
Article

Component of Statistics Canada Catalogue no. 82-003-X
Health Reports

Perceived need for mental health
care in Canada: Results from the
2012 Canadian Community Health
Survey–Mental Health 
by Adam Sunderland and Leanne C. Findlay 
      

September, 2013



How to obtain more information
For information about this product or the wide range of services and data available from Statistics Canada, visit our website,  
www.statcan.gc.ca. 

You can also contact us by

email at infostats@statcan.gc.ca,

telephone, from Monday to Friday, 8:30 a.m. to 4:30 p.m., at the following toll-free numbers:

•	 Statistical Information Service	 1-800-263-1136
•	 National telecommunications device for the hearing impaired	 1-800-363-7629
•	 Fax line	 1-877-287-4369

Depository Services Program
•	 Inquiries line	 1-800-635-7943
•	 Fax line	 1-800-565-7757

To access this product
This product, Catalogue no. 82‑003‑X, is available free in electronic format. To obtain a single issue, visit our website,  
www.statcan.gc.ca, and browse by “Key resource” > “Publications.”

Standards of service to the public
Statistics Canada is committed to serving its clients in a prompt, reliable and courteous manner. To this end, Statistics Canada 
has developed standards of service that its employees observe. To obtain a copy of these service standards, please contact 
Statistics Canada toll-free at 1-800-263-1136. The service standards are also published on www.statcan.gc.ca under “About us” > 
“The agency” > “Providing services to Canadians.”

Published by authority of the Minister responsible for 
Statistics Canada

© Minister of Industry, 2013.

All rights reserved. Use of this publication is governed by the 
Statistics Canada Open Licence Agreement (http://www.
statcan.gc.ca/reference/licence-eng.html).

Cette publication est aussi disponible en français.

Standard symbols
The following symbols are used in Statistics Canada 
publications:

.	 not available for any reference period

..	 not available for a specific reference period

...	 not applicable
0	 true zero or a value rounded to zero
0s	 value rounded to 0 (zero) where there is a meaningful 

distinction between true zero and the value that was 
rounded

p	 preliminary
r	 revised
x	 suppressed to meet the confidentiality requirements of the 

Statistics Act
E	 use with caution
F	 too unreliable to be published
*	 significantly different from reference category (p < 0.05)

Note of appreciation
Canada owes the success of its statistical system to a 
long‑standing partnership between Statistics Canada, the 
citizens of Canada, its businesses, governments and other 
institutions. Accurate and timely statistical information could not 
be produced without their continued co‑operation and goodwill.

http://www.statcan.gc.ca/
mailto:infostats%40statcan.gc.ca?subject=
http://www.statcan.gc.ca/
http://www.statcan.gc.ca/reference/copyright-droit-auteur-eng.htm
http://www.statcan.gc.ca/reference/copyright-droit-auteur-eng.htm


3Statistics Canada, Catalogue no. 82-003-X • Health Reports, Vol. 24, no. 9, pp. 3-9, September 2013
Perceived need for mental health care in Canada: Results from the 2012 Canadian Community Health Survey–

Mental Health • Research Article

Perceived need for mental health 
care in Canada: Results from the 
2012 Canadian Community Health 
Survey–Mental Health
by Adam Sunderland and Leanne C. Findlay

Beyond mental disorders, other risk 
factors may affect individuals’ needs 
for MHC and/or the likelihood of those 
needs being met. Higher levels of dis-
tress, independent of a diagnosed mental 
illness, have been related to MHC needs 
and service use.1,3,11 As well, people with 
chronic physical conditions are more 
likely to report MHC needs,12 in partic-
ular unmet needs,2 compared with people 
who do not have such conditions.

