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Abstract
Objective: To assess the individual and health system factors and health-related outcomes associated with perceived need for

mental health care in older adults consulting in primary care.

Method: This longitudinal cohort study was conducted among 771 cognitively intact older adults aged ≥65 years recruited in

primary care practices in Quebec between 2011 and 2013 and followed 4 years later. Predisposing, enabling and need factors

were based on Andersen’s framework on help-seeking behaviors. Health-related outcomes included course of common men-

tal disorders (CMDs), change in quality of life and societal costs. Perceived need for care (PNC) was categorized as no need,

met and unmet need. Multinomial regression analyses were conducted to assess the association between study variables and

PNC in the overall and the subsample of participants with a CMD at baseline.

Results: As compared with individuals reporting no need, those with an unmet need were more likely to have cognitive

decline and lower continuity of care; while those with a met need were more likely to report decreased health-related quality

of life. As compared with individuals with an unmet need, those reporting a met need were more likely to report≥ 3 physical

diseases and an incident and persistent CMD, and less likely to show cognitive decline. In participants with a CMD, individuals

reporting a met as compared with no need were more likely to be categorized as receiving minimally adequate care and a

persistent CMD. Need for care was not associated with societal costs related to health service use.

Conclusions: Overall, physicians should focus on individuals with cognitive impairment and lower continuity of care which

was associated with unmet mental health need. Improved follow-up in these populations may improve health care needs and

outcomes.

Abrégé
Objectif: Évaluer les facteurs individuels et du système de santé ainsi que les résultats de santé associés au besoin en soins de

santé mentale perçu chez les personnes âgées qui consultent en première ligne.
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Méthode: La présente étude de cohorte longitudinale a été menée auprès de 771 adultes âgés≥ 65 ans, sans problème cog-

nitif, recrutés dans des cliniques de soins de première ligne au Québec entre 2011 et 2013 et suivis quatre ans plus tard. Les

facteurs prédisposants, facilitateurs et de besoins étaient basés sur le modèle d’Andersen portant sur les attitudes de recher-

che d’aide. Les résultats liés à la santé incluaient le patron temporel des troubles mentaux courants (TMC), le changement de

la qualité de vie et les coûts sociétaux. Le besoin de soins perçu (BSP) était catégorisé en aucun besoin, besoin comblé et

besoin non comblé. Des analyses de régression multinomiale ont été menées pour évaluer l’association entre les variables

à l’étude et le BSP dans l’échantillon global et le sous-échantillon des participants présentant un TMC au départ.

Résultats: Comparativement aux personnes ne déclarant aucun besoin, celles ayant un besoin non comblé étaient plus sus-

ceptibles de rapporter un déclin cognitif et une continuité de soins plus faible; alors que celles ayant un besoin comblé étaient

plus susceptibles de déclarer une réduction de la qualité de vie liée à la santé. Comparativement aux personnes ayant un

besoin non comblé, celles qui rapportent un besoin comblé étaient plus susceptibles de déclarer≥ 3 maladies physiques et

un TMC incident et persistant, et moins susceptibles de présenter un déclin cognitif. Chez les participants ayant un TMC,

ceux qui rapportent un besoin comblé par rapport à ceux sans aucun besoin sont plus susceptibles d’être catégorisés

comme ayant reçu des soins minimallement adéquats et un TMC persistant. Le besoin de soins n’était pas associé aux

coûts sociétaux associés à l’utilisation des services de santé.

Conclusions: En général, les médecins devraient mettre l’accent sur les personnes ayant une déclin cognitif et une continuité

de soins plus faible, qui était associée aux besoins de santé mentale non comblés. Un meilleur suivi dans ces populations peut

améliorer les besoins en soins et les résultats de santé.
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Introduction
The concept of quality of care is multidimensional and
includes patient-centered care, security, equity, timely
access, efficacy and efficiency.1 Perceived need for mental
health care has been used to assess patient-centered care in
observational studies.2 A previous Canadian study showed
that 86% and 13% of adults with and without a mental and
substance use disorder reported a need for mental health
care.3 Similar estimates were reported in the Netherlands
with 74% of adults with a common mental disorder reporting
a need for mental care.4 When looking at
community-dwelling older adults, 50% and 7% of those
with and without a mental disorder reported a need for care.5

