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Chapter 1

Introduction

In the book, Psychiatric Disorders in America (Robins et al., 1991b), an interesting
reference was made to the commission headed by Rosalynn Carter to study the
needs for mental health services in the United States. In expressing her desire to
start off the work of the commission with sound information, the former First
Lady asked some fundamental questions: How many are suffering from mental
health illnesses? Who are they and how are they treated? It became obvious that
adequate answers to those questions could not be offered at that time.
Similar problems confront planners and administrators of mental health services
in northern Ontario. The mission statement of Network North, a major provider
of mental health services in northeastern Ontario, indicates that the organization
“will continue to be a leader in the enhancement of mental health among residents
of northern Ontario...”. To support an effective strategic and program planning
process to achieve this objective, it is important for Network North to know the
extent of mental disorders among residents in its catchment area, the
characteristics of those with mental disorders and those at risk, and how they are
served. To date, Network North has had to rely on limited information (e.g., local
hospital admission statistics), extrapolations of prevalence rates from data
collected in other locations (e.g., the study conducted in Edmonton by Bland,
1988), and other sources of information not directly related to mental health (e.g.,
reports on general health status) to help guide its planning process.
The large-scale collection of data under the Ontario Health Survey (OHS) and the
Ontario Health Supplement (OHSupp) and the release of the survey data by the
Ministry of Health have, to a certain degree, helped overcome the lack of relevant
information. Although the OHS and the OHSupp have their limitations, as will
be discussed later on, they allow many service organizations to be able to identify
the general and mental health status of the populations they target, to assess
health care needs, to know how people use health services, and to have fairly
detailed information about health beliefs and behaviors.
Realizing the usefulness of the survey data especially for defining broad strategic
directions, Network North commissioned the Northern Health Human Resources
Research Unit at Laurentian University to conduct a study of mental health status
and mental health service utilization in northeastern/northern Ontario.
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Purpose of Study
This study examines the mental health status of residents in northeastern or
northern Ontario and how they access mental health services. Without going into
in-depth analyses, it provides a general overview to support Network North’s
strategic planning, service priority setting, and needs-based service requirement
projections.
Outline of Report
The report is organized in a number of chapters.
Chapter 2 describes the
principal data sources used for this report and the treatment of variables. The
third chapter provides an overview of the mental health status of Ontarians,
including an examination of the perceived mental health of individuals, the oneyear prevalence rates of mental disorders, and the prevalence of childhood risk
factors. The focus of the fourth chapter is on mental health service utilization. The
final chapter of this report summarizes the key findings and discusses some of
their implications for Network North.
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Chapter 2 Methodology
The principal data source for this report is the Ontario Health Supplement (OHSupp)
to the Ontario Health Survey (OHS), with some additional information from the OHS
itself. These two surveys are briefly outlined below, relying mostly on descriptions
provided by the Ontario Ministry of Health (MOH 1992a, 1992b, 1992c, 1994, 1995).
In the section below, the surveys are described, followed by a discussion of the
treatment of the variables, the derivation of variable combinations, and the
reportability of computed estimates.
2.1

Nature of the Surveys

2.1.1

The Ontario Health Survey

The Ontario Health Survey is a population-based health survey designed to be
representative of each of the province's 42 Public Health Units (PHUs). Statistics
Canada was contracted by the Ontario Ministry of Health (MOH) to design, select the
PHU samples based on population numbers from the 1986 Census, and to conduct the
survey. The target population within the PHUs consisted of all Ontarians who were
residents of non-institutional dwellings during the survey period from January
through December 1990. A major limitation of the OHS sampling design is the fact
that First Nations people living on reserves and residents of remote locations were
excluded.
The OHS was conducted in two stages. Part 1, a 22-page questionnaire, was
completed by interviewing one member of a sampled household who was
knowledgeable enough to answer questions on behalf of everyone within the
household. Questions dealt with recent or current health problems, disability days,
accidents and injuries, health status, chronic health problems, use of health services,
and demographic information. The 26-page Part 2 questionnaire was administered
within each sampled household to each member 12 years of age or older. The latter
questionnaire was self-completed and dealt with such issues as self-rated health, use
of medicines and drugs, smoking, alcohol use, and nutrition.
The OHS dataset contains responses from 61,239 individuals, weighted to an effective
size of 9,743,720 people in Ontario. Only a small number of the OHS variables are
used in this analysis, those that are seen as most relevant to an analysis of mental
health status.
NHHRRU
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2.1.2

The Ontario Health Supplement

The OHSupp was conducted between November 1990 and March 1991 to supplement
the 1990 Ontario Health Survey. One person 15 years of age or older per household
was randomly selected from roughly half of the households that had participated in
the OHS. Oversampling of people aged 15 to 24 years was done to increase the
precision of the results for this age group. Thirteen thousand individuals were
selected for interview.
After excluding non-responses, questionnaires with
insufficient data, and non-matches with the OHS, the final sample consisted of 9,953
respondents, weighted to an effective size of 7,772,358 people. Age and sex
distributions of the OHS and OHSupp respondents are presented in Appendix A. In
this report, only OHSupp responses from persons aged 15 to 64 years (6.6 million
people) are used as "the prevalence rates of mental disorders were too low for
meaningful analyses" (MOH, 1994, p. 5) for the over-64 age group.
The OHSupp survey consisted of a 102-page questionnaire administered by an
interviewer. The objective of this questionnaire was to obtain information about four
concepts derived from a model of health state and function: childhood risk factors,
associated socio-demographic factors, disordered health state, and consequences. The
characteristics of these concepts are described in Table 2.1 that has been adapted from
Ontario Health Survey 1990: Mental Health Supplement (MOH, 1994).
The interviewer-administered questionnaire consisted mostly of the Composite
International Diagnostic Interview (CIDI), an instrument developed by the World
Health Organization and used to measure mental disorders in the general population.
Responses were used to identify and classify mental health disorders according to the
definitions and criteria contained in the Diagnostic and Statistical Manual of Mental
Disorders, third edition (revised) (DSM-IIIR), published by the American Psychiatric
Association in 1987. The remaining parts of the questionnaire (dealing with
caregiving, disability, use of services, and socio-economic factors) were constructed
by the MOH working group responsible for designing and conducting the OHSupp
(MOH, 1994).
A brief self-administered questionnaire was also used to ask questions about physical
and/or sexual abuse during childhood.
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Table 2.1
Concepts Included in the Ontario Health Supplement

Early Risk Factors

Parental mental disorder, parental history of mental health
problems, marital conflict, death of a family member, socioeconomic status, mobility, failure to graduate from high school,
physical, and sexual abuse as a child

Associated SocioDemographic
Features
Disordered
Health State

Consequences

2.2

Age, gender, marital status, education, income, housing, ethnic
background, employment, and place of residence

Antisocial personality disorder and adult antisocial behavior,
alcohol abuse and/or dependence; drug abuse and/or
dependence; anxiety disorders, including agoraphobia, panic,
simple, and social phobias, and generalized anxiety; affective
disorders, including dysthymia, depression, and manic
disorders; and bulimia nervosa
Limitations on daily living, impaired role performance,
interpersonal dysfunction, dissatisfaction with different aspects
of life, use of inpatient and outpatient services, accessibility of
services, barriers to services, and beliefs about and attitudes
towards health care

Geographical Representations

The geography of health care administration and program planning in Ontario is
reflected in the OHS as all cases are identified by MOH planning region, district
health council, and public health unit. The OHSupp, on the other hand, provides
information only at the planning-region level. But instead of six regions, it shows
information for only five as northwestern and northeastern Ontario have been
combined into a Northern region. The 42 PHUs (Map 2.1, Table 2.2) are used to a
limited extent when OHS data are analyzed and the five MOH Planning Regions
(Map 2.2) are used extensively when OHSupp variables are examined. As illustrated,
northern and southern Ontario have been "split apart" for cartographic convenience.
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Table 2.2
1
3
5
7
10
12
14
16
18
20
22
24
26
28
30
32
34
36
38
40
42

1

Index to Accompany Map 2.1: Abbreviated Names of Ontario Public
Health Units

Algoma
Bruce-Grey-Owen Sound1
Eastern Ontario
Essex-Windsor
Hali.-Kaw.-PineRidge
Hamilton-Wentworth
Huron
King.-Font.-Lennox
Leeds-Grenv.-Lanark
Muskoka-Parry Sound
North Bay
Ottawa-Carleton
Peel
Peterborough
Renfrew
Sudbury
Timiskaming
Etobicoke
Scarborough
York City
Well.-Duffer.-Guelph

2
4
6
9
11
13
15
17
19
21
23
25
27
29
31
33
35
37
39
41
43

Brant
Durham
Elgin-St.Tomas
Haldimand-Norfolk
Halton
Hasts.-Prince Edward
Kent-Chatham
Lambton
Middlesex-London
Niagara
Northwestern
Oxford
Perth
Porcupine
Simcoe
Thunder Bay
East York
North York
City of Toronto
Waterloo
York

Bruce County (originally PHU number 3) and Grey/Owen Sound (originally PHU number 8)
were combined into one PHU Bruce-Grey-Owen Sound in 1989 after the OHS was designed.
Bruce-Grey-Owen Sound was subsequently allocated PHU number 3 and PHU number 8 was
dropped.
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Map 2.3 is used here merely to illustrate how a number of regional estimates are
graphically portrayed. A bar chart is shown for each of the five regions. The
software (MapInfo, 1994) employed to create this map does not provide for a vertical
axis for the separate regional bar charts. To determine the relative range of the
vertical axis, readers are directed to the legend bar chart. In this case, the largest
percentage (15 percent) is shown by the right-most bar in the legend. The heights of
all other bars are made relative to that tallest bar in the legend. Map 2.3 illustrates the
variations in the proportions of Ontarians by MOH planning regions who had
suffered at least one anxiety disorder or at least one mood or affective disorder in the
past year (i.e., year prevalence). The former ranges from 11 percent in the Central
East planning region to 14 percent in the Eastern planning region; the latter ranges
from 4 percent in the Central East to 5 percent in the Central West.
2.3

Mental Disorder Variables

A set of variables were derived from OHSupp measures in order to examine
prevalence rates of mental disorders. For complete details about how mental
disorders were measured, please refer to Appendices B and C.
In this report, 15 mental disorders were examined and grouped into four major
categories. This is summarized in Table 2.3.
Table 2.3
Mental Disorders Examined in the Study
Anxiety Disorders -

Social Phobia, Agoraphobia, Panic Disorder, Generalized
Anxiety Disorder

Affective Disorders -

Dysthymia, Major Depression, Manic Episode

Personality Disorders -

Antisocial Personality Disorder, Adult Antisocial Behavior

Substance Abuse Disorders -

Alcohol Abuse, Alcohol Dependence, Cannabis Abuse,
Cannabis Dependence, Other Substance Abuse, Other
Substance Dependence

Year Prevalence To qualify as a 'yes' for this variable, a respondent would have had at least one of the mental
disorders in the past year. It is important to note that the prevalence estimate for personality
disorders is a lifetime prevalence estimate.
NHHRRU
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It should be noted that bulimia nervosa (recurrent episodes of binge eating) has been
excluded from this list of mental disorders. This is because the almost opposite
disorder, anorexia nervosa (refusal to maintain minimal normal body weight), could
not be accurately classified from the OHSupp questionnaire (MOH, 1994, p. 5).
However, bulimia has been included in the analyses of multiple disorders. It should
also be noted that other mental disorders (e.g., schizophrenia and related psychoses)
have not been included in this report because the “sample did not identify enough
people with these conditions to permit a meaningful study of them” (MOH, 1994, p.
5).
2.4

Childhood Risk Factors

The OHSupp included a brief, self-administered questionnaire. This was designed to
gather information about being physically and/or sexually abused as a child. These
questions were used to derive two variables (physical abuse in childhood and sexual
abuse in childhood) which, for this report, were each categorized as: no, not severe,
and severe.
From the main OHSupp questionnaire, the following five questions were used:
Number of earlier childhood problems? Any juvenile justice involvement? Any child
welfare involvement? Any parental mental disorders? Ever run away from home?
2.5

Service Utilization Variables

Utilization of mental health services was examined. For each type of mental health
service, including outpatient services, inpatient services, and informal care,
respondents were asked to specify the most recent time of their visit using the
following categories: past month, 1-6 months, past year, more than a year ago. All
utilization variables were computed into two broad categories: past year and more
than a year ago. Appendix C lists all the utilization variables used in this report.
2.6

Reportability of Statistical Estimates

Numerical estimates that are reported have been rounded off to the nearest hundred
(e.g., 402,329 reported as 402,300) and percentages to the nearest tenth of a percent
(e.g., 10.46 percent reported as 10.5 percent).
As the OHS and OHSupp were not undertaken as a full enumeration, sampling
variability exists. Therefore, the counts and percentages are annotated according to
NHHRRU
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OHS release guidelines based on categories (see Table 2.4) of a computed statistic
known as the coefficient of variation (CV).

Table 2.4
Coefficient of Variation (CV) Release Categories
Report Symbol
(none)

C.V.
0.0 - 16.5%

Comments
- estimates can be considered
for general unrestricted release.

*

16.6 - 25.0%

- estimates can be considered for
general unrestricted release, BUT
users are warned of high
sampling variability.

**

25.1 - 33.3%

- estimates can be considered for
general unrestricted release when
exact variances are calculated,
BUT users are warned of
very high sampling variability.

33.4% or greater

- estimate not reliable.

---

Source: MOH, 1995.

Statistical comparisons (i.e., tests of differences between estimates) are reported in
standard p-format for two-tailed t-tests. p < .05, for example, indicates that a
difference in estimates is significant at a probability confidence limit of 95 percent. A
series of computer programs were developed to calculate exact standard errors for
the computations of the t-values (see MOH, 1992c and 1995).
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Chapter 3 Mental Health Status
The purpose of this chapter is to provide an overview of the mental health status
of Ontarians aged 15 to 64. The first section presents an overview of Ontarians’
perceived mental health status, in other words, the way Ontarians generally feel
about life. The second section presents the one-year prevalence rates of mental
disorders. This includes describing the one-year prevalence of mental disorders
by gender, age group, and geographic region in Ontario. The following section
examines the prevalence rates of some childhood risk factors. This chapter ends
with a brief comparison of prevalence rates based on the OHSupp and those from
other studies.
Because this report is intended to provide an empirical basis for strategic and
program planning by Network North, the estimated number of people aged 15 to
64 with mental disorders in the Network North catchment area (a population of
about 135,000) will be provided for each major type of disorder. These estimates
are obtained by applying the prevalence rates to the number of people living in
the catchment area1.
3.1

How People Feel About Life

Although the focus of this section is on the prevalence of mental disorders and
what might have influenced these disorders, it is useful to first examine how the
Ontario population felt about life. This may help put into context the prevalence
of mental disorders.
The OHS asked respondents to describe how they felt by selecting one of the
following answers: happy and interested in life, somewhat happy, somewhat
unhappy, unhappy with little interest in life, or so unhappy that life is not
worthwhile. As shown in Map 3.1, 85 percent of Ontarians aged 15 to 64
described themselves as happy and interested in life. Less than 4 percent of the
population described themselves as unhappy. Although these results are
relatively similar across all regions, it is interesting to note that the proportion of
individuals feeling happy and interested in life was slightly lower in the region
of Sudbury, relative to other regions and the province as a whole.

1

Although Network North has different catchment areas for different mental health services, the
estimated catchment area population of 135,000 (aged 15 to 64) is used throughout the report.
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3.2

Prevalence of Mental Disorders

Prevalence rate is used in this report to indicate the total number of individuals
who have an attribute or disease at a particular time (or during a particular period
of time) divided by the population at risk of having the attribute or disease at that
point in time (Last, 1995).
Most of the prevalence rates presented in this report are for Ontarians 15 to 64
years of age. The exceptions are for “conduct disorder,” which are for individuals
between the ages of 15-17, and “antisocial behavior disorder,” which are based on
individuals between the ages of 18-64. It should again be noted that the
prevalence of disorders such as schizophrenia and other psychoses cannot be
reported.
3.2.1 Overview of the One-Year Prevalence of Mental Disorders
Figure 3.1 presents the one-year prevalence rates of major categories of mental
disorders. Overall, 18.3 percent of the population aged 15 to 64, or almost one in
five Ontarians, reported one or more of the mental disorders measured in the
OHSupp. It is worth noting that this number includes individuals with rather
mild mental disorders such as simple phobias (e.g., fear of cats, airplanes, or
elevators) and individuals with rather severe disorders such as major depression.
When this proportion is applied to the Network North catchment area, it is
estimated that about 24,700 individuals would have at least one mental disorder.
As shown in Figure 3.1, the most common mental disorder was anxiety disorder,
with 11.9 percent of the population suffering from this disorder. The next most
common disorders were substance abuse disorders (5.1 percent) and affective
disorders (4.5 percent). Another 2.0 percent of the population suffered from
antisocial behavior disorder.
Contrary to the findings of many studies (e.g., Graham, 1988), the prevalence rates
of mental disorders are very similar for women and men (18.9 percent and 17.6
percent, respectively). In other words, men were as likely as women to suffer
from at least one of the disorders. However, this study finds that men and
women suffered from different types of mental disorder. As shown in Figure 3.1,
the prevalence rates of anxiety and affective disorders were higher among
women, while those of substance abuse and antisocial behavior disorders were
higher among men.
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Figure 3.1

One-Year Prevalence Rates of Mental Disorders for People
aged 15 to 64 by Type of Disorder and Sex
Men (n=3,306,600)

Women (n=3,329,100)

Both
18.9

20%

17.6

18.3

15.1

Percentage

15%
11.9

10%

8.6

8.1
5.7

5.1

4.5

5%

3.4

3.2

2.0

2.1
0.5

**

0%
Anxiety

Affective

Substance
Abuse

Antisocial
Behavior1

One or
M ore
Disorders

Disorders
1

**

Figures refer to antisocial behavior lifetime prevalence rates for persons aged 18 to 64.
Coefficient of variation between 25.1 and 33.3%.

Table 3.1 presents the estimated number of men and women in the Network
North catchment area with mental disorders by type of disorder.

Table 3.1
Estimated Number of Men and Women Aged 15 to 64 in the
Network North Catchment Area with Mental Disorder
Women
Men
Anxiety
Affective
Substance Abuse
Antisocial Behavior
One or More Disorders
NHHRRU

5,800
2,200
5,500
2,500
11,900

10,200
3,800
1,400
400
12,800
15
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Figure 3.2 presents the one-year prevalence rate of one or more mental disorders
by age group. The rates were especially high among the 15-24 age group, where
one in four young men and women had at least one mental disorder. This
proportion dropped to one in five in the 25-44 age group and decreased further in
the 45-64 age group.

Figure 3.2

One-Year Prevalence Rates of One or More Disorders for Men
and Women by Age Group
M en (n=3,329,000)

25%

24.4 24.3
20.1 19.2

20%
Percentage

Women (n=3,306,600)

17.6

18.9

14.7

15%
8.4

10%
5%
0%
15 - 24

25 - 44

45 - 64

Population
15-64

Age Group

3.2.2 Types of Mental Disorder
Figures 3.3 to 3.6 present the one-year prevalence rates of 16 mental disorders
included in the categories described above.
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Anxiety Disorders
There are five anxiety disorders: social phobia, simple phobia, agoraphobia,
panic disorder, and generalized anxiety disorder. Social phobia refers to someone
who has an unreasonably strong fear of social or performance situations in which
embarrassment may occur. Simple phobia refers to someone who experiences a
marked, persistent, and excessive fear of objects or situations (e.g., the fear of
dogs, airplanes, heights, etc.). Agoraphobia refers to someone who experiences
anxiety about being in places or situations from which escape might be difficult or
embarrassing. Common agoraphobic situations include being outside the home
alone, being in a crowd, etc. Panic disorder refers to someone who experiences
recurrent, unexpected panic attacks (sudden onset of intense apprehension,
fearfulness, or terror). Lastly, generalized anxiety disorder refers to someone who
has an unrealistic or excessive anxiety about a number of events or activities
occurring more days than not for a period of at least six months.
Figure 3.3 presents the one-year prevalence rates of these disorders for men and
women aged 15 to 64. As shown, the most common type of anxiety disorder
among women was simple phobia, with 7.8 percent of women suffering from this
disorder. Among men, the most common anxiety disorder was social phobia,
with a rate of about 5 percent. It is worth noting that with the exception of
general anxiety disorder, women were significantly more likely than men to
suffer from anxiety disorders.
Table 3.2 shows the estimated number of men and women in the Network North
catchment area who suffer from different types of anxiety disorder.
Table 3.2
Estimated Number of Men and Women Aged 15 to 64 in the
Network North Catchment Area with Different Types of
Anxiety Disorder1
Men
Women
Social Phobia
Simple Phobia
Agoraphobia
Panic Disorder
General Anxiety Disorder
1

NHHRRU

3,600
2,500
500
500
500

5,100
5,300
1,700
900
500

The numbers do not match those shown in Table 3.1 due to rounding errors
and the fact that the figures in Table 3.1 refer to the numbers of individuals
with one or more mental disorders.
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Figure 3.3

One-Year Prevalence Rates of Anxiety Disorders for Men and
Women Aged 15 to 64 by Type of Anxiety Disorder
M en (n=3,329,100)

Women (n=3,306,600)
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Coefficient of variation between 16.6 and 25.0%.

**

Coefficient of variation between 25.1 and 33.3%.

Affective Disorders
The affective disorder category includes major depression, dysthymia disorder,
and manic disorder. Major depression refers to someone who has a period of at
least two weeks during which there is either a depressed mood (e.g., sad,
hopeless, discouraged, or “down in the dumps”) or a loss of interest or pleasure in
nearly all activities. Dysthymia disorder refers to someone who has a chronically
depressed mood that occurs for most of the day more often than not for at least
two years. Lastly, manic disorders refers to someone who has a distinct period of
an abnormally and persistently elevated, expansive, or irritable mood, followed
by a depressed mood.
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Figure 3.4 shows the one-year prevalence rates of affective disorders for men and
women aged 15 to 64 by type of disorder. Overall, women were more likely than
men to suffer from at least one of the affective disorders (5.7 percent and 3.2
percent, respectively). With respect to the specific types of affective disorder,
there was a significant difference only in relation to major depression which was
more common in women than men, with rates of about 5 percent and 3 percent,
respectively.

Figure 3.4

One-Year Prevalence Rates of Affective Disorders for Men and
Women Aged 15 to 64 by Type of Affective Disorder
M en (n=3,329,000)

Women (n=3,306,600)
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Table 3.3 presents the estimated number of men and women in the Network
North catchment area who had different types of affective disorder.

NHHRRU

19

Mental Health Status and Service Utilization

Table 3.3
Estimated Number of Men and Women Aged 15 to 64 in the
Network North Catchment Area Who Suffer from Different
Types of Affective Disorder1

Major Depression
Dysthymia Disorder
Manic Disorder

1

Men

Women

1,800
500
400

3,500
500
300

The numbers do not match those shown in Table 3.1 due to rounding errors
and the fact that the figures in Table 3.1 refer to the numbers of individuals
with one or more mental disorders.

Substance Abuse Disorders
As noted earlier, substance abuse disorders are the second most common
disorder. About 5 percent of the population suffered from at least one of the
following substance abuse disorders: alcohol abuse/dependence, cannabis
abuse/dependence, or other substance abuse such as opioid, sedative, cocaine,
amphetamine, hallucinogen, inhalant, and psychoactive substances. Substance
dependence is a maladaptive pattern of substance use or continued use of
substance despite adverse consequences. Substance abuse, on the other hand, is a
residual category for noting maladaptive patterns of substance use which do not
meet the criteria for dependence. Substance abuse is therefore less serious than
substance dependence. It should be noted that the prevalence rates of specific
substance abuse disorders cannot be reported by gender because the numbers
were too small to provide reliable estimates.
Figure 3.5 shows that the most common disorder was alcohol dependence. About
3 percent of Ontarians aged 15 to 64 suffered from this disorder. An additional
1.5 percent of the population suffered from alcohol abuse and only 0.5 percent*
and 0.6 percent* suffered from cannabis abuse and cannabis dependence,
respectively.
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Figure 3.5

One-Year Prevalence Rates of Substance Abuse Disorders for
People Aged 15 to 64 by Type of
Substance Abuse Disorder
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Table 3.4 presents the estimated number of people in the Network North
catchment area with substance abuse disorders.

Table 3.4
Estimated Number of People Aged 15 to 64 in the Network North
Catchment Area with Substance Abuse Disorders1
Alcohol Abuse
Alcohol Dependence
Cannabis Abuse
Cannabis Dependence
Other Substance Abuse
1

2,000
3,900
700
800
400

The numbers do not match those shown in Table 3.1 due to rounding errors and
the fact that the figures in Table 3.1 refer to the numbers of individuals with
one or more mental disorders.
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Antisocial Behavior Disorders, Conduct Disorders, and Bulimia Nervosa
Figure 3.6 presents the lifetime prevalence rates of personality disorders for
people aged 18 to 64, the one-year prevalence rates of conduct disorders for
adolescents aged 15 to 17, and the one-year prevalence rates of bulimia nervosa
for people aged 15 to 64. All these disorders cannot be reported by gender
because the numbers are too small.
Antisocial behavior disorders are behaviors that are disruptive or harmful to
society as a whole such as deliberately starting fires, getting into fights,
participating in illegal activities, etc. It is worth noting that adult antisocial
behavior is less serious than antisocial personality disorders. A small proportion
of people between the ages of 18 and 64 years suffered from antisocial behavior
disorders. More specifically, 0.5 percent* suffered from adult antisocial behavior
and 1.5 percent from antisocial personality disorder. A similar disorder that is
only applicable to people from 15 to 17 years of age is conduct disorder. Almost
18 percent of adolescents suffered from conduct disorder (9.9 percent among
adolescent girls and 25.2 percent among adolescent boys).
Another disorder that is presented in Figure 3.6 is bulimia nervosa. Bulimia
nervosa refers to someone with recurrent episodes of uncontrolled excessive
eating (binge eating). According to the OHSupp, 0.5 percent* of people aged 15 to
64 suffered from this disorder.
Table 3.5 presents the estimated number of people in the Network North
catchment area with antisocial disorders, conduct disorders, and bulimia nervosa.
Table 3.5
Estimated Number of People in the Network North Catchment
Area with Antisocial Behavior Disorders, Conduct Disorders,
and Bulimia Nervosa1
Antisocial Personality Disorder2
Adult Antisocial Behavior Disorder2
Conduct Disorder3
Bulimia Nervosa
1

2
3

1,900
600
1,800
700

The numbers do not match those shown in Table 3.1 due to rounding errors and
the fact that the figures in Table 3.1 refer to the numbers of individuals with one
or more mental disorders.
Estimated number for those aged 18 to 64 (population of about 125,000).
Estimated number for those aged 15 to 17 (population of about 10,000).
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Figure 3.6

Lifetime Prevalence Rates of Antisocial Disorders
(aged 18 to 64), One-Year Prevalence Rates of Conduct Disorders
(aged 15 to 17), and Bulimia Nervosa (aged 15 to 64)
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3.2.3 Regional Differences in the Rates of Mental Disorders
Similar to the province as a whole, the most common category of mental disorder
in each region was anxiety disorders. The prevalence rates ranged from a low of
10.5 percent in Central East to a high of 14.3 percent in the East. In the North, 13.7
percent suffered from anxiety disorders in the year before the survey. With
respect to affective disorders, there were few differences between the five
planning regions. The proportions ranged from 3.9 percent in Central East to 4.9
percent in the East. Similarly, substance abuse disorders showed little variation,
ranging from 6.8 percent in Central West to 4.0 percent in Central East. In
northern Ontario, 6.1 percent suffered from substance abuse disorders. Lastly, for
antisocial behavior disorders, the rates are again very similar, ranging from 2.8
percent in the North to 1.7 percent in Central East.
In order to provide more detailed information, comparative prevalence rates for
each region for men and women are presented in Maps 3.2 and 3.3, respectively.
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3.3

Prevalence of Childhood Risk Factors

Childhood risk factors, or early risk factors, are “experiences, events or
characteristics that are present in childhood or early adolescence, and that
increase the chances of mental disorder in late adolescence or adulthood” (MOH,
1994, p.3). The presence of childhood risk factors may also prompt individuals to
seek mental health services. In this study, seven childhood risk factors were
examined: childhood problems, involvement with the juvenile justice system,
involvement with the child welfare system, physical abuse, sexual abuse, parental
mental disorders, and running away from home. The findings are displayed in
Figure 3.7. It is worth noting that, in this section, the term prevalence rate refers
to an event that occurred anytime prior to the survey unless otherwise noted.

Figure 3.7

Prevalence Rates of Childhood Risk Factors
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The most common childhood risk factor was the presence of parental mental
disorders. About 34 percent of the population had parents who had at some point
of their life suffered from one or more mental disorders such as depression,
substance abuse, etc. The next most frequently reported risk factors were physical
abuse (25.0 percent) and childhood problems (9.0 percent). Another 8.6 percent
reported experiencing sexual abuse during childhood and 6.1 percent had run
away from home several times before the age of 16.
In this report, physical abuse refers to those who were physically abused as a
child by an adult who either kicked, bit, punched them, or hit them with
something. Sexual abuse refers to those who as a child had an adult threaten to
have sex with them, or touched the sex parts of their body, or tried to have sex
with them.
The less common childhood risk factors were involvement with the juvenile
justice system (3.8 percent) and involvement with the child welfare system (3.6
percent). Involvement in the juvenile justice system refers to someone who had
stayed overnight in a juvenile/detention center or jail or were in court before the
age of 16 for anything they had done. On the other hand, involvement with the
child welfare system refers to someone who had stayed overnight in a foster or
group home or had seen or talked to anyone from Children’s Aid Society about
difficulties at home.
Overall, 51 percent of the people aged 15 to 64 had experienced at least one risk
factor during their childhood. Applying this proportion to the Network North
catchment area, it is estimated that approximately 69,100 people would have
experienced at least one childhood risk factor. Interestingly, the rates are similar
for men and women (51.7 percent and 50.6 percent, respectively). However, there
are differences with respect to the types of risk factor experienced by men and
women. Men were more likely than women to have experienced physical abuse,
childhood problems, and involvement with the juvenile justice system. Women,
on the other hand, were more likely to have experienced sexual abuse and
involvement with the child welfare system.
Table 3.6 presents the estimated number of men and women in the Network
North catchment area who would have experienced risk factors during their
childhood.
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Table 3.6
Estimated Number of Men and Women Aged 15 to 64 in the
Network North Catchment Area Who Would Have Experienced
Risk Factors During Childhood

3.4

Men

Women

Childhood Problems
Involvement with the Juvenile Justice System
Involvement with the Child Welfare System
Physical Abuse
Sexual Abuse
Parental Mental Disorders
Running Away from Home

7,300
4,100
2,200
19,800
2,800
20,600
4,400

4,900
900
2,800
13,800
8,700
25,400
3,800

At least One Childhood Risk Factor

34,900

34,200

Suicides

A strong relationship between mental disorder and suicide has been suggested by
past studies. According to the Sudbury and District Health Status Report (1992),
suicide is one of eight leading causes of death in the Manitoulin and Sudbury
Districts and a major contributor to potential years of life lost. In the OHS,
respondents were asked if they had ever seriously thought about committing
suicide and whether they had ever tried to commit suicide. The findings are
presented in Table 3.7.
Overall, close to 12 percent of the population aged 15 to 64 had contemplated
committing suicide. Women were slightly more likely than men to have thought
about committing suicide. About 22 percent of those who had contemplated
committing suicide reported actually trying to commit suicide. Again, women
were more likely than men to have attempted to commit suicide. The estimated
numbers of people with suicide thought and suicide attempt in the Network
North catchment area are shown in Table 3.7.
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Table 3.7
Estimated Number of Men and Women Aged 15 to 64 with Suicide
Thought and Suicide Attempt in the Network North Catchment
Area

Suicide Thought
Suicide Attempt1

Men

Women

Both

10.2 (6,900)
19.9 (1,400)

12.8 (8,600)
24.4 (2,100)

11.6 (15,500)
22.4 (3,500)

Note:
1 Represents the proportion of those who had thought about committing suicide.

3.5

Relationship Between Mental Disorders and Childhood Risk Factors

Figure 3.8 presents the proportion of Ontarians aged 15 to 64 who had
experienced a mental disorder, a childhood risk factor, or both. Slightly over 40
percent of these people did not have a mental disorder and had not experienced a
negative event during childhood.
It has been noted earlier that the OHSupp survey was based on the assumption
that childhood risk factors increase the chances of mental disorder. Figure 3.8
shows that of those who had experienced childhood risk factors, only about a
quarter were classified by the OHSupp as having a mental disorder. The others
did not have a mental disorder at the time of the survey. On the other hand, close
to 30 percent of those classified as having a mental disorder did not report having
experienced any childhood risk factors.

NHHRRU

29

Mental Health Status and Service Utilization

Figure 3.8

Proportion of Ontarians Aged 15 to 64 Who Had Experienced a
Mental Disorder, Childhood Risk Factor, or Both
(n=6,635,700)
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Only
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3.6

Prevalence Comparisons

To provide a comparative context for understanding the extent of mental
disorders in Ontario, a literature review was conducted of studies of prevalence of
mental disorders in North America. Prevalence studies of mental disorders are a
relatively recent phenomenon and many of the initial studies varied considerably
in methodology, making it difficult to determine whether differences in
prevalence are attributable to the populations studied, the methods employed, or
both. For example, Regier (1984) referred to three studies that reported
prevalence rates of 81 percent, 57 percent, and 24 percent.
However, in recent years, improvements have been achieved in the classification
of mental disorders and in survey methodology. The Epidemiologic Catchment
Area (ECA) studies conducted in different sites in the United States (US) represent
a major advancement in this kind of research. The only Canadian research using
a similar methodological approach was conducted by Bland and associates (Bland
et al., 1988, 1990) in Edmonton, Alberta. Because these studies and the present
NHHRRU
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study share many common methodological characteristics, their reported
prevalence rates were compared. In addition, several studies that examine the
extent of physical and sexual abuse were reviewed. Their prevalence rates were
compared to those reported in the present study. The prevalence rates of mental
disorders and some childhood risk factors obtained from these studies and a more
detailed discussion of their similarities and differences can be found in Appendix
D.
Generally speaking, the ECA studies, the Edmonton study, and the present study
show a high degree of consistency with respect to the lifetime prevalence rates of
many mental disorders. For instance, all three sets of data indicate that
approximately one-third of the population studied has met criteria for having had
a mental disorder at some point in life. Different prevalence rates for men and
women are also consistently reported with the latter having generally higher
prevalence for affective and anxiety disorders and the former having higher
prevalence for antisocial personality disorders and substance abuse disorders.
The consistency of the major findings increases one’s confidence in the soundness
of the OHSupp survey methodology and the quality of the data.
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Chapter 4 Mental Health Services Utilization
The focus of this chapter is on mental health service utilization in Ontario. Service
utilization refers to the types of services used and the extent of utilization,
including both formal services (e.g., outpatient and inpatient services) and
informal services (e.g., support group services). Outpatient services are found in
a variety of settings, ranging from hospital emergency rooms to doctors’ offices to
drop-in centers. Inpatient services refers to services requiring at least an
overnight stay at a hospital or other facility (e.g., a facility specializing in
alcohol/drug treatment) for mental health reasons. Lastly, informal care includes
telephone hotlines, self-help groups, and vocational programs.
The literature on mental health service utilization reports different findings that
could be attributed to differences in study methodology and/or population.
Nevertheless, previous studies provide a useful comparison with the Ontario
situation. For instance, Regier et al. (1993) found that 14.7 percent of the US
population had reported using mental health and addictive services in a one-year
period. Bland et al. (1990), in their Edmonton survey, found that 12.9 percent of
the population had consulted some caregivers for mental health reasons in the
year prior to the survey. These researchers also reported that family physicians
accounted for the greatest number of consultations, followed by psychologists,
social workers, and psychiatrists. There is also agreement that women are more
likely than men to use mental health services. Furthermore, only a small
proportion of those with mental disorders actually use services.
This chapter is organized in the following way:
•

An overview of the use of mental health services in Ontario and by planning
region using spatial analysis. Although the focus of the study is on northern
Ontario, it is necessary to examine the north in a broader provincial context.

•

An examination of the utilization of outpatient services, inpatient services, and
informal care.

•

An overview of the use of mental health services by those with specific mental
health disorders and those who had experienced childhood risk factors.
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4.1

Use of At Least One Mental Health Service

Figure 4.1 presents the proportion of Ontarians aged 15 to 64 receiving any form
of mental health service. In the year prior to the OHSupp survey, 7.7 percent
(509,400) of Ontarians used at least one type of service for mental health reasons.
Another 11.5 percent (761,600) reported using services more than one year prior to
the survey. In sum, about 19 percent of the Ontario population aged 15 to 64 used
some type of service sometime in their life.

Figure 4.1

Proportion of Ontarians Aged 15 to 64 Who Used At Least One
Service for Mental Health Reasons
(n = 6,635,700)

Never
80.8%

> 1 Year Ago
11.5%

Past Year
7.7%

4.1.1 Regional Differences in Utilization of At Least One Mental Health Service
There are some regional variations in the utilization of mental health services but
there are no consistent patterns. As shown in Map 4.1, the largest proportion of
people who used at least one type of service in the one-year period prior to the
OHSupp survey can be found in the East (9.5 percent). The proportions are
somewhat lower in South West (8.9 percent), the North (8.2 percent) and Central
West (7.6 percent), and the lowest in Central East (6.7 percent).
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4.1.2

Types of Services Used

The formal mental health care system consists of psychiatric hospitals, general
hospital psychiatric departments, and community mental health agencies. In the
present report, hospital-based services are referred to as inpatient services and
community-based services as outpatient services. Mental health services are also
provided by a host of volunteer agencies, family members, and self-help
organizations. These are called informal care.
In the one-year prior to the survey, 7.2 percent of Ontarians used outpatient
services for mental health reasons. Another 1.4 percent of the population used
informal care, and only 0.3 percent** used inpatient services. It should be pointed
out that the low rate of inpatient service utilization is partly explained by the fact
that people in institutions were not included in the OHSupp survey.
Regional comparisons are presented in Map 4.1. The majority of people in each
region used outpatient services to a greater extent than any other type of mental
health service. However, with the exception of Central East and Central West,
northerners were less likely than those in the other regions and the province as a
whole to use outpatient services (e.g., 7.0 percent of northerners used outpatient
services, compared to 8.3 percent in South West, 9.1 percent in the East, and 7.2
percent in Ontario).
In contrast, a very different pattern emerged for inpatient service utilization. As
shown in Map 4.1, only the East had reportable figures. In this region, 1.1
percent** of users indicated having used inpatient services during the one-year
period. The proportions in the North, South West, Central West, and Central East
were somewhere below the provincial average of 0.3 percent**.
Northerners were more likely than all other regions to use informal care (e.g., 2.6
percent of northerners used informal care, compared to 2.3 percent* in Central
East, 1.5 percent* in the East, 1.3 percent** in South West, and 1.1 percent** in
Central East). The utilization rate in the North is also higher than the provincial
average of 1.5 percent.
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Figure 4.2

Proportion of People Aged 15 to 64 Who Used Services in the OneYear Period Prior to the Survey by Type of Service
(n=509,400)
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4.2

Utilization of Outpatient Mental Health Services
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In the year prior to the OHSupp
survey, 7.2 percent of Ontarians aged
15 to 64 used outpatient mental
health services. Extrapolating this
proportion to the Network North
catchment area, it is estimated that
about 9,700 individuals would use
outpatient services in a one-year
period.
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4.2.1

Characteristics of Outpatient Service Users

Table 4.1 summarizes the characteristics of Ontarians aged 15 to 64 who used
outpatient services in the 12-month period prior to the survey by age, gender,
marital status, and level of education. Information on differences between regions
are presented in Maps 4.2, 4.3, and 4.4.
Gender differences
Women used outpatient services more often than men (p<.001). As shown in
Table 4.1, 9.3 percent of women used outpatient services during the one-year
period prior to the survey, compared to 5.1 percent of men.
An examination of the data by region reveals that, with the exception of South
West, women in northern Ontario were more likely than those in other regions to
use outpatient services for mental health reasons. As shown in Map 4.2, 11.0
percent of women in northern Ontario used outpatient services, compared to 10.5
percent in the East, 8.6 percent in Central East, and 7.7 percent in Central West.
On the contrary, men in northern Ontario were less likely than men in all other
regions to use outpatient services (e.g., 3.2 percent of men in the North compared
to 4.0 percent in Central East, 5.0 percent in South West, 6.4 percent in Central
West, and 7.8 percent in the East). Extrapolating these proportions to the
population of the Network North catchment area, it is estimated that
approximately 7,400 women and 2,200 men aged 15 to 64 would use outpatient
services for mental health reasons during a one-year period.
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Table 4.1
Characteristics of Ontario Residents Aged 15 to 64 Who Used Outpatient
Services in the One-Year Period Prior to the Survey

Characteristic

Number

Proportion of
Users (%)
(n=467,900)

% of
Population
Group1

Gender
Male
Female

167,600
309,300

35.1
64.9

5.1
9.3

Age
15-24
25-44
45-64

82,000
273,200
121,700

17.2
57.3
25.5

5.8
8.4
6.2

Marital Status
Married or Common Law
Single
Widow/Separated/Divorced

275,400
140,500
61,000

57.7
29.5
12.8

6.2
7.9
15.2

Level of Education
Primary
Secondary
Post-secondary

32,400
224,300
214,400

6.9
47.6
45.5

8.0**
6.7
7.6

Note:
1 The percent of the population group has been computed as follows: (Number of service users with
characteristic) / (Population with characteristic)
** Coefficient of variation between 25.1 and 33.3%.

Age differences
Table 4.1 shows that adults, aged 25 to 44, were more likely than the two other age
groups to use outpatient services (p<.001). More specifically, 8.4 percent of those
aged 25 to 44 used outpatient services, compared to 6.2 percent of the those aged
45 to 64, and 5.8 percent of those in the 15-24 age group.
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When different age groups were compared between planning regions, patterns
similar to the provincial picture emerged. In all regions, it is the 25-44 age group
that was most likely to use outpatient services (see Map 4.3).
Marital status differences
With respect to marital status, 15.2 percent of those who were
widowed/separated/divorced used outpatient services for mental health reasons
during the one-year period prior to the survey, compared to 7.9 percent of those
who were single, and 6.2 percent of those who were married or living in common
law (p<.001). Regional variations were examined but the patterns were found to
be the same as those for the overall Ontario population.
Educational level differences
Table 4.1 shows that people with no educational background beyond primary
school were more likely to use outpatient services than those with higher levels of
education (p<.001). In the one-year prior to the OHSupp survey, 8.0 percent of
people with primary education used outpatient services for mental health reasons,
compared to 7.6 percent of people with post-secondary education, and 6.7 percent
of those with secondary education.
With regard to regional differences, South West and the North deviated from the
provincial norm. In the South West planning region, it is those with postsecondary education, rather than those with a primary school background, who
were more likely to use outpatient services (see Map 4.4). In contrast, in the North
planning region, it is those with a secondary school background who were more
likely to use outpatient services.
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4.2.2 Outpatient Settings
Respondents were asked to specify the venues where they received mental health
services. Not surprisingly, the most frequently visited setting was a doctor’s
office. That is, 4.5 percent of the Ontario population aged 15 to 64 visited a
doctor’s office for mental health reasons. It is worth noting that the proportion of
Ontarians who receive mental health treatment at a doctor’s office is low in
comparison to the 7.8-percent estimate according to Bland et al. (1990) and the
10.9-percent estimate according to Regier et al. (1993).
Another 0.9 percent of Ontarians went to drop-in centers and social service
agencies. Hospital emergency departments and psychiatric clinics were each used
by 0.4 percent* of the population. Another 0.3 percent** visited drug and alcohol
outpatient clinics.
Figure 4.3 shows the proportion of service users by type of outpatient setting.
More than half of the service users visited a doctor’s office for mental health
reasons (58.6 percent). The next most commonly visited settings were drop-in
centers (12.2 percent) and social service agencies (11.8 percent). Hospital
emergency departments were used by 5.8 percent* of the service users. The less
frequently used outpatient settings were specialty clinics such as psychiatric
outpatient clinics (4.8 percent*) and drug and alcohol outpatient clinics (3.4
percent**).
Number of Outpatient Settings Visited
Of the 476,900 Ontarians who used outpatient services in the one-year period prior
to the OHSupp survey, 66.7 percent visited only one type of outpatient setting,
13.5 percent visited two types of settings, and 3.0 percent visited three or more
types of settings. It should be noted that there was no information from 16.8
percent of the outpatient users.
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Figure 4.3

Percent of People Aged 15 to 64 Who Used Services in the
One-Year Period Prior to the Survey by Type of Outpatient Setting
(total number using services=509,400)
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No te : P ercentages do not add up to 100 percent becaus e s ome res pondents vis ited more than one type of outpatient s etting.
*
Coefficient of variation between 15.1and 25.0%. ** Coefficient of variation between 25.1and 33.3%.

Types of Outpatient Setting Visited by Women and Men
Women were more likely than men to visit a physician’s office. As shown in Table
4.2, 61.9 percent of women, compared to 53.2 percent of men, visited a doctor’s
office. Women were also more likely to use psychiatric outpatient clinics. Male
users, on the other hand, were more likely to receive mental health services from
drop-in centers and hospital emergency departments.
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Table 4.2
Number and Percentage of Women and Men Aged 15