol abuse 2.5 0.2 3.3 2.9 6.5 2.1 9.4 3.9 3.6 1.6 2.4 1.2 11.6 3.7
Alcohol dependence 7.2 0.6 4.0 1.2 11.8 1.8 13.5 1.9 10.3 1.8 13.3 2.4 24.4 2.9
Drug abuse 0.8 0.1 1.4 0.5 6.4 2.9 6.9 2.9 7.1 2.5 1.9 1.3 12.3 3.6
Drug dependence 2.8 0.3 6.8 1.3 22.0 4.0 25.7 4.5 11.2 3.3 19.3 5.0 38.3 6.1
Any 11.3 0.6 4.7 1.1 11.7 1.5 14.2 1.8 8.4 1.2 10.8 1.8 22.7 2.3

Nonaffective psychosis 0.3 0.1 21.5 8.9 47.5 13.3 53.1 12.9 16.3 5.4 22.0 11.6 57.9 12.7
Number-recency of

disorders
Any 12-month disorder 30.8 0.9 7.9 0.6 12.4 0.9 17.3 1.2 8.9 0.6 7.4 0.7 24.7 1.5
No 12-month disorder 69.2 0.9 2.1 0.6 2.9 0.6 4.5 0.7 3.4 0.6 1.4 0.3 8.2 0.8
Two or more 12-month 

disorders 13.6 0.7 9.9 1.3 18.3 1.5 23.5 1.9 12.7 1.0 11.0 1.3 33.3 2.0
One 12-month disorder 17.2 0.6 6.3 1.4 7.7 1.0 12.4 1.7 5.8 0.6 4.5 0.6 17.9 1.8
Past lifetime disorder 18.5 0.9 1.6 0.3 4.3 0.7 5.7 0.8 4.8 0.7 2.9 0.5 11.3 1.0
No lifetime disorder 50.7 1.2 2.3 0.8 2.3 0.7 4.1 0.9 2.9 0.7 0.8 0.4 7.0 1.1

χ2 (df=3) 112.3c 244.2c 282.6c 104.6c 180.7c 348.7c

Proportion using serviced 3.9 0.5 5.8 0.5 8.5 0.6 5.1 0.5 3.2 0.3 13.3 0.7
a Lifetime conduct disorder and antisocial personality disorder were also assessed in the National Comorbidity Survey but are not consid-

ered here because 12-month prevalences were not assessed. The 12-month disorders considered here differ in two respects from those
in an earlier report (4): mania is defined here more narrowly on the basis of the results of a clinical reappraisal study (18), and PTSD is
now included but was not included in the earlier report.

b Prevalence estimates are percentaged by rows. For example, in the first row of numbers, 12.1% is the percent of people with major de-
pression who used general medical services, not the percent of people using general medical services who carried a diagnosis of major
depression.

c Significant relationship between use and number-recency of disorders (p<0.05).
d For example, 3.9% is the percent of respondents who saw a professional in the general medical sector during the past 12 months for prob-

lems with their emotions or nerves or for their use of alcohol or drugs.
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across classes of disorder. However, as reported previ-
ously (18), there is a generally significant and positive
ordinal relationship between number-recency of disor-
ders and mean number of visits. The only exception is
in the general medical sector, where this relationship
was not statistically significant.

Use of Multiple Sectors

As shown in table 3, 73.8% of the respondents in
outpatient treatment were seen in only one sector,
18.1% were seen in two, 6.9% were seen in three, and
1.2% were seen in all four sectors. The proportion of
patients seen in multiple sectors was positively related
to number-recency of disorders. Among those seen in
only one sector, the specialty sector was used by the
largest proportion of respondents with one or more
12-month disorders, but the human services sector was
used by the largest proportion of respondents with
none of the 12-month disorders. Among the respon-
dents seen in multiple sectors, the combination of spe-
cialty and self-help was used by the largest proportion
of patients with either one or more 12-month disor-
ders, the combination of specialty and human services
was used by the largest proportion of those with a past
lifetime disorder, and the combination of specialty and
general medical sectors was used by the largest propor-

tion of those with no lifetime disorder. A significantly
higher proportion of those in self-help (63.2% of 188
respondents) than other sectors (37.8%–45.2% of
229–341 respondents) were seen in multiple sectors
(z=3.2–4.5, p=0.02–0.001). In addition, a significantly
higher proportion of those seen in the self-help sector
(48.0% of 188 respondents) than either the general
medical sector (20.6% of 229 respondents) (z=4.7, p<
0.001) or the human services sector (21.2% of 300 re-
spondents) (z=5.1, p <0.001) were also seen in the spe-
cialty sector.