Few studies have looked at the factors associated with
unmet and met mental health needs.6,7 Among adults with
a perceived need, female gender, younger age, the presence
of addiction problems, better cognitive functioning and con-
sulting a lower number of health professionals were associ-
ated with unmet versus partially and fully met need for
mental health care.6 A secondary data analysis of a random-
ized study in adults with depression showed that those report-
ing unmet need were more likely to have persistent
depression at 18 and 24 months follow-up.8 Perceived need
for care (PNC) in adults with a mental disorder was also asso-
ciated with poorer quality of life in a cross-sectional
population-based study.9 A primary care study of adults
with depression and anxiety did not show an association
between perceived need for mental health care and costs
from the societal perspective.10

Using Andersen’s11 health care-seeking behavior model,
the aim of this study was to assess the predisposing, enabling

and need factors associated with perceived need for mental
health care in older adults consulting in primary care prac-
tices. Our hypothesis was that need, enabling and predispos-
ing factors would be associated with a perceived need for
mental health care. To our knowledge, no study has docu-
mented the factors associated with perceived need for
mental health care in primary care older adults. This is impor-
tant, as the prevalence of psychiatric and physical comorbid-
ity increases with age12,13 and over 70% of older adults
consult in primary care settings for their mental health symp-
toms.14 This study will inform on the perceived needs for
mental health care of older adults and related health outcomes
to prepare health care systems for the future predicted growth
of the aging population in Canada.15

Methods
The study was conducted among 771 older adults aged ≥65
years participating in the longitudinal ESA-Services cohort
study and followed over a 4-year period. Participants gave
consent to link their health survey to their
medico-administrative data over the study period. Older
adults were recruited in primary care between 2011 and
2013 in one of Quebec’s largest administrative regions and
were available for the follow-up of this study, 4 years later
(2015–2017).

The methodology of the ESA-Services study has been
previously described elsewhere.16,17 Briefly,
French-speaking older adults aged ≥65 years waiting for a
medical appointment with a general practitioner (GP) who
were interested to participate in the study were interviewed
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at home by a trained research assistant using a structured
computed assisted questionnaire.18 Consent forms were
explained and signed at the beginning of the computer-assis-
ted interview. Participants with moderate to severe cognitive
decline measured at baseline, using the ESA
French-Canadian translation of the Mini-Mental State
Examination19,20 adapted for home interviews in community
living older adults, were excluded from the study. Older
adults were also invited to give consent to link their health
survey and provincial administrative data from the Régie de
l’Assurance Maladie du Québec (RAMQ) and
Maintenance et exploitation des données pour l’étude de la
clientèle hospitalière (MED-ECHO) databases during the
study period. The RAMQ database included, for administra-
tive purposes, physician fees paid out for medical consulta-
tions and acts during emergency department and outpatient
visits and inpatient stays and diagnoses. Physicians,
however, are not required to register diagnoses to be paid.
The RAMQ pharmaceutical database includes, for all outpa-
tient prescriptions dispensed, information on date of delivery,
dose and duration, drug costs including pharmacist fee, cost
of medication and fees paid out by beneficiaries.
MED-ECHO provides information on hospitalizations
including admission and discharge diagnoses. The analytic
sample came from the 1,642 participants who had accepted
the linking of their health survey and administrative data at
baseline. The research ethics board of the CIUSSS de
l’Estrie-Centre Hospitalier Universitaire de Sherbrooke
approved the longitudinal ESA-Services study.

Measures

Perceived need for mental health care
Past-year perceived need for mental health care was mea-
sured at the follow-up interview using an adapted French
version of the PNC Questionnaire.21,22 All participants
were invited to answer this questionnaire regardless of their
answer on depression and anxiety symptoms. This

instrument included type and perceived adequacy of help
received, and the PNC. The type of help received and
needed included: (1) information about mental health prob-
lems, treatments or available services; (2) medications; (3)
counseling, therapy or help regarding interpersonal relation-
ships; and (4) other types of needs. Based on these, the level
of perceived need for mental care was categorized as follows:
no need, met need and unmet need.10,21 The original scale
showed good intra-rater reliability and satisfactory construct
validity.21 For the purpose of this study, met and unmet need
were combined to identify individuals with perceived needs.
The description of each level is provided in Table 1 and the
questions used to create this variable are available in the
Supplemental Material (Table S1).

Other study variables of interest included individual and
health system factors, which were selected based on
Andersen’s framework11 on health service use and patient
outcomes. All study variables are detailed in Table S2.