Many studies of needs for MHC have 
been limited by a focus on perceived 
unmet needs,8,13,14 not the degree to 
which needs are met or unmet.1,2,8,9 For 
example, the concept of “partially met” 
need applies to individuals who have 
received some MHC but still perceive 
a need for more. Another limitation of 
earlier analyses is that researchers have 
usually examined unmet MHC needs 
overall, rather than specifi c types.2,8,9,15

Abstract
Background
Past research and national survey data on 
Canadians’ perceived need for mental health care 
(MHC) have focused on unmet needs overall, and 
have not considered specifi c types of MHC needs 
or the extent to which needs are met.
Data and methods
Using data from the 2012 Canadian Community 
Health Survey–Mental Health, this article 
describes the prevalence of perceived MHC needs 
for information, medication, counselling and other 
services. The degree to which each type of need 
was met is explored. Associations between risk 
factors for having MHC needs and the extent to 
which needs were met are investigated.
Results
In 2012, an estimated 17% of the population 
aged 15 or older reported having an MHC need 
in the past 12 months. Two-thirds (67%) reported 
that their need was met; for another 21%, the 
need was partially met; and for 12%, the need was 
unmet. The most commonly reported need was 
for counselling, which was also the least likely to 
be met. Distress was identifi ed as a predictor of 
perceived MHC need status.
Interpretation
Many Canadians are estimated to have MHC 
needs, particularly for counselling. People with 
elevated levels of distress are signifi cantly more 
likely to have unmet and partially met MHC needs 
than to have fully met MHC needs, regardless of 
the presence of mental or substance disorders.
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any Canadians experience a need for mental 
health care (MHC), but not all of those needs 

are met.1,2 In fact, the presence of mental illness has 
repeatedly been associated with an MHC need,1,3 
despite evidence-based practices suggesting that 
mental illness can be successfully treated.4-7 Rates 
of unmet needs were higher among people with the 
criteria for mental illness,8 especially those with 
depression.9 This is relevant considering that, in 2012, 
an estimated 10% of Canadians experienced a mental 
disorder (depression, bipolar disorder, generalized 
anxiety disorder, or alcohol, cannabis or substance 
abuse or dependence) in the past year.10

M
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Based on data from the 2012 Canadian 
Community Health Survey–Mental Health 
(CCHS-MH), this article describes the 
prevalence of four types of perceived MHC 
needs (information, medication, counsel-
ling, and other) and the degree to which 
they are met in relation to risk factors for 
MHC needs, specifi cally, mental disor-
ders, distress, or chronic physical health 
condition(s). Possible barriers to receiving 
MHC are also explored.

Methods
Data source
The cross-sectional 2012 CCHS–MH 
provides national estimates of major 
mental disorders and the provision of 
MHC services. The survey sample 
consisted of the household population 
aged 15 or older in the 10 provinces. 
Excluded from the sample were persons 
living on reserves and other Aboriginal 
settlements, full-time members of the 
Canadian Forces, and the institutional-
ized population. The response rate was 
68.9%, yielding a sample of 25,113 that 
represented 28.3 million Canadians.16

Perceived need and need status
In the literature, needs for MHC are 
typically measured in terms of per-
ceived need for assistance or treatment, 
rather than by the presence of a mental 
disorder or by the use of services.8,12,13,17 
This is because not all persons with diag-
nosed mental illnesses will perceive a 
need for treatment,1,18 and not all persons 
who perceive that they have a need for 
MHC will seek care.2,14 Furthermore, 
MHC can be helpful to persons with sub-
threshold levels of mental illness,19-21 and 
may prevent the onset of severe mental 
illness.22

The CCHS–MH contained questions 
about four types of help for problems 
with emotions, mental health or the 
use of alcohol or drugs: 1) information 
about problems, treatments or services; 
2) medication; 3) counselling, therapy, 
or help for problems with personal rela-
tionships; and 4) other mental health 
services. Respondents were asked which 
types of help they had received in the pre-

vious 12 months. For each type received, 
they were asked if they felt they had 
received enough. For each type of help 
not received, they were asked if they 
felt it was needed. Based on this infor-
mation, a four-level need status variable 
was created for each type of MHC: 1) no 
need; 2) unmet (did not receive that type 
of help but perceived a need for it); 3) par-
tially met (received help but perceived a 
need for more); and 4) met (received help 
and did not perceive a need for more). 
Dichotomous perceived need variables 
were also created for each type of need, 
representing unmet, partially met, or met 
need (rather than no need). Finally, need 
status and a dichotomous perceived need 
variable for “any” need were created by 
combining across all four need types. 
Here, “partially met” need represented 
a need for more of any type of help, or 
a met need for one type of help, but an 
unmet need for another type.