The results in the last column of table 3 show, as one
would expect, that the overall number of visits in-
creased with the number of service sectors. A more in-
teresting finding is that this increase was roughly addi-
tive; that is, the mean numbers of visits for respondents
seen in multiple sectors were similar in magnitude to
the sum of the means for the one-sector respondents in
these same sectors. This implies that the mean number
of visits to, say, the general medical sector was not less
among respondents who were in both the general med-
ical and specialty sectors than among those who were
only in the general medical sector. Deviation from this
additivity was not statistically significant either in the
sample as a whole (F=1.2, df=10, 769, p=0.29) or in
subsamples defined by number-recency of disorders

TABLE 2. Mean Numbers of Visits in Separate Service Sectors Among Subjects Using Outpatient Services in Those Sectors in the
National Comorbidity Survey, by 12-Month DSM-III-R Disorder

Disorder

Number of Visits in Health Care Sectors
Number of Visits
in Other Sectors

Specialty 
Mental and 
Addictive 

Disordersa

Number of 
Visits in

Any Sectora
General 
Medical Anya

Human
Servicesa Self-Helpa

Mean SE Mean SE Mean SE Mean SE Mean SE Mean SE

12-month disorders
Mood disorders

Major depression 3.4 0.6 16.5 2.0 14.0 1.7 9.4 1.8 24.4 3.5 19.6 1.8
Dysthymia 5.4 1.4 20.0 4.0 18.4 3.5 9.7 3.1 23.7 4.4 24.2 3.8
Mania 12.0 0.0 8.3 3.8 8.8 4.1 5.3 1.1 12.1 0.9 12.4 2.7
Any 3.8 0.7 16.1 1.9 13.8 1.6 8.9 1.6 24.3 3.3 19.6 1.7

Anxiety disorders
Generalized anxiety disorder 5.2 1.2 17.7 4.0 14.1 2.4 9.6 2.0 32.1 9.2 23.3 4.3
Panic disorder 4.5 1.3 18.7 4.8 15.7 3.5 14.0 3.9 17.9 4.8 23.1 4.2
Simple phobia 4.9 1.3 16.4 3.2 15.0 2.4 10.5 2.3 25.3 6.7 21.9 2.5
Social phobia 6.0 1.9 14.7 2.0 13.2 1.7 14.9 3.6 31.4 4.7 23.4 2.5
Agoraphobia 4.7 1.9 11.4 2.1 9.7 1.8 13.7 3.8 21.4 3.5 18.4 3.1
PTSD 5.3 1.5 22.0 4.3 19.8 3.6 11.1 2.8 36.0 8.2 30.3 5.8
Any 4.4 0.8 15.0 1.8 12.8 1.4 10.1 1.6 29.5 4.7 21.8 2.3

Addictive disorders
Alcohol abuse 6.9 4.8 12.5 3.0 11.1 6.3 15.5 11.6 18.5 5.7 17.5 8.0
Alcohol dependence 6.1 2.2 12.3 2.0 12.5 1.9 10.0 2.2 26.6 4.0 25.7 3.3
Drug abuse 3.9 1.6 12.3 4.3 12.1 3.8 4.3 1.7 20.4 6.6 12.5 3.0
Drug dependence 10.2 3.9 15.4 3.1 15.9 3.5 4.7 1.2 25.0 4.5 24.6 3.6
Any 7.4 2.0 13.5 1.8 13.6 1.9 10.1 2.0 24.6 3.3 23.9 2.7

Nonaffective psychosis 3.5 1.8 31.3 11.1 29.4 10.3 7.7 3.9 41.4 15.7 44.8 19.2
Number-recency of disorders

Two or more 12-month disorders 5.2 1.1 16.1 1.8 14.7 1.6 10.0 1.6 25.3 3.9 22.6 1.8
One 12-month disorder 2.9 0.6 12.7 2.1 9.3 1.6 7.3 0.8 30.4 5.1 16.5 2.8
Past lifetime disorder 2.1 0.4 9.8 1.7 8.1 1.3 5.7 1.3 37.9 7.7 16.0 2.7
No lifetime disorder 5.4 1.7 8.8 3.3 7.9 1.4 3.6 0.8 10.3 1.7 7.3 1.0