Need Factors
The presence of a common mental disorder (CMD) was
based on the presence of a self-reported or a physician diag-
nosis of depression or an anxiety disorder. With the excep-
tion of the criteria referring to functional impairment,
self-reported depression and anxiety in the last 6 months
were based on DSM-5 criteria.23 The presence of a physician
diagnosis of CMD, in the 6 months surrounding the baseline
and follow-up, was assessed with the International
Classification of Diseases 9th and 10th revisions codes.24-27

Based on the presence/absence of CMD at baseline and
follow-up, the course of CMD was categorized as follows:
no CMD, remitted case, incident case and persistent case.

Other individual need factors measured at follow-up
included: the presence of three or more chronic physical dis-
eases, percentage of cognitive decline between baseline and
follow-up,19 psychological distress and anxiety symptoms
assessed with the Kessler Psychological Distress Scale
(K10)28 and the Seven-item Generalized Anxiety Disorder
(GAD-7),29 and the number of daily hassles (0–22).30

Enabling Factors
Quality of life included health-related quality of life
(HRQOL), measured using a visual anolog scale ranging
from 0 to 100, and satisfaction with life (Table S2).31

Satisfaction with life was assessed using an adapted French
version of the Satisfaction With Life Scale.32,33 This
measure included five questions on a five-point Likert scale
ranging from “completely disagree” to “completely agree”
with a total score varying from 5 to 25. The original seven-
point Likert scale was reduced to decrease the burden on par-
ticipants during the interview. The percentage of change
between baseline and follow-up was calculated.

Table 1. Description of the levels of perceived need for mental

care.

Level of

needs Description

No need No help received (Q1) and did not report a

perceived need for any types of help (Q3)

Met need Received at least one type of help (Q1), received as

much as need (Q2) and did not report a

perceived need for another types of help (Q3)

Perceived

need

Unmet need Received at least one type of help (Q1), but did not

receive as much as needed (Q2) OR Perceived a

need for a type of help (Q3)
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Total 3-year costs from the societal perspective included
costs from the health system and patient perspectives and
were based on guidelines for economic evaluations, pub-
lished methodologies and the literature.34-39 Health care uti-
lization was assessed from the RAMQ and MED-ECHO
databases. Unit costs were assessed based on 2013–2014
published financial reports from the Quebec Ministry of
health and social services40,41 and data from the litera-
ture.34,35,42-45.

Individual enabling factors also included material and
social deprivation indexes of areas of residence,46 the pres-
ence of social support at follow-up (0–3),47 adequacy of
care received for CMD at baseline and the Bice–Boxerman
continuity of care index48 calculated for the 3 years following
baseline. The definition of minimally adequate quality of care
for pharmacological or psychological treatment received for
CMD was based on Canadian clinical guidelines and relevant
literature.49-56 To be categorized as receiving adequate or
inadequate care, participants had to be covered under
Quebec’s public drug plan for the 6 months preceding and
9 months following the baseline interview.

Enabling health system factors included type of primary
care clinic of recruitment and was categorized as small
private clinics with less than three physicians versus family
medicine groups, local community health centers and
private clinics with at least three physicians. Historical attrac-
tion and retention indexes of the area of residence were also
considered. The retention indexes measure the proportion of
general and psychiatric services consumed by the local pop-
ulation in a region over all services received by this popula-
tion regardless of the region they received the services. The
attraction indexes assess the proportion of general and psy-
chiatric services consumed by the local population in a
region over all services rendered in this region.57

Predisposing Factors
Individual predisposing factors included: age, sex (female vs.
male), education (primary vs. secondary/post-secondary/uni-
versity), marital status (married vs. not married) and the pres-
ence of adverse childhood experiences.58

Analyses
Descriptive and bivariate analyses were conducted to assess
the association between study variables and PNC categorized
as (1) no need versus need and (2) no need versus met need
versus unmet need. Study variables associated with PNC at a
threshold of p < 0.10 in the overall sample were included in
the multivariable analyses. Multinomial analyses were con-
ducted to study PNC categories as a function of individual
and health system factors and health-related outcomes in
the overall and subsample of older adults with a CMD at
baseline covered under Quebec’s public drug insurance
plan. Adequacy of care received for CMD was therefore

included in the analyses of the subsample. Odds ratio esti-
mates and 95% CIs are presented with their p-value. In the
current study sample, 53 older adults had missing informa-
tion on the material and social deprivation indexes. These
variables were imputed using the factors sex and age.59 A
total of 12 and four participants had missing data on the
K10 and GAD-7. For those with at least six out of 10
(K10) and four out of seven (GAD-7) completed items, the
mean score of answered questions was used to impute
missing data.