Correlates of perceived need for 
MHC
Analyses of MHC needs often employ 
Andersen’s Behavioural Model of 
Health Services Use,8,23,24 which identi-
fi es certain predisposing characteristics 
(related to the tendency to use health 
care services), enabling resources (avail-
ability of facilities and personnel, and the 
knowledge and ability to access them) 
and needs-related factors (health status) 
as being associated with health care use.

Predisposing characteristics
Respondents provided information on 
sex, age, immigration status, and marital 
status. Four age groups were defi ned: 
15 to 24; 25 to 44; 45 to 64; and 65 or 
older. Respondents born outside Canada 
without Canadian citizenship were iden-
tifi ed as immigrants. Marital status was 
grouped into three categories: married 
or common-law; divorced, separated or 
widowed; and single, never married.

Enabling resources
Education, household income, employ-
ment status, and geographic location 
were considered to be enabling resources. 
Highest level of education was grouped 

into three categories: less than secondary 
graduation; secondary graduation; and 
at least some postsecondary education. 
Income was represented as the ratio of 
household income to the low income 
cut-off,25 and was divided into quintiles. 
Employment status indicated whether 
respondents were employed during the 
two weeks before the 2012 CCHS–MH 
interview. Residents of communities of 
1,000 or more with a population density of 
at least 400 persons per square kilometer 
were classifi ed as living in a population 
centre (as opposed to a rural area).

Needs-related factors
Mental or substance disorder. The World 
Mental Health—Composite International 
Diagnostic Interview 3.0 (WMH-CIDI)26 
is a standardized instrument for the 
assessment of mental disorders and 
conditions according to DSM-IV 
(Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition) cri-
teria, and is widely used in population 
surveys.27,28 Six mental disorders (life-
time and past year) were included in the 
2012 CCHS–MH: depression; bipolar 
disorder; generalized anxiety disorder; 
alcohol abuse and dependence; cannabis 
abuse and dependence; and substance 
abuse and dependence. Diagnostic algo-
rithms identifi ed respondents meeting 
the criteria for each disorder. The present 
analysis considered only mental or sub-
stance disorders experienced in the past 
12 months. Respondents were grouped 
into four mutually exclusive catego-
ries: 1) no mental or substance disorder; 
2) one or more mood and/or anxiety dis-
orders (depression, bipolar disorder, or 
generalized anxiety disorder); 3) one or 
more substance disorders (alcohol and/
or cannabis and/or substance abuse or 
dependence); and 4) concurrent disor-
ders (mood or anxiety disorder and any 
substance disorder). Concurrent disor-
ders were those experienced in the same 
12-month period, but not necessarily at 
exactly the same time.

Psychological distress. The K6 scale 
is a validated measure of psychological 
distress; values of 13 or more predict 
severe mental illness.29 Psychological 
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distress, however, has been associated 
with perceived MHC need, indepen-
dent of a mental health disorder.1,11 For 
the current study, the K6 was used as an 
indicator of distress, not an indicator of 
mental disorder. A dichotomous variable 
was created by establishing 4 as a cut-
point; K6 levels greater than 4 represent 
higher distress.30

Number of chronic physical condi-
tions. Physical conditions that had been 
diagnosed by a health professional 
and that had lasted or were expected to 
last six months or more (for example, 
arthritis, hypertension, diabetes) were 
summed; respondents were categorized 
as having 0, 1, 2, or 3 or more chronic 
conditions. Conditions considered to be 
mental illnesses were excluded from this 
measure.

Perceived barriers
For each type of unmet or partially met 
MHC need, respondents reported their 
perceived barriers to MHC. In a 2002 
study,31 Sanmartin et al. suggested two 
types of barriers to health care in general: 
features of the health care system and 
personal circumstances. Results of other 
studies8,15,32 indicate that many people 
prefer to manage mental health care 
on their own. Therefore, this analysis 
grouped the barrier items into three cat-
egories: 1) features of the health care 
system (“help not readily available,” 
“language problems”); 2) personal cir-
cumstances (“didn’t know how or where 
to get this kind of help,” “haven’t gotten 
around to it yet,” “job interfered,” “didn’t 
have confi dence in the health care system 
or social services,” “couldn’t afford to 
pay,” “insurance did not cover,” “afraid 
of what others would think,” “other”); 
and 3) preferred to manage on own.

