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Objective: This study described the rate
and adequacy of mental health service
use among participants in the Mexico Na-
tional Comorbidity Survey and the corre-
lates of any 12-month treatment and of
adequate treatment.

Method: The authors conducted face-to-
face household surveys of a probability
sample of individuals ages 18 to 65 years
in the noninstitutionalized population liv-
ing in urban areas of Mexico from 2001 to
2002. The use of mental health services
and 12-month DSM-IV disorders was as-
sessed with the World Mental Health ver-
sion of the World Health Organization
Composite International Diagnostic Inter-
view. The rates and correlates of any ser-
vice use and the adequacy of treatment
were identified in logistic regression anal-

yses, taking into account the complex
sample design and weighting process.

Results: The data reported here were
based on 2,362 interviews. Fewer than
one in five respondents with any psychiat-
ric disorder during the last 12 months
used any service during the prior year.
The rates of service use by those with
mood disorders were somewhat higher.
About one in every two respondents who
used services received minimally ade-
quate care.

Conclusions: The authors found large
unmet needs for mental health services
among those with psychiatric disorders.
Those with mental illness and those who
deliver or seek to improve mental health
care in Mexico face enormous challenges.

(Am J Psychiatry 2006; 163:1371–1378)

Worldwide, mental disorders are common, persis-
tent, costly, and contribute substantially to the total bur-
den from disease (1, 2). In spite of this, studies of devel-
oped Western societies have consistently documented
that only a minority of people with psychiatric disorders
receive some form of treatment (3–6). Although these esti-
mates are disturbingly low, the rates of receiving treatment
that conform with evidence-based recommendations (7–
18) are even lower (19–23).

Few studies from developing countries are available re-
garding the use of services among persons with a mental
disorder (24–27). The available data show that an even
smaller percentage of persons in need may get help for
their mental disorder. Mexico is no exception, with pre-
liminary and more limited research (25–28) suggesting
that the rates of mental health service use are low and that
barriers, both psychological as well as limits in availability
and access, abound. Also lacking have been up-to-date
and rigorous data on the quality of treatments being re-
ceived in Mexico.

Recent developments offer new hope that the problems
of underuse and inadequate use of mental health services
in Mexico can be better understood. In 2001–2002, the Na-
tional Institute of Psychiatry in Mexico conducted the
Mexico National Comorbidity Survey (27), which is part of
the World Health Organization’s (WHO) World Mental

Health Surveys Initiative (29, 30), devoted to evaluating
the prevalence of psychiatric disorders in countries with
varying degrees of development, determining the extent
of unmet needs for mental health services, and directing
public policy in this area.

The aims of the present report were the following:

1. To describe the rate of mental health service use in
the prior year among participants with 12-month
disorders, including use within specific service sys-
tems and use for types of mental disorders;

2. To describe the adequacy of 12-month treatments for
mental disorders; and

3. To explore the potential determinants of service use
and the adequacy of treatment.

Method

Sample

A general description of the Mexico National Comorbidity Sur-
vey has been presented elsewhere (27). The survey is based on a
stratified, multistage area probability sample of persons ages 18
to 65 years in the noninstitutionalized population living in urban
areas (population 2,500+) of Mexico. About 75% of the Mexican
population lives in urban areas and meets this definition. Data
collection took place in two phases from September 2001 through
May 2002. The response rate was 76.6% (for a total of 5,826 inter-
views, well above the original targeted sample size of 5,000) and
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within the scope of other surveys from the World Mental Health
Initiatives (response rate range=50.6%–87.7%) (30). All respon-
dents were administered the part I interview, and a selected sub-
sample of 2,362 received a supplemental number of questions on
risk factors and supplemental mental disorders. The sample was
administered part II of the interview and consisted of all respon-
dents who screened positive for any disorder that was found to be
positive on part I of the interview, plus a probability subsample of
other part I respondents. All interviews were conducted at the re-
spondents’ homes after a careful description of the study goals
was given and informed consent was obtained. No financial in-
centive was given for the respondents’ participation. All recruit-
ment and consent procedures were approved by the ethics com-
mittee of the National Institute of Psychiatry.