Results
In the overall sample, 67% reported no need for mental health
care, while 17% and 16% reported met and unmet needs. In
the subsample of older adults with a CMD at baseline, 54%
of older adults did not have a PNC, while 27% and 19%
reported a met and unmet need at follow-up. Bivariate and
multivariate associations for the overall sample and partici-
pants with a CMD are presented in Tables 2-4. The associa-
tion between the presence of a PNC (need vs. no need) and
predisposing, enabling and need factors are presented in the
Supplemental Material (Table S3).

Need versus no Need
The multivariable analyses (Table S3) showed that, as com-
pared with those with no CMD, individuals with persistent
CMD were three times more likely to report a need for care
in the total and subsample, while those with a CMD and a
need for care were more likely to receive adequate care
(Adjusted odds ratio [AOR] 5.38, CI 2.02–14.29, p < 0.001).

Met versus no Need
In the total sample, participants with a met need were more
likely to report three or more physical disorders at follow-up
(AOR 1.90, CI 1.10–3.28, p= 0.022) and a CMD at baseline
and/or follow-up, and to report a decrease in their HRQOL
(AOR 0.99, CI 0.98–0.99, p= 0.036). In the subsample of
those with a CMD, individuals reporting a met need were
more likely to have a persistent CMD (AOR 4.33, CI 1.64–
11.36, p= 0.003) and receive adequate care (AOR 5.43,
CI 2.09–14.29, p < 0.001).

Unmet versus no Need
In the total sample, participants with an unmet need were
more likely to report cognitive decline (AOR 1.04, CI
1.01–1.07, p= 0.023) and lower continuity of care (AOR
0.36, CI 0.14–0.97, p= 0.043). In those with a CMD at
baseline, those categorized as receiving adequate care at
baseline were more likely to also report an unmet need
(AOR 3.73, CI 1.16–12.05, p= 0.027).
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Table 2. Bivariate associations between perceived need for mental health care and study variables

Overall

N=771a
No need

N=521a
Met need

N=128a
Unmet need

N=122a
Met need vs no

need (ref)

Unmet need vs

no need (ref)

Met need vs

unmet need (ref)

N (%)

Odds

ratio p value

Odds

ratio p value

Odds

ratio

p

value

Individual need factors
Course of CMD

No CMD 533 (69.1) 397 (76.2) 60 (46.9) 76 (62.3) REF REF REF

Incident cases 52 (6.7) 24 (4.6) 17 (13.3) 11 (9.0) 4.69 <0.001 2.39 0.023 1.96 0.113

Remission cases 139 (18.0) 85 (16.3) 30 (23.4) 24 (19.7) 2.34 <0.001 1.48 0.139 1.58 0.156

Persistent cases 47 (6.1) 15 (2.9) 21 (16.4) 11 (9.0) 9.26 <0.001 3.83 0.001 2.42 0.031
Number of chronic

physical diseases

<3 physical disorders 245 (32) 185 (36) 22 (17) 38 (31) REF REF REF

≥3 physical disorders 526 (68) 336 (64) 106 (83) 84 (69) 2.65 <0.001 1.22 0.363 2.18 0.011
Mean (SD) Mean (SD) Mean (SD) Mean (SD)

% cognitive decline 0.72 (6.72) 0.50 (6.57) 0.15 (7.37) 2.26 (6.51) 0.99 0.598 1.04 0.010 0.96 0.015
Psychological distress 15.28

(5.39)

13.94

(4.24)

17.94

(6.09)

18.20 (6.71) 1.16 <0.001 1.16 <0.001 0.99 0.745

Anxiety symptoms 2.99 (2.83) 2.34 (2.43) 4.17 (2.93) 4.50 (3.31) 1.28 <0.001 1.32 <0.001 0.97 0.431

Number of daily

hassles

5.07 (3.93) 4.31 (3.57) 6.36 (3.84) 6.95 (4.46) 1.15 <0.001 1.18 <0.001 0.97 0.278

Individual enabling factors
% (SD) % (SD) % (SD) % (SD)

% change in HRQOL 10.19

(66.89)

13.57

(78.44)

0.89

(27.74)

5.55 (32.80) 0.99 0.005 1.00 0.227 0.99 0.147

% change in life

satisfaction

1.78

(18.03)

2.30

(16.34)

2.92

(19.77)