Analysis
Descriptive statistics were calculated to 
determine the percentage of Canadians 
aged 15 or older who perceived MHC 
needs (any and by type). Needs were 
explored based on the presence of risk 
factors for MHC: a mental or substance 
disorder, distress, and chronic physical 
conditions. Logistic regression analysis 

was used to examine independent asso-
ciations between these risk factors and 
having any MHC need (versus no need). 
Predisposing (sex, age group, immi-
gration status, and marital status) and 
enabling (education, household income, 
employment status, and population 
centre/rural) factors were included as 
covariates.

Among individuals who perceived an 
MHC need (n = 4,816), need status was 
identifi ed as the percentage of unmet, par-
tially met, and met needs. Associations 
between risk factors and need status were 
explored in multinomial logit regression 
analyses (any, information, medication, 
counselling). This technique allows 
for a comparison between levels of a 
non-ordered, multi-response dependent 
variable, whereby the effect of an inde-
pendent variable can be observed for 
each level of the dependent variable. In 
this case, unmet and partially met needs 
were compared with the met needs refer-
ence category. Predisposing and enabling 
factors were included as covariates. 

To explore why MHC needs were not 
fully met, descriptive analyses exam-
ined barriers to MHC among those who 
reported unmet or partially met needs. 

All analyses were conducted using 
SAS 9.2. Survey sampling weights were 
applied so that the analyses would be 
representative of the Canadian popula-
tion. Bootstrap weights were applied 
using SUDAAN 11.0 to account for the 
underestimation of standard errors due to 
the complex survey design.33

Results

One in six has MHC need
In 2012, 17% of Canadians aged 15 
or older reported having had a need 
for MHC in the previous 12 months 
(Table 1). Because individuals could 
report more than one type of need, the 
sum of the percentages reporting specifi c 
types of need exceeds 17%: 12% reported 
a need for counselling; 10% reported a 
need for medication; 7% reported a need 
for information; and 1% reported another 
type of need.

As expected, the prevalence of MHC 
needs was much higher among people 
with mental health conditions. Three-
quarters of those with a mood or anxiety 
disorder reported an MHC need. And 
while just one-quarter with any substance 
disorder reported an MHC need, approxi-
mately nine out of ten with a concurrent 
substance disorder and a mental disorder 
perceived an MHC need. Regardless of 
the mental or substance disorder, the 
most commonly reported need was for 
counselling.

Individuals with higher levels of dis-
tress and chronic physical conditions 
more frequently reported having an 
MHC need than did people with low dis-
tress and no chronic physical conditions.

Even when predisposing (for example, 
age and sex) and enabling (for example, 
education and household income) char-
acteristics were taken into account, the 
associations between MHC needs and 
mental disorders, distress and chronic 
physical conditions persisted (Table 2). 
Individuals in each mental or substance 
disorder category had signifi cantly higher 
odds of perceiving an MHC need, com-
pared with people without a mental or 
substance disorder. As well, people with 
higher distress or chronic physical condi-
tions had elevated odds of perceiving an 
MHC need, compared with people with 
low distress or no physical conditions.

Meeting perceived MHC needs
In 2012, an estimated 600,000 Canadians 
reported that in the previous 12 months 
they had an unmet MHC need, and more 
than 1,000,000 had a partially met MHC 
need (data not shown). For people with 
an MHC need, the degree to which these 
needs were met varied with the type of 
need (Table 3). Needs for medication 
were the need most likely to be met 
(91%). As well, about 7 out of 10 who 
reported a need for information felt that 
it was met. Counselling needs were the 
least likely to be met—65% had their 
need met; for 16%, it was partially met; 
and for 20%, unmet. 

Risk factors for MHC were also related 
to the need status of perceived MHC needs 
(Table 4). People with any MHC need 
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who had a mood or anxiety disorder or 
concurrent disorders were more likely to 
have their need partially met (rather than 
met), compared with individuals who did 
not have a mental or substance disorder. 
However, those with a mental or substance 
disorder were no more likely to have an 
unmet versus a met need.