Measures

The instrument used was the computer-assisted personal in-
terview version of the WHO World Mental Health Survey Initiative
version of the Composite International Diagnostic Interview
(CIDI) (31, 32). This structured diagnostic interview was adminis-
tered by an interviewer in face-to-face interviews, which yielded
DSM-IV diagnoses.

The Spanish version of the World Mental Health CIDI used in
Mexico was developed by using the standard WHO approach (i.e.,
translating, back-translating, and harmonization of modules),
the Spanish versions of ICD-10 and DSM-IV, and previous Span-
ish versions of the Diagnostic Interview Schedule and CIDI. These
instruments have shown good performance in validity studies in
Mexico (33, 34) and other Spanish-speaking countries (35). The
fieldwork was conducted by Berumen and Associates, an estab-
lished survey research firm in Mexico, and employed a group of

interviewers who had received training in using the computer-as-
sisted personal interview version of the CIDI.

Disorders

For this article, we reported on the 12-month rate of service
use for the following categories of psychiatric disorders—affec-
tive disorders: major depressive episode, minor depressive epi-
sode, bipolar I and II disorder, and dysthymia with hierarchy;
anxiety disorders: panic disorder, agoraphobia without panic
disorder, social phobia, specific phobia, separation anxiety dis-
order, generalized anxiety disorder, and posttraumatic stress
disorder; substance use disorders: alcohol and drug abuse and
dependence.

Treatment Sectors

Information about the receipt of 12-month treatment for emo-
tional, alcohol, or drug problems, the type and context of profes-
sionals visited, as well as the use of self-help or support groups
and hotlines was obtained. The number of treatment visits made
in the prior 12 months was also assessed. Respondents could se-
lect as many professionals and treatment options as they used in
the previous 12 months.

Mental health care in the 12 months before the survey was per-
formed was divided into the following five sectors: 1) psychia-
trists; 2) other mental health specialists, consisting of psycholo-
gists, counselors, psychotherapists, mental health nurses, and
social workers in a mental health specialty setting; and 3) general
medical practitioners, consisting of family physicians, general
practitioners, and other medical doctors, such as cardiologists, or
gynecologists (for women) and urologists (for men), nurses, occu-
pational therapists, or other health care professionals; 4) human
services, including outpatient treatment with a religious or spiri-

TABLE 1. Proportion of 2,362 Respondents to the Mexico National Comorbidity Survey Being Treated by Health Care Pro-
fessionals Among People With Mental Disorders Over 12 Monthsa

Mental Disorder

Type of Service

Psychiatrists
Other Mental Health 

Care Providers
Any Mental Health 

Care Provider
General 

Medical Services
Any Health 

Care Services

% SE % SE % SE % SE % SE
Generalized anxiety 

disorder 2.1 2.1 8.6 4.6 8.6 4.6 7.6 5.1 14.1 6.6
Panic disorder 10.6 3.7 9.5 5.3 18.1 6.0 14.8 6.2 25.1 7.0
Agoraphobia without 

panic 6.6 4.0 12.9 5.7 16.0 6.0 1.8 1.8 16.0 6.0
Social phobia 4.7 2.3 6.3 2.4 10.0 3.1 9.0 3.1 15.3 4.0
Specific phobia 3.0 1.3 5.4 1.3 7.8 2.0 4.4 1.3 11.3 2.4
Separation anxiety 

disorder — — — — —
Posttraumatic stress 

disorder — — — — —
Any anxiety disorder 3.8 1.2 5.7 1.3 8.5 1.9 6.0 1.5 13.2 2.4
Major depressive 