-1.62

(22.31)

1.00 0.736 0.99 0.028 1.02 0.037

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Costs – societal

perspective ($CAN)

14,057

(15,223)

13,088

(13,404)

15,933

(16,990)

16,228

(19,727)

1.01 0.049 1.01 0.036 1.00 0.901

Social deprivation

index

3.18 (1.39) 3.11 (1.40) 3.27 (1.39) 3.34 (1.32) 1.09 0.257 1.12 0.118 0.97 0.714

Material deprivation

index

2.96 (1.35) 2.97 (1.35) 2.96 (1.34) 2.89 (1.38) 0.99 0.918 0.96 0.547 1.04 0.689

Social support 2.79 (0.57) 2.79 (0.59) 2.82 (0.48) 2.80 (0.57) 1.12 0.530 1.03 0.862 1.09 0.714

Continuity of care

index

0.30 (0.24) 0.32 (0.25) 0.30 (0.24) 0.26 (0.21) 0.73 0.444 0.32 0.015 2.28 0.147

Treatment of CMD n (%) n (%) n (%) n (%)

No CMD 533 (76) 397 (82) 60 (58) 76 (71.0) REF REF REF

Inadequate care 101 (15) 68 (14) 17 (17) 16 (15.0) 1.65 0.098 1.23 0.498 1.35 0.445

Adequate care 63 (9) 22 (4) 26 (25) 15 (14.0) 7.82 <0.001 3.56 <0.001 2.20 0.032
Health system enabling factors
Type of primary care

practices

n (%) n (%) n (%) n (%)

Small clinics (< 3 GP) 224 (29.6) 141 (28) 42 (33) 41 (34) 1.29 0.228 1.38 0.141 0.94 0.819

Large clinics (≥ 3 GP) 533 (70.4) 369 (72) 85 (67) 78 (66) REF REF REF

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Attraction index –
general services

48.39

(31.48)

47.32

(30.48)

51.89

(33.34)

49.31

(33.60)

1.00 0.141 1.00 0.525 1.00 0.531

Attraction index –
psychiatric services

5.22 (8.15) 4.87 (7.57) 5.96 (9.38) 5.95 (9.05) 1.02 0.169 1.02 0.186 1.00 0.991

Retention index –
general services

0.64 (0.19) 0.65 (0.20) 0.66 (0.19) 0.62 (0.19) 1.50 0.447 0.58 0.288 2.56 0.151

Retention index –
psychiatric services

0.31 (0.35) 0.31 (0.35) 0.30 (0.35) 0.33 (0.35) 0.97 0.988 1.25 0.440 0.79 0.520

Individual predisposing factors
Sex

Female 434 (56) 272 (52) 88 (69) 74 (61) 2.01 <0.001 1.41 0.093 1.43 0.181

(continued)
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Met versus Unmet Need
In the total sample, older adults with met need, although less
likely to show cognitive decline (AOR 0.95, CI 0.91–0.99, p
= 0.011), were more likely to report at least three physical
disorders (AOR 2.63, CI 1.36–5.08, p= 0.004) and have
an incident (AOR 2.69, CI 1.07–6.77, p= 0.036) and persis-
tent CMD (AOR 3.68, CI 1.43–9.51, p= 0.007).

Discussion
The findings of the current study show that one in three
community-living primary care older adults and one in two
with a CMD report a need for mental health care. In the
overall sample, older adults reporting a met need, versus
unmet and no need, were more likely to have a CMD at base-
line and/or follow-up. Sherbourne et al.’s secondary analysis
of data from a randomized control trial also showed that
adults with depression receiving adequate treatment and
reporting unmet needs for care were more likely to have a
persistent disorder at 18 and 24 month follow-up.8 Older
adults with met needs received care, which may have
increased their likelihood to be diagnosed for their symptoms
and be identified as persistent cases.

In individuals with a CMD at baseline, a need for care
(met or unmet need) versus no need was associated with an
increased likelihood of having had received in the past min-
imally adequate mental health care. Similarly, a primary care

study in the Netherlands showed that adults with either
depression or anxiety receiving guideline-concordant treat-
ment were more likely to perceive a need for medication,
counseling or referral to specialized care.60 The definition
of minimally adequate treatment for CMD in the current
study included outpatient medial consultations, pharmaco-
logical treatment and therapy consultations. Although ade-
quacy of care and PNC were measured at different times,
receiving minimally adequate care might have in part
increased the likelihood in the future of participants receiving
follow-up care meeting or not their perceived needs.