Individuals with higher distress were 
more likely than those with low distress to 
have both unmet and partially met (rather 
than met) needs (Table 4). Follow-up 
analysis (data not shown) explored the 
association between any MHC need 
and more detailed distress levels: low 
(K6 score 0 to 4; 77% of sample); mod-
erate (K6 score 5 to 12; 21%); and high 
(K6 score  13 or greater; 2%). Because 
of the high correlation between distress 
and the presence of a mental disorder 
(Spearmen rank r = .4), mental disorder 
variables were excluded from this anal-
ysis. Compared with people who had low 
distress, those whose distress level was 
moderate were more than twice as likely 
to have unmet or partially met (versus 
met) MHC needs; those with higher 
levels of distress were more than three 
times as likely to have unmet needs and 
seven times more likely to have partially 
met needs versus met needs

By contrast, people with two or more 
chronic physical conditions were less 
likely to have an unmet (rather than met) 
MHC need, compared with people who 
did not have a chronic physical condition 
(Table 4)

Counselling
Given that counselling was the MHC need 
most likely to be reported and the least 
likely to be met, associations between the 
risk factors and unmet, partially met, and 
met counselling needs were examined 
(data not shown). When the predisposing, 
enabling, and other needs-related factors 
were taken into account, individuals with 
a mental disorder were no more likely to 
have an unmet or partially met (rather 
than met) counselling need than were 
individuals without a mental disorder. 
However, people with higher distress 
had more than twice the odds of having 
an unmet or a partially met counselling 
need (rather than a met need), compared 

Table 2
Adjusted odds ratios relating risk factors for mental health care (MHC) to 
perception any MHC need, household population aged 15 or older, Canada 
excluding territories, 2012 

Adjusted  
odds ratio 

95% 
confidence

interval

Risk factors for MHC from   to

Mental or substance disorder
None† 1.00 … …
Mood or anxiety disorder 9.17* 7.36 11.43
Any substance disorder 1.92* 1.49 2.48
Mood or anxiety disorder and any substance disorder 19.79* 10.16 38.57
Distress
Low (K6 ≤ 4)† 1.00 …    …
Higher (K6 > 4) 3.79* 3.29 4.35
Chronic physical conditions
None† 1.00 … …
One 1.40* 1.19 1.63
Two 1.69* 1.41 2.03
Three or more 2.44* 2.03 2.92
† reference category
* signifi cantly different from reference category (p < 0.05)
… not applicable
Note: Model controls for sex, age group, immigrant status, marital status, education, household income quintile, work status, and 

living in population centre.
Source: 2012 Canadian Community Health Survey—Mental Health. 

Table 1
Prevalence of perceived need for mental health care (MHC), by risk factors 
for MHC and by type of MHC need, household population aged 15 or older, 
Canada excluding territories, 2012 

Risk factors for MHC

Type of MHC need

Any† Information Medication Counselling Other 

%
Total 17.5 6.8 9.8 12.4 0.9
Mental or substance disorder 
Mood or anxiety disorder 75.3 40.9 50.7 65.7 3.2E

Any substance disorder 25.0 11.2 10.0 20.5 X
Mood or anxiety disorder and 
any substance disorder 86.1 50.1 56.4 76.4 F
None 12.7 4.0 6.7 8.1 0.7
Distress
Low (K6 ≤ 4) 10.0 3.0 5.2 6.2 0.6
Higher (K6 > 4) 42.3 19.5 25.1 32.7 1.9
Chronic physical conditions
None 12.1 4.5 4.8 9.0 0.8
One 17.0 6.5 9.2 11.8 0.9E

Two 21.4 7.4 13.3 15.2 0.9E

Three or more 29.2 13.2 21.4 20.1 1.5E

† because respondents could report more than one type of MHC need, percentages do not sum to “any” need
E use with caution
F too unreliable to be published
X supressed to meet confi dentiality requirements of Statistics Act
Source: 2012 Canadian Community Health Survey—Mental Health.

with those with low distress. People with 
two or more chronic physical conditions 
were less likely to have unmet counsel-

ling needs (rather than met) than were 
individuals without a chronic physical 
condition.
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Perceived barriers to MHC
The most frequently mentioned barriers 
to having MHC needs met were related to 
personal circumstances—cited by almost 
three-quarters who reported any unmet 
or partially met need (Table 5). About 
four out of ten with an unmet or partially 
met MHC need reported that they pre-
ferred to manage the need on their own. 
One in fi ve mentioned that features of the 
health care system presented barriers to 
meeting MHC needs. The distribution 
of barriers reported were similar across 
types of need.