disorder 5.6 1.9 7.9 1.6 12.6 2.5 11.5 1.8 22.1 2.9
Dysthymia — — — — —
Bipolar I or II 3.6 2.9 12.9 5.0 16.4 5.6 9.6 4.4 23.1 5.9
Any mood disorder 5.1 1.6 8.8 1.5 13.2 2.2 11.2 1.5 22.2 2.4
Alcohol abuse 

or dependence 8.6 4.7 8.1 3.5 16.2 5.5 3.2 1.9 18.8 5.3
Alcohol dependence 13.2 8.7 5.9 3.5 19.1 9.2 0.7 0.7 19.8 9.2
Drug abuse 

or dependence — — — — —
Drug dependence — — — — —
Any substance 8.2 4.2 7.1 3.1 14.8 4.9 2.8 1.6 17.1 4.7
Any disorder 4.4 1.0 6.4 1.2 10.2 1.5 6.5 1.0 15.8 1.7
No disorder 0.3 0.1 1.5 0.3 1.8 0.3 1.1 0.2 2.7 0.4
Total part II 

respondents 0.8 0.2 2.1 0.3 2.8 0.3 1.7 0.3 4.2 0.4
a Missing cell entries indicate that the unweighted number of patients with disorder was less than 30; thus, no estimate was made.
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tual advisor or a social worker or counselor in any setting other
than a specialty mental health setting, or a religious or spiritual
advisor, such as a minister, priest, or rabbi; 5) complementary-al-
ternative medicinal Internet use, including self-help groups, any
other healer, such as an herbalist, a chiropractor, or a spiritualist,
and other alternative therapy.

We grouped the psychiatrists and mental health specialty pro-
viders under “any mental health care providers”; the psychia-
trists, mental health specialists, and general medical care provid-
ers under “any health care services”; and the human services and
complementary-alternative medicine professionals under “any
non-health care service.”

Minimally Adequate Mental Health Care

With available evidence-based treatment guidelines for pri-
mary care (7) and specialty mental health providers (8–12), we de-
fined minimally adequate treatment during the prior 12 months
as receiving 1) minimally adequate psychotherapy, consisting of
four or more outpatient visits to any provider (36, 37); 2) mini-
mally adequate pharmacotherapy, consisting of two or more out-
patient visits to any provider and treatment with any medication
for any length of time (38), and 3) reporting still being “in treat-
ment” at the time of the interview. Although this definition is
broader than the one that we used previously (23), it allowed us to
obtain conservative estimates of minimally adequate treatment
across sectors. In sensitivity analyses, a more stringent definition
of minimally adequate treatment was also used in which we re-
quired 1) eight or more visits to any service sector for psychother-
apy or 2) four or more visits to any service sector and 30 or more
days taking any medication for pharmacotherapy.

Analyses

The data for the part II respondents were weighted to adjust for
differential probabilities of selection and nonresponse. The sam-
ple receiving part II of the survey was additionally weighted to ad-
just for the differential probability of selection. Poststratification
to the urban Mexican population according to the 2000 census in
the target age and sex range was also performed. Estimates of
standard errors for proportions were obtained by the Taylor series
linearization method with SUDAAN software (39). Logistic regres-
sion analysis (40) was performed to study demographic corre-
lates. Two parallel analyses were performed, one for receiving any
treatment among those with disorders and a second one for re-
ceiving minimally adequate treatment among those with disor-
ders who received any treatment. Estimates of standard errors of
odds ratios and corresponding standard errors from logistic re-
gression coefficients were also obtained with SUDAAN, and 95%
confidence intervals were adjusted for design effects. Statistical
significance was evaluated with two-sided design-based tests
with the 0.05 level of significance. The design effects varied from
3.25 for sex to 1.12 for any treatment among the entire sample.