The findings of the current study also showed, in the
overall sample, that those with a met need, as compared to
others, were more likely to report three or more chronic dis-
eases. This is consistent with previous studies,3,61 suggesting
that physical conditions increase the likelihood of receiving
care and therefore the chances of having a mental health
care need met. Also of interest, individuals reporting an
unmet need were more likely to report cognitive decline,
whereas those reporting a met versus unmet need reported
reduced cognitive decline. Although all participants were
cognitively competent at baseline and follow-up, it is possi-
ble that participants referred to their cognitive impairment
symptoms when referring to their mental health. A cross-
sectional study in primary care older adults from the larger
ESA-Services cohort showed that reduced cognitive func-
tioning was associated with low satisfaction with continuity
of care, patient–provider interactions and adequacy of care,

Table 2. Continued.

Overall

N=771a
No need

N=521a
Met need

N=128a
Unmet need

N=122a
Met need vs no

need (ref)

Unmet need vs

no need (ref)

Met need vs

unmet need (ref)

N (%)

Odds

ratio p value

Odds

ratio p value

Odds

ratio

p

value

Male 337 (44) 249 (48) 40 (31) 48 (39) REF REF REF

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Age 72.86

(5.64)

72.86

(5.51)

73.10

(5.76)

72.62 (6.10) 1.01 0.669 0.99 0.673 1.02 0.504

Marital status

Married 507 (66) 348 (67) 79 (62) 80 (66) REF REF REF

Not married 264 (34) 173 (33) 49 (38) 42 (34) 1.25 0.279 1.06 0.797 1.18 0.527

Education

0-7 years 132 (17) 99 (19) 17 (13) 16 (13) REF REF REF

+8 years 638 (83) 421 (81) 111 (87) 106 (87) 1.54 0.128 1.56 0.125 0.99 0.969

Presence of adverse

childhood

experience

Yes 87 (11) 47 (9) 19 (15) 21 (17) 1.76 0.052 2.10 0.009 0.84 0.610

No 684 (89) 474 (91) 109 (85) 101 (83) REF REF REF

aSample sizes vary according to study variable. The largest sample size is presented. There was missing data for the following continuous variables: deprivation

indexes (29), education (1), cognitive decline (2), continuity of care (1), attraction index for psychiatric services (14), change in HRQOL (1), change in

satisfaction with life (8).

Significant results are in bold.

CI: Confidence intervals; CMD: common mental disorders; GP: general practitioners; HRQOL: Health-related quality of life; SD: standard deviation
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and this while controlling for a number of clinical and socio-
demographic factors.62 Additional bivariate analyses showed
that continuity of care in the 3 years following baseline was
not associated with cognitive decline at follow-up. The
results may in part reflect the lack of primary care follow-up
received by older adults reporting cognitive decline, which
may have further influenced their cognitive impairment and
results in reporting unmet mental health needs. Given the
limited number of studies, future research is needed to
better understand the association between cognitive impair-
ment and functioning and perceived need for mental health
care in older adults.

In the overall sample, individuals with met need as com-
pared with no need were also more likely to report a decrease
in HRQOL between baseline and follow-up. This was not
observed for those with unmet need. To our knowledge, no
study has looked at the association between PNC and
change in quality of life.

The current study did not find an association between
costs associated with health service use and perceived need

for mental health care. Similar results have been previously
reported among adults with depression or anxiety.10. From
a societal perspective, including patient preferences and
needs could help to meet patient mental health needs for
care, while also optimising the allocation of mental health
resources.

In summary, the current findings showed that older adults
with unmet needs were more likely to report cognitive
decline, have lower continuity of care and receive adequate
care for CMD. From a clinical perspective, greater efforts
need to be taken to better manage the care of older adults
with cognitive impairment to meet their mental health needs
and delay further cognitive decline. Further, additional analyses
in those with a CMD showed that the need for therapy was the
most needed type of help reported by 48% of older adults with
unmet needs. Although the effectiveness of psychotherapy has
been shown for the treatment of CMD,49,63 their accessibility in
Quebec and Canada have been limited for individuals without
private insurance.64,65 This highlights the increased need for a
publicly funded universal program to improve access to

Table 3. Factors associated with perceived need for mental health care in the overall sample (n=759)

Met need vs no need (ref) Unmet need vs no need (ref) Met need vs unmet need (ref)

Adjusted odds ratio

(95% CI) p value

Adjusted odds ratio

(95% CI)

p

value

Adjusted odds ratio

(95% CI)

p

value

Individual need factors
Course of CMD

No disorder REF REF REF

Incident cases 2.77 (1.30 to 5.94) 0.009 1.03 (0.44 to 2.40) 0.942 2.69 (1.07 to 6.77) 0.036
Remitted cases 1.81 (1.06 to 3.12) 0.030 1.09 (0.61 to 1.92) 0.780 1.68 (0.85 to 3.30) 0.135

Persistent cases 5.39 (2.47 to 11.76) <0.001 1.46 (0.56 to 3.84) 0.441 3.68 (1.43 to 9.51) 0.007
Number of chronic physical

diseases

<3 physical disorders REF REF REF

≥3 physical disorders 1.90 (1.10 to 3.28) 0.022 0.72 (0.44 to 1.18) 0.189 2.63 (1.36 to 5.08) 0.004
% cognitive decline 0.99 (0.95 to 1.02) 0.369 1.04 (1.01 to 1.07) 0.023 0.95 (0.91 to 0.99) 0.011
Psychological distress 1.06 (0.99 to 1.15) 0.099 1.07 (1.00 to 1.16) 0.060 0.99 (0.91 to 1.08) 0.834

Anxiety symptoms 1.07 (0.94 to 1.23) 0.321 1.11 (0.97 to 1.28) 0.125 0.96 (0.83 to 1.12) 0.622

Number of daily hassles 1.00 (0.94 to 1.07) 0.926 1.05 (0.98 to 1.13) 0.136 0.95 (0.88 to 1.03) 0.241

Individual enabling factors
% change in HRQOL 0.99 (0.98 to 0.99) 0.036 1.00 (0.99 to 1.00) 0.372 0.99 (0.99 to 1.00) 0.235

% change in life satisfaction 1.00 (0.99 to 1.01) 0.574 0.99 (0.98 to 1.01) 0.288 1.01 (1.00 to 1.03) 0.169

Costs – societal perspective

($CAN)

1.00 (0.99 to 1.02) 0.953 1.00 (0.99 to 1.02) 0.599 1.00 (0.98 to 1.01) 0.691

Continuity of care index 0.66 (0.27 to 1.65) 0.378 0.36 (0.14 to 0.97) 0.043 1.84 (0.57 to 5.92) 0.309

Individual predisposing factors
Sex

Female 1.49 (0.95 to 2.35) 0.081 1.17 (0.75 to 1.82) 0.489 1.28 (0.73 to 2.24) 0.392

Male REF REF REF

Presence of adverse childhood

experience

Yes 1.45 (0.78 to 2.70) 0.245 1.72 (0.94 to 3.13) 0.078 0.84 (0.41 to 1.73) 0.643

No REF REF REF

Significant results are in bold.

CI: Confidence intervals; CMD: common mental disorders; GP: general practitioners; HRQOL: Health-related quality of life
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psychotherapy. Participants reporting a met need were more
likely to present with a more complex clinical profile including
the presence of a CMD and multiple physical chronic disorders
and lower HRQOL. These findings may in part be explained by
the fact that up to 40% of adults with CMD and other
co-morbidities do not adequately respond to treatment.66,67

Outcomes of interest for older adults with chronic depression
or anxiety may be focused toward improved functioning and
life fulfillment and satisfaction67. Finally, 54% of older adults
with a CMD did not perceive a need for care despite having
mental health symptoms, which calls for research focusing on
factors including coping mechanisms, spontaneous remission
and the use of other types of help for their symptoms (e.g. exer-
cise) to better explain these results.

Overall, physicians need to focus on individuals with cog-
nitive impairment and lower continuity of care, which was
associated with unmet mental health needs. Improved
follow-up in these populations may improve health care
needs and outcomes.

The findings of the current study need to be considered with
the following limitations. First, this cohort study was conducted
among older adults who accepted the linking of their health
survey to medico-administrative data. Additional analyses
showed that participants who accepted and did not accept the
linking of their data were similar in terms of PNC and socio-
demographic factors, thus limiting the potential selection bias.
Fifty percent of the study sample was lost to follow-up. These
participantswere older, less educated, had lower cognitive func-
tioning as well as higher psychological distress and number of
chronic diseases and anxiety symptoms. Given that losses had
more complex clinical profiles, the associations between PNC
and associated health-related outcomes might have been under-
estimated. A classification bias may also be present as physi-
cians are not required to register diagnoses to be paid by the
RAMQ, resulting in the potential under-reporting of mental
health diagnoses in administrative database as previously sug-
gested in a Canadian report.69 This could be even more prob-
lematic in older adults with multiple chronic diseases.69 To

Table 4. Factors associated with perceived need for mental health care in the subsample of older adults with a common mental disorder

(n=160)

Met need vs no need (ref) Unmet need vs no need (ref) Met need vs unmet need (ref)

Adjusted odds ratio

(95% CI) p value

Adjusted odds ratio

(95% CI)

p

value

Adjusted odds ratio

(95% CI)

p

value

Individual need factors
Course of CMD

Remitted cases REF REF REF

Persistent cases 4.33 (1.64 to 11.36) 0.003 1.96 (0.61 to 6.29) 0.259 2.21 (0.70 to 6.99) 0.179

Number of chronic physical

diseases

≥3 physical disorders 1.24 (0.41 to 3.79) 0.701 1.00 (0.24 to 4.22) 0.998 1.24 (0.28 to 5.46) 0.776

<3 physical disorders REF REF REF

% cognitive decline 0.97 (0.92 to 1.03) 0.289 1.01 (0.94 to 1.08) 0.868 0.96 (0.90 to 1.04) 0.326

Psychological distress 1.06 (0.91 to 1.24) 0.459 1.12 (0.95 to 1.33) 0.182 0.95 (0.80 to 1.12) 0.515

Anxiety symptoms 1.13 (0.85 to 1.48) 0.402 1.14 (0.83 to 1.56) 0.431 0.99 (0.72 to 1.36) 0.952

Number of daily hassles 0.95 (0.83 to 1.08) 0.411 1.09 (0.94 to 1.26) 0.264 0.87 (0.75 to 1.01) 0.061

Individual enabling factors
% change in HRQOL 0.99 (0.98 to 1.01) 0.341 0.99 (0.97 to 1.01) 0.258 1.00 (0.98 to 1.03) 0.720

% change in life satisfaction 1.01 (0.99 to 1.04) 0.322 0.99 (0.96 to 1.02) 0.341 1.03 (1.00 to 1.06) 0.071

Costs – societal perspective

($CAN)

0.99 (0.96 to 1.02) 0.413 0.98 (0.94 to 1.01) 0.155 1.02 (0.98 to 1.05) 0.450

Adequacy of care

Yes 5.43 (2.09 to 14.29) <0.001 3.73 (1.16 to 12.05) 0.027 1.46 (0.44 to 4.81) 0.535

No REF REF REF

Continuity of care index 1.41 (0.21 to 9.50) 0.722 0.50 (0.05 to 4.81) 0.545 2.85 (0.28 to 29.51) 0.380

Individual predisposing factors
Sex

Female 0.96 (0.35 to 2.62) 0.937 0.71 (0.21 to 2.37) 0.573 1.36 (0.36 to 5.14) 0.650

Male REF REF REF

Presence of adverse childhood

experience

Yes 0.88 (0.23 to 3.46) 0.861 0.69 (0.12 to 4.00) 0.679 1.28 (0.22 to 7.41) 0.780

No REF REF REF

Significant results are in bold.

CI: Confidence intervals; CMD: common mental disorders; GP: general practitioners; HRQOL: Health-related quality of life
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minimize this potential information bias, we combined self-
reported and administrative data to assess the presence of
CMD. Previous studies have reported low concordance
between self-reported and diagnosed CMD and suggested
using both data sources when available.13, 70 Depression and
anxiety disorders and PNC were measured in the last 6 and
12 months during a face-to-face interview, suggesting the pres-
ence of potential desirability andmemory bias. Further, societal
costs included the portion ofmedication costs covered under the
provincial public drug plan and paid by beneficiaries. A total of
100 participants were not covered under Quebec’s drug plan or
were not covered for the entire study period. Out-of-pocket
costs paid for private insurance were not considered in this
study. No difference was observed between participants
covered and not covered according to the presence of PNC,
and more specifically, perceived need for medication, suggest-
ing that the potential information bias is non-differential.
Medical visits in the RAMQ database are based on physician
billing and it is not always possible to differentiate whether
the visit was a follow-up or assessment. However, the results
seem to show high continuity of care reflecting the potential
for physicians to be able to assess changes in health status.
Finally, the results of the current study are only generalizable
to older adults consulting in primary care clinics and living at
home without significant cognitive impairment.
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