Discussion
According to the results from the 2012 
CCHS–MH, more than one in six 
Canadians aged 15 or older experienced 
a need for mental health care in the pre-
vious 12 months. An estimated 600,000 
had a perceived unmet MHC need, and 
more than 1,000,000 had a partially met 
need. The most common need was for 
counselling.

Similar to earlier studies that found 
greater MHC needs among people with 
concurrent mental or substance disor-
ders,3,12 the present analysis shows that 
a large majority of those with a mood 
or anxiety disorder alone or with a con-
current substance disorder perceived an 
MHC need, compared with about one-
quarter of those with only a substance 
disorder.

But as was reported in a 2002 study,12 

experiencing a mental disorder was not 
necessarily associated with the degree to 
which needs were met. Among individ-
uals who perceived an MHC need, those 
with a mood or anxiety disorder, with or 
without a concurrent substance disorder, 
were more likely to have a partially met 
(rather than met) MHC need. They were 
not, however, more likely to have an 
unmet need, indicating that, along with 
perceiving a need, they were more likely 
to use MHC services. This fi nding illus-
trates the importance of disentangling the 
degree to which MHC needs are met.

Regardless of the presence of mental 
disorders, higher levels of distress were 
associated with the degree to which per-
ceived MHC needs were met, even when 

Table 3
Percentage distribution of mental health care (MHC) need status, by type of 
MHC need, household population aged 15 or older with perceived MHC need, 
Canada excluding territories, 2012

Type of MHC need

MHC need status

Unmet Partially met Met Total

%
Any 12.2 21.1 66.7 100.0
Information 24.5 6.3 69.2 100.0
Medication 4.2 4.9 90.9 100.0
Counselling 19.8 15.7 64.5 100.0
Other 0.0 17.3E 82.7 100.0
E use with caution
Source: 2012 Canadian Community Health Survey—Mental Health.

Table 4
Multinominal logit analyses predicting overall mental health care (MHC) need 
status, by risk factors for MHC, household population aged 15 or older with a 
perceived MHC need, Canada excluding territories, 2012

Risk factors for MHC need status
Adjusted  

odds ratio 

95% 
confidence 

interval 

from to

Mood or anxiety disorder
Unmet need 0.90 0.59 1.38
Partially met need 1.51* 1.15 1.98
Met need † 1.00 … …
Any substance disorder
Unmet need 1.27 0.71 2.26
Partially met need 1.42 0.87 2.30
Met need † 1.00 ... ...
Mood or anxiety disorder and any substance disorder
Unmet need 0.91 0.48 1.74
Partially met need 2.03* 1.26 3.27
Met need † 1.00 ... ...
Higher distress
Unmet need 2.61* 1.87 3.63
Partially met need 2.70* 2.03 3.58
Met need † 1.00 ... ...
One chronic physical condition
Unmet need 0.73 0.50 1.06
Partially met need 0.91 0.65 1.28
Met need † 1.00 ... ...
Two chronic physical conditions 
Unmet need 0.41* 0.25 0.65
Partially met need 0.88 0.61 1.26
Met need † 1.00 ... ...
Three or more chronic physical conditions 
Unmet need 0.41* 0.24 0.71
Partially met need 1.15 0.81 1.64
Met need † 1.00 ... ...
† reference category
* signifi cantly different from reference category (p < 0.05)
… not applicable
Note: Model controls for sex, age group, immigrant status, marital status, education, household income quintile, work status, and 

living in population centre.
Source: 2012 Canadian Community Health Survey—Mental Health. 
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predisposing and enabling factors were 
accounted for. However, because the data 
are cross-sectional, directionality cannot 
be determined—people with distress 
may be more likely to perceive unmet 
needs, or people with unmet needs may 
be more likely to experience distress.

As in previous research,12 results 
suggest that individuals with chronic 
physical conditions were more likely to 
have a perceived MHC need, compared 
with people who did not have such con-
ditions. The current study also found that 
their MHC needs were less likely to be 
unmet (rather than met). This may refl ect 
a tendency for people with multiple 
chronic conditions to have more frequent 
contact with medical professionals,34 and 
thereby be referred for MHC.

Although this analysis suggests a link 
between physical and mental health, 
previous research helps highlight the 
differences between barriers to MHC 
and to health care in general. In the 
current study, 19% of perceived unmet 
or partially met needs were attributed to 
features of the health care system mea-
sured in the 2012 CCHS-MH, and 73% to 
personal circumstances. By comparison, 
Sanmartin et al.31 found 52% of indi-
viduals reported that barriers to health 
care in general were a result of features 
of the health care system and 69% attrib-
uted barriers to personal circumstances. 
Additionally, in the current study, nearly 
half of respondents with an unmet or par-
tially met MHC need reported that they 
preferred to manage the need on their 
own.

Limitations and future directions
Several limitations of this analysis must 
be acknowledged. Mental disorders 
were identifi ed by an algorithm based on 
responses to the CIDI, not a clinical diag-
nosis. Also, only certain mental disorders 
were included on the 2012 CCHS–MH 
(for instance, personality disorders were 
not considered). Additionally, the sample 
did not include the institutionalized pop-
ulation. Taken together, the prevalence 
of mental disorders and MHC needs may 
be underestimated.

Moreover, the focus was on percep-
tions of MHC needs, which excludes 
people who do not perceive a need, but 
who might benefi t from MHC services. 
Future research based on the CCHS–MH 
might consider differences in perceived 
need status by service use.

Finally, this study does not account for 
some factors that may infl uence MHC 
needs—for example, whether individuals 
have a regular physician or insurance 
coverage.24

Conclusion
The strengths of this analysis include 
an examination of MHC needs by type 
(information, medication, counselling, 
and other), a determination of the degree 
to which MHC needs are met (fully, 
partially, or unmet), and a large, popu-
lation-based sample. The results suggest 
that many Canadians perceive an MHC 
need, particularly for counselling. The 
presence of a mental disorder, higher 
distress, and chronic physical conditions 
were positively associated with per-
ceiving an MHC need, many of which 
were unmet or only partially met. As 
well, higher levels of distress predicted 
a greater likelihood that needs would be 
unmet or partially met. Most perceived 
barriers to receiving MHC were related 
to personal circumstances, although 
almost one in fi ve who reported barriers 
said they were related to features of the 
health care system. ■
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What is already 
known on this 
subject?

 ■ Many Canadians experience a need 
for mental health care (MHC), but not 
all of those needs are met.

 ■ Past research and national survey 
data on Canadians’ perceived 
need for MHC have focused on 
unmet need overall, and have not 
considered specific types of MHC 
needs or the extent to which needs 
are met.

What does this study 
add?

 ■ Based on data from the 2012 
Canadian Community Health 
Survey–Mental Health, an estimated 
17% of the population aged 15 or 
older reported having had an MHC 
need in the past 12 months.

 ■ Two-thirds (67%) of them reported 
that the needs were met; for another 
21%, the needs were partially met; 
and for 12%, the needs were unmet.

 ■ The most commonly reported need 
was for counselling, which was also 
the least likely to be met.

 ■ Distress was associated with 
perceived MHC need status. 

Table 5
Barriers to receipt of mental health care (MHC), by type of MHC need, 
household population aged 15 or older with unmet or partially met MHC needs, 
Canada excluding territories, 2012

Type of unmet/partially met MHC need

Barrier Any Information Medication Counselling 

%
Features of health care system 19.2 22.4 10.8E 17.9
Personal circumstances 73.1 73.7 70.3 71.0
Preferred to manage on own 43.2 36.3 32.3 39.6
E use with caution
Note: Because respondents could report more than one type of barrier, sum of percentages exceeds 100%.
Source: 2012 Canadian Community Health Survey—Mental Health.
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