Results

Among the 2,362 respondents to the Mexico National
Mental Health Survey, the 12-month frequencies of any
anxiety, affective, substance, or any of these three types of
disorders were 6.8%, 4.8%, 2.5% (30), and 11.6%, respec-
tively. As shown in Table 1, 5.1% of the total part II respon-
dents reported using any service for the treatment of their
emotional problems in the last 12 months. As expected,

Types of Service

Weighted Number of 
Respondents With a 

Mental Disorder

Human 
Services

Complementary-Alternative 
Medicine Providers

Any Non-Health 
Care Service

Any 
Treatment

% SE % SE % SE % SE

0.0 0.0 2.1 2.1 2.1 2.1 14.1 6.6 33
4.9 4.7 4.7 4.7 9.6 6.5 29.9 8.1 44

0.0 0.0 2.4 1.8 2.4 1.8 17.5 6.2 52
0.4 0.4 1.0 0.7 1.0 0.7 16.3 4.1 112
0.0 0.0 3.8 2.2 3.8 2.2 13.6 3.1 224

— — — — 11

— — — — 29
0.4 0.3 3.6 1.6 3.9 1.6 15.4 2.6 357

1.7 0.8 4.1 1.6 5.4 1.8 26.1 3.3 240
— — — — 27
0.0 0.0 3.9 2.6 3.9 2.6 26.4 5.8 59
1.3 0.6 4.0 1.3 5.0 1.5 26.0 2.6 305

0.0 0.0 2.4 1.5 2.4 1.5 20.7 5.4 67
0.0 0.0 3.5 2.6 3.5 2.6 23.4 9.4 31

— — — — 16
— — — — 8
0.0 0.0 3.0 1.6 3.0 1.6 19.6 4.8 77
0.7 0.3 3.3 1.1 3.9 1.1 18.6 1.8 595
0.3 0.1 0.7 0.2 0.9 0.2 3.4 0.4 1,767

0.3 0.1 1.0 0.2 1.2 0.2 5.1 0.5 2,362
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the proportion of any service use was lower among the re-
spondents without any 12-month mental disorders (3.4%)
and higher among respondents with any 12-month disor-
der (18.6%). Individuals with mood and substance disor-
ders had the highest rate of service use. The sectors in
which care was received differed among the three types of
disorders; respondents with mood disorders made more
use of general medical doctors, whereas respondents with
substance disorders tended to use more mental health
specialists. Among respondents with anxiety disorders,
the mental health specialty and general medical sectors
were most frequently used. The individual disorder with
the highest use of any service was panic disorder, followed
by bipolar I and II disorders. Unexpectedly, alcohol depen-
dency had the highest rate of the use of psychiatrists. The
combined use of both the health and non-health care sec-
tors was relatively infrequent: among users of any service
in the prior 12 months, 92 (76%) used only the health care
sector, 21 (17%) used only the non-health care sector, and
8 (7%) used both.

Among the total sample of respondents, the mean num-
ber of visits for any treatment in the previous year was 4.2,
and there were no differences in the mean number of visits
among respondents with or without psychiatric disorders.
The sector with the largest mean number of visits was the
complementary-alternative medicine sector (44.7 visits),
followed by other mental health care (5.9 visits), the gen-
eral medical sector (3.5 visits), and the psychiatrist sector
(2.8 visits). Patients with anxiety disorders had a slightly
higher mean number of visits (5.0). (Results are not shown
but are available upon request from the first author.)

Table 2 presents the adequacy of 12-month treatments.
Overall, 57.0% of those receiving any services obtained
treatment that could be considered minimally adequate.
There were generally only minor differences across anxi-
ety and mood disorders. Although we observed low rates
of minimally adequate treatment among those with sub-
stance disorders, a small number of respondents in this
category precluded us from making stable estimates. In

the total sample, the psychiatrist sector showed the high-
est levels of treatment adequacy (67.7%).

In sensitivity analyses with our more stringent defini-
tion, the proportion of respondents obtaining minimally
adequate treatment among those with disorders receiving
any services decreased to 19.2%; this proportion was 21.2%
among respondents with anxiety disorders and 23.5%
among those with mood disorders. (Results are not shown
but are available upon request from the first author.)

Table 3 presents the sociodemographic predictors of
any service use among respondents with 12-month disor-
ders and minimally adequate treatment among respon-
dents with any service use and a 12-month disorder iden-
tified in multiple logistic regression models with control
for disorder profiles. Few sociodemographic variables
considered here were significantly related to any treat-
ment among people with a psychiatric disorder. In addi-
tion, we did not find significant correlates of adequate
treatment among people with a psychiatric disorder that
had any treatment. There was a tendency for people who
never married to have higher probabilities of beginning
treatment and, once in treatment, receiving minimally ad-
equate treatment.

Discussion

The following three sets of limitations should be kept in
mind when interpreting the results of this study. First, we
may have underestimated the prevalence of mental disor-
ders, both because the disorders assessed were only a sub-
set of those in DSM-IV as well as because of potential non-
response bias. In addition, we may have missed many of
the most severely impaired individuals because the home-
less and institutionalized were excluded. This set of limita-
tions is likely to have caused us to underestimate the mag-
nitude of unmet needs for any mental health treatment
and minimally adequate treatment. Although previous
versions of the CIDI have been validated in Mexico and
other Spanish-speaking countries, the reliability and va-
lidity of the version used in this survey have not been es-
tablished in Mexico. Finally, recent studies of the exclusion

TABLE 2. Proportion of 2,362 Respondents to the Mexico National Comorbidity Survey Receiving Minimally Adequate
Treatment Among People Seeing Professionals Over 12 Monthsa

Mental Disorder

Type of Service

Psychiatrists
Other Mental Health 

Care Providers
Any Mental Health 

Care Provider
General 

Medical Services
Any Health 

Care Services

% SE % SE % SE % SE % SE
Any anxiety 

disorder — — 57.9 11.7 — 55.4 7.7
Any mood disorder — — 59.5 7.8 48.4 9.0 54.1 6.6
Any substance

use disorder — — — — —
Any disorder — 52.5 10.8 54.4 8.1 49.0 7.7 51.2 5.7
No disorder — 50.7 10.4 54.6 9.7 41.0 10.4 48.7 8.4
Total part II 

respondents 67.7 8.9 51.3 7.2 54.5 6.2 44.6 6.8 49.8 5.1
a Missing cell entries indicate that the unweighted number of patients with a disorder who were treated in the sector was less than 30; thus,

no estimate was made.
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rules used within the alcohol and drug disorder modules
suggested that our current prevalence figures may be un-
derestimations (41). Indeed, the 12-month prevalence es-
timates of anxiety disorders, affective disorders, and sub-
stance use disorders reported for the Mexican survey
appear low compared to estimates from other countries
within the WHO World Mental Health Survey Consortium,
especially from the region of the Americas (30), but previ-
ous cross-national comparisons on more limited surveys
have also suggested that Mexico has a low prevalence of
psychiatric disorders (28).

Second, although some investigators (13–18) have
shown that treatments that conform to recommendations
in evidence-based treatment guidelines improve clinical
outcomes, we are not aware of any studies that have vali-
dated our exact definition of minimally adequate treat-
ment. The nonrandom use of treatments in our study pop-
ulation made it impossible to investigate whether
receiving our definition of minimally adequate care was
associated with improved health outcomes.

Third, we only examined the relationships between a
small number of patient factors and the receipt, type, and
adequacy of mental health treatments; we did not have the
ability to investigate other potentially important variables,
such as the characteristics of providers. Finally, we cannot
conclude that factors associated with receiving any treat-
ment or minimally adequate treatment are related causally
because of the study’s cross-sectional nature.

Within the context of these limitations, these results
shed light on an enormous public health problem facing
Mexico. We found large unmet needs among those with
psychiatric disorders and extensive underutilization of
mental health services. Fewer than one in five respon-
dents with any psychiatric disorder in the last 12 months
had used any service. Although the rates of service use by
those with some disorders (e.g., mood disorders) are
somewhat higher, in absolute terms, treatment rates re-
main quite low. These data confirm previous research in
Mexico showing that the majority of people with a recent
psychiatric disorder have not received recent treatment

(25, 42). A recent report contrasting 14 participants in the
World Mental Health Survey Initiative (30) showed that
Mexico scored the lowest in the rate of service use in the
Americas but higher than other developing countries,
such as Lebanon, Nigeria, and two major cities of China.
In the United States (43), 40.9% of subjects with a mental
disorder received some treatment over 12 months, more
than two times higher than our results for Mexico. Our
data do raise the concern that scarce resources for mental
health care may be being misallocated. Although respon-
dents with a DSM-IV disorder were 5.5 times more likely to
receive treatment than respondents without a disorder,
the latter comprised 58% of the population using services.
However, some services may be used by respondents with
lifetime histories of disorders, possibly for secondary pre-
vention; other respondents without apparent disorders
may also be using services appropriately for primary pre-
vention, subthreshold symptoms that do not qualify as
full-blown disorders, or for disorders not assessed by our
survey (30). Given these possibilities, it may be premature
to make recommendations for the health care system re-
garding delivering treatment to persons with no apparent
disorders. Furthermore, it is not clear if and how reducing
treatment among subthreshold cases would lead to in-
creased use among diagnosed cases. Further research on
how to optimally allocate mental health resources is
needed to create rational future policies in this area.

Although results concerning the receipt of any treat-
ment are troubling, the rates of receiving minimally ade-
quate treatment for mental disorders were even lower be-
cause only 56% of those with a psychiatric disorder met
our broad criteria. More stringent criteria showed that this
proportion can be as low as 19.2%. There are many poten-
tial reasons for this failure to receive minimally adequate
care. Individuals with mental disorders, especially those
with the most serious and impairing forms, may lack the
ability and resources to consistently access mental health
treatments (44). Patients may also find prescribed treat-
ments intolerable (45). Providers may lack the training to
recognize and properly diagnose mental disorders or lack

Type of Service
Weighted Number 

of Respondents 
With a Mental 

Disorder

Human 
Services

Complementary-Alternative 
Medicine Providers Any Non-Health Care Service Any Treatment

% SE % SE % SE % SE

— — — 59.7 7.6 357
— — — 57.8 5.6 305

— — — — 77
— — — 56.0 5.5 595
— — 97.7 1.7 57.8 7.0 1,767

— 96.3 2.4 94.2 2.7 57.0 4.4 2,362
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the knowledge concerning optimal treatment regimens
(46–48). It is difficult to contrast our results regarding the
adequacy of treatment with previous research that used
even more stringent criteria, but limited evidence sug-
gests that the low mean number of visits is a key factor. For
example, in our sample, the median number of visits
among all respondents was 4.2, but it was 14.8 in similar
research in the United States (43). This U.S. research also
discovered a large difference in the mean number of visits
between respondents with a disorder (17.0 visits) and
without a disorder (11.6), but in Mexico, both types of re-
spondents had exactly the same mean number of visits
(4.2).

These results may not be surprising, given the dearth of
mental health resources in Mexico. For a population of
about 100 million inhabitants in 2000, the WHO estimated
only 6,000 psychiatric beds nationally; 2,500 psychiatrists
graduated as of 2000, of which only 890 are certified, and
the majority are concentrated in Mexico City; 1,500 psy-
chiatric nurses and fewer than 400 psychiatric social
workers have graduated. Although almost 46,000 psychol-
ogists had graduated nationally as of 1990, only 73% were
working as such. According to the WHO Atlas on Mental
Health Resources in the World (49), the number of psychi-
atrists per capita in Mexico ranks in the second lowest tier
among the nations of the world (with a median ranging
between 1.01 and 5.00 per 100,000 individuals). Mexico’s
rating is only just above the rating for countries in the Afri-
can region and Southeast Asia and considerably lower
than the rates observed in Europe (median range=9.0),

Canada, and the United States (median per 100,000 inhab-
itants was greater than 10).

No sociodemographic characteristic predicted the use
of mental health services among subjects with psychiatric
disorders nor the adequacy of services. The lack of differ-
ences in service use among men and women was unex-
pected because earlier research suggested that women
have a greater ability to translate nonspecific feelings of
distress into conscious recognition that they have emo-
tional problems and are therefore more likely to seek and
accept treatment (50–51). Never-married persons may
tend to use more services and receive more adequate
treatment in Mexico because difficulties forming or main-
taining relationships may lead those who are not married
to seek out mental health treatment; alternatively, dys-
function from psychiatric disorders may lead to both diffi-
culties in relationships and the use of treatment (52, 53).
Although Mexico is a country with a low socioeconomic
status, and the lack of financial resources may help ex-
plain the low rate of service use, we did not find an associ-
ation between education and income upon receiving any
treatment or minimally adequate treatment in our survey.

This study provides evidence of the enormous chal-
lenges faced by those with mental illness and those who
deliver or seek to improve mental health care in Mexico. In
spite of the existence of effective treatments, few with
mental disorders received any form of care. Even those
that ultimately access treatment do so only after experi-
encing considerable delays. Compounding these chal-
lenges are the enormous tasks of improving the quality of

TABLE 3. Sociodemographic and Disorder-Type Predictors of Any and Minimally Adequate Treatment Over 12 Months
Among 2,362 Respondents to the Mexico National Comorbidity Survey

Variable

Any Treatment Given for 
Any 12-Month Disorder Overall Test of Effect

Minimally Adequate 
Treatment Given for Any 
Treatment and for 12-

Month Disorders Overall Test of Effect

Odds 
Ratio 95% CI Wald χ2 df p

Odds 
Ratio 95% CI Wald χ2 df p

Age (years) 2.6 3 0.46 1.0 3 0.80
18–29 0.4 0.1–1.5 0.9 0.1–5.8
30–44 0.6 0.2–2.0 1.6 0.2–13.0
45–59 0.5 0.2–1.7 1.3 0.2–9.7
≥60 1.0 1.0–1.0 1.0 1.0–1.0

Education (years) 0.8 3 0.86 1.3 3 0.72
0–5 0.8 0.3–2.1 1.0 0.2–4.7
6–8 0.8 0.4–1.8 1.0 0.3–3.9
9–11 0.7 0.3–1.5 1.9 0.5–7.9
≥12 1.0 1.0–1.0 1.0 1.0–1.0

Income 7.1 3 <0.07 2.3 3 0.52
Low 1.7 0.8–3.6 1.0 0.3–3.2
Low average 0.7 0.4–1.5 1.6 0.5–4.7
High average 1.6 0.7–3.3 1.9 0.5–6.7
High 1.0 1.0–1.0 1.0 1.0–1.0

Marital status 3.7 2 0.16 4.4 2 0.11
Never married 1.8 0.9–3.5 4.9 1.1–22.2
Separated, widowed, 

or divorced 1.7 0.8–3.6 1.6 0.5–4.8
Married or cohabitating 1.0 1.0–1.0 1.0 1.0–1.0

Sex 0.1 1 0.80 0.0 1 0.96
Male 1.1 0.6–2.1 1.0 0.3–3.4
Female 1.0 1.0–1.0 1.0 1.0–1.0
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providers’ treatments and improving patients’ adherence
to treatments, tasks made more difficult by the severe lim-
its on current health care resources. Future studies will
need to focus on increasing our understanding of modifi-
able reasons for these enormous unmet needs (54). Such
information will be crucial in designing and targeting
public policy and cost-effective interventions to improve
treatment access, treatment quality, and, ultimately, the
health outcomes of those with mental illness in Mexico.
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