F (df=3, N–4) 2.1 5.0a 7.5a 5.3a 6.7a 16.5a

Proportion using service 4.4 0.7 12.9 1.0 10.9 0.8 6.9 0.8 26.6 3.0 16.0 1.2
a Significant relationship between mean number of visits and number-recency of disorders (p<0.05).
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(analysis of variance results ranged from F=0.2, df=10,
193, p=0.12, in the subsample of respondents with no
lifetime disorder to F=1.6, df=10, 246, p=0.12, in the
subsample of respondents with two or more 12-month
disorders).

DISCUSSION

Limitations

The results reported here are limited in a number of
respects—they rely on 12-month recall, they exclude
people living outside the sampling frame (i.e., the
homeless and residents of institutional settings), and
the large number of significance tests carried out cre-
ates an excessive chance of false significance of at least
some results. The results should be interpreted with
these limitations in mind.

Probability of Outpatient Service Use

The figure of 13.3% of National Comorbidity Sur-
vey respondents who used outpatient services is
slightly higher than the 12.3% found a decade earlier
in the ECA study (excluding the ECA respondents who
were counted as receiving “services” in the ECA only
because of talking to family or friends) (2), which su-
perficially suggests that there was no change in prob-
ability of outpatient service use over that time interval.

There are many differences in the two surveys, how-
ever, that confound any attempt to make rigorous
comparisons (for example, an unrestricted age range in
the ECA but not the National Comorbidity Survey, lo-
cal sampling in the ECA versus national sampling in
the National Comorbidity Survey, DSM-III diagnoses
in the ECA versus DSM-III-R diagnoses in the Na-
tional Comorbidity Survey).

Three aspects of the ECA study design created higher
estimates of outpatient service use than we found in
the National Comorbidity Survey. First, the ECA study
was carried out largely in urban areas. Second, the
ECA had a more inclusive definition of general medical
use than the National Comorbidity Survey. Third, the
ECA 12-month service use estimate was based on a
combination of data from three interviews (a baseline
interview that asked about service use during the pre-
vious 6 months, a reinterview 6 months later that asked
about service use since baseline, and a second reinter-
view 12 months after baseline that asked about current
service use). This would be expected to reduce recall
failure compared with a single interview using 12-
month recall. The fact that the 13.3% National Comor-
bidity Survey estimate is slightly higher than the 12.3%
ECA estimate, despite these three differences, implies
that a comparison using the same definitions of use and
same sampling frame would probably show a clear in-
crease between the early 1980s and early 1990s.

TABLE 3. Profile of Multiple-Sector Outpatient Service Use in the National Comorbidity Survey, by Number-Recency of 12-Month
DSM-III-R Disorders and Mean Number of Total Visits

Profile of Multiple Sector Use

Number-Recency of Disordersa

Two or 
More

12-Month 
Disorders

One
12-Month 
Disorder

Past
Lifetime 
Disorder

No
Lifetime 
Disorder

Total
Sample

Number of 
Visitsb

% SE % SE % SE % SE % SE Mean SE

One sector only
General medical 11.8 2.6 20.6 4.1 8.0 2.2 25.5 8.8 16.9 2.9 4.0 1.0
Specialty 24.6 3.0 23.3 3.7 28.9 4.7 20.9 8.6 24.0 2.6 12.4 1.6
Human services 16.4 2.7 16.4 2.4 30.4 5.3 36.2 8.6 23.9 2.8 5.0 0.9
Self-help 8.0 1.7 10.3 2.8 17.0 3.6 4.3 2.1 9.0 1.4 32.4 4.8
Any one sector 60.8 3.3 70.5 3.7 84.3 2.9 86.8 4.9 73.8 2.1 10.5 1.2

Two sectors
General medical, specialty 5.9 1.5 6.5 2.8 1.1 0.7 2.1 1.0 4.3 0.9 16.8 3.9
General medical, human services 3.3 1.1 5.3 1.8 2.8 1.0 0.0 0.0 2.8 0.6 8.3 1.3
General medical, self-help 0.1 0.1 0.4 0.4 0.2 0.2 0.0 0.0 0.2 0.1 51.0 12.4
Specialty, human services 3.2 0.9 1.0 0.9 3.4 1.4 3.8 1.9 2.9 0.6 19.1 4.9
Specialty, self-help 7.7 1.6 6.6 1.8 2.1 1.4 1.1 0.6 4.8 0.7 54.1 9.1
Human services, self-help 4.9 2.0 4.1 1.2 2.7 0.8 0.8 0.6 3.3 0.8 34.7 4.3
Any two sectors 25.1 2.8 23.8 3.5 12.3 2.5 7.7 2.7 18.1 1.6 29.2 3.3

Three sectors
General medical, specialty, human services 1.7 0.5 1.6 1.0 0.2 0.2 0.0 0.0 1.0 0.3 24.8 8.6
General medical, specialty, self-help 3.7 1.8 0.0 0.0 0.7 0.7 4.6 4.2 2.6 1.3 32.3 8.4
General medical, human services, self-help 0.5 0.2 0.1 0.1 0.5 0.4 0.0 0.0 0.3 0.1 34.5 7.5
Specialty, human services, self-help 5.5 1.7 3.5 1.3 1.4 0.8 0.8 0.5 3.1 0.5 21.6 5.6
Any three sectors 11.3 2.1 5.1 1.2 2.8 1.1 5.4 4.2 6.9 1.4 31.8 3.8

Four sectors 2.8 1.6 0.6 0.4 0.5 0.5 0.1 0.1 1.2 1.0 68.7 20.2
a Significant relationship between profile of use and number-recency of disorders (χ2=109.8, df=42, p<0.001).
b The incremental variance in mean number of visits explained by profile of use over and above a main-effects model (i.e., a model using

four separate dummy predictors for the marginal effects of sector of treatment) was not significant either in the total sample (F=1.2, df=6,
773, p=0.28) or in subsamples defined by number-recency of disorders (F values ranged from 0.2 to 1.7, df=6, N–7, and p values ranged
from 0.08 to 0.99).
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Two other sector-specific differences between the
National Comorbidity Survey and the ECA are also
worthy of note. First, general medical use was much
lower in the National Comorbidity Survey (3.9%)
than the ECA (6.4%). The ECA estimate implies that
the general medical sector was the most common point
of contact for outpatient psychiatric help-seeking
(53% of all people in treatment seen in this sector), but
the National Comorbidity Survey estimate implies that
the rate of use of the general medical sector for psychi-
atric help was much lower (29%). This difference
could be due to the three-wave ECA design having an
especially strong effect in reducing recall failure of gen-
eral medical visits. Or it could be because the question
about general medical use was broader in the ECA
than the National Comorbidity Survey. ECA respon-
dents were asked whether they “talked to” a general
medical provider “about” psychiatric problems, and
they were asked whether they “went to” other provid-
ers “for help with” these problems. The National Co-
morbidity Survey asked the more narrow question of
whether they went for psychiatric help to each of the
providers in a comprehensive list that included, among
others, both general medical providers and mental
health specialists.

The National Comorbidity Survey presumably un-
derestimated general medical use, in view of the fact
that many people with emotional problems seek help
in the general medical sector for primary somatic com-
plaints (19, 20) and might not have gone “for help
with” emotional problems even though these problems
are mentioned as secondary complaints. However, if
their physicians treated the emotional problems, the
patients would be told to come back for a follow-up
visit 2–4 weeks after starting their psychotropic medi-
cations to check on side effects and treatment re-
sponse. These follow-up visits would be “for help
with” emotional problems and would, therefore, be
picked up in the National Comorbidity Survey ques-
tion. This means that the only patients missed because
of the wording of the National Comorbidity Survey
question would be those who initially presented pri-
mary somatic problems and either were not treated for
their secondary emotional problems or failed to make
follow-up visits for treatment of their emotional prob-
lem. Exclusion of these patients is probably appropri-
ate because it is difficult to think of them as truly hav-
ing been in treatment for their emotional problems.

The ECA, in comparison, counted patients as being
in treatment for their emotional problems if they told
their doctor about these problems. As noted by Me-
chanic (21), this leads to substantial overestimation of
general medical treatment of emotional problems be-
cause many of the patients who told their doctors
about these problems did not receive treatment. Given
the importance of primary care physicians as gatekeep-
ers in managed care, future surveys need to resolve this
uncertainty by combining the ECA and National Co-
morbidity Survey approaches to learn if respondents
talked to a general medical doctor about psychiatric

problems, whether this was the primary purpose of
their visit, and whether they received treatment from
the doctor for these problems. It is also important that
future studies address the fact that primary care doc-
tors sometimes prescribe psychotropics for patients
they diagnose as somatizers without telling the patients
they might have emotional problems. This hidden
treatment of emotional problems might be very com-
mon (22, 23). If so, not only the National Comorbidity
Survey but also the ECA could have substantially un-
derestimated the true extent of general medical treat-
ment of emotional problems.

A second difference between the National Comor-
bidity Survey and the ECA in sector-specific outpatient
service use concerns self-help. Although 3.2% of Na-
tional Comorbidity Survey respondents (accounting
for more than 40% of all visits) reported participation
in self-help groups, only 0.7% of ECA respondents did
so (19% of all visits) (2, 3). The possibility has been
raised that this difference could be due to the broader
wording of the question about self-help use in the Na-
tional Comorbidity Survey than the ECA. The Na-
tional Comorbidity Survey asked respondents whether
they went to a self-help group “for problems with your
emotions or nerves or your use of alcohol or drugs,”
while the ECA asked respondents if they went to
“someone at a self-help group like Alcoholics Anony-
mous, etc.” It is conceivable that the ECA respondents
interpreted this question narrowly to be asking exclu-
sively about use of self-help groups for substance prob-
lems. If so, there might not have been any real change
in self-help group use in the United States in the decade
between the times the ECA and the National Comor-
bidity Survey were carried out.

We suspect, however, that the dramatically higher
prevalence of reported self-help use in the National
Comorbidity Survey than the ECA is due to more than
a difference in the question wording. There are two
reasons for this suspicion. The first is that the ECA
question about self-help use was part of a larger series
of questions introduced with the statement, “Now I’m
going to read you a list of different kinds of places and
people where someone might get help for problems
with emotions, nerves, drugs, alcohol, or their mental
health.” Questions in the series repeatedly asked re-
spondents whether they saw various types of providers
“for help with any of these problems” and intermit-
tently repeated the entire stem by asking about seeing
various types of providers “for help with problems with
your emotions, nerves, drugs, alcohol, or your mental
health.” The self-help question happened to be one of
the questions in which this phrase was missing. How-
ever, we believe that it is likely, especially in the light of
the fact that self-help participants reported attending a
mean of 25 meetings a year, that such participants
would think to report that they attend such a group for
emotional problems, even though the only example
given in the question was Alcoholics Anonymous.

The other reason we believe that the much higher
prevalence of self-help use in the National Comorbid-
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ity Survey than the ECA is due to more than differ-
ences in question wording is that this higher prevalence
estimate is consistent with a number of independent
data sources. These include the observations of clini-
cians of a great increase in patients who seek help in
self-help groups (24), an increase in self-help clearing-
houses to handle the growth of self-help groups begin-
ning in the 1980s (25–27), and the fact that a recent
national survey (28) carried out after the National Co-
morbidity Survey found evidence based on synthetic
cohort analysis of an enormous increase in self-help
group participation in cohorts born after World War II.

The Relationship Between Need and Outpatient Service Use

Only a minority of the National Comorbidity Survey
respondents who met criteria for a disorder in the 12
months before interview reported any 12-month out-
patient treatment. This is consistent with findings of
previous studies (2, 5), as is the finding that nearly half
of the people who received treatment did not carry any
of the disorders assessed in the National Comorbidity
Survey (2). Earlier similar results raised concerns that a
high proportion of mental health services might be go-
ing to people with low need (2, 3).

The debate about the relationship between diagnosis
and need for treatment is complex and goes well be-
yond the focus of this report (29–31). However, two
points are worth noting in response to the concern that
treatment of many patients who fail to carry a DSM di-
agnosis is indicative of inappropriate treatment of peo-
ple with low need. The first is that neither the National
Comorbidity Survey nor earlier studies assessed the
full range of DSM disorders. The second is that despite
the fact that the National Comorbidity Survey assessed
only a small proportion of all DSM disorders, nearly
three-fourths of the visits reported in the National Co-
morbidity Survey were made by people who met crite-
ria for one or more of the 12-month disorders and that
close to 90% were made by people with at least one
lifetime disorder.

We have no way of knowing which, if any, of the
DSM disorders assessed in the National Comorbidity
Survey were the primary reason for seeking treatment.
Nonetheless, the findings that seriousness and comor-
bidity of disorders are strongly related both to prob-
ability of service use and to number of visits are consis-
tent with findings in the ECA study (2, 3) and the
RAND Health Insurance Experiment (5). However,
there is one important exception to this general pat-
tern—no statistically significant relationship was
found between number-recency of disorders and dura-
tion of treatment in the general medical sector (table
3). This is identical to a result found in the RAND
Health Insurance Experiment (5). Moreover, a related
National Comorbidity Survey finding demonstrated
that the gradient of the relationship between number-
recency of disorders and probability of use was much
less steep in the general medical sector than the spe-
cialty sector (ratios of 4.3 and 8.0, respectively, for

probabilities of use in the highest versus lowest num-
ber-recency categories).

This last result could be due, at least in part, to the
fact that the National Comorbidity Survey underesti-
mated general medical use in the way described above.
Furthermore, the fact that “diagnosis” is not the same
as “need for treatment” means that we cannot con-
clude from these results that allocation of resources is
less closely tied to need in the general medical sector
than other sectors. Nor can we legitimately make infer-
ences from these cross-sectional naturalistic data about
the driving force behind the observed patterns. None-
theless, these results do raise a question for future re-
search regarding differences in the determinants of vari-
ation in treatment intensity across treatment sectors.

A related finding is the statistically significant rela-
tionship in the treatment subsample, as shown in table
1, between complexity of disorder (as indicated by a
diagnosis of nonaffective psychosis or comorbidity)
and treatment in the specialty versus nonspecialty sec-
tors. This pattern is far from consistent, however, as in-
dicated by the fact that the relative prevalences of
treatment in the general medical and specialty sectors
are greater for panic disorder than social phobia de-
spite the fact that the impairment associated with
panic is almost certainty greater than that associated
with social phobia. The finding that the disorders of
the patients seen by specialists are, in the aggregate,
more complex than those seen in other service sectors
contradicts some previous studies that have found only
weak differences in the seriousness and complexity of
cases seen in general medical versus specialty settings
(2, 5) but is consistent with other studies (32–35). The
documentation of this association in a nationally rep-
resentative general population survey that includes ser-
vice use in both the medical and nonmedical sectors
highlights the importance of making provisions for
specialty care in the triage systems currently evolving
as part of managed care.

Use of Multiple Sectors

Over one-fourth of all outpatients and nearly 40%
of outpatients with comorbid disorders were seen in
more than one service sector. The self-help sector was
most likely to be used in conjunction with some other
sector rather than alone—63% of those in self-help
were also in some other sector, compared with 42%–
50% of those in other sectors. We have no way of de-
termining from the National Comorbidity Survey data
how often this use of multiple sectors was coordinated
(e.g., a primary care doctor and psychologist working
together to provide joint pharmacotherapy and talk
therapy) versus uncoordinated or sequential.

The question naturally arises as to whether there is
some sort of offset effect associated with use of multiple
sectors. This would be much easier to study if data on
coordination of treatment were available. To the extent
that we can get a glimpse of this issue with the available
data, there appears to be no offset effect. This conclu-



122 Am J Psychiatry 156:1, January 1999

USE OF OUTPATIENT SERVICES

sion is based on the finding that total visits were an ad-
ditive function of the number and types of sectors used.

This said, it is important to realize that those who
use multiple health care sectors are likely to have
greater need and/or greater motivation to pursue treat-
ment than those who use only one sector. This means
that unmeasured aspects of demand for services might
exist that confound any attempt to make causal infer-
ences from the National Comorbidity Survey data con-
cerning the offset effect of multiple sector use. A more
fine-grained descriptive analysis or an experimental
analysis might find that systematic adjunctive use of
self-help as part of a comprehensive specialty treat-
ment package could reduce the number of visits to spe-
cialists. Given the enormous popularity of self-help
groups in the United States today and the existence of
emerging models for combined use of professional and
self-help services (36), it would seem to be an area war-
ranting more systematic investigation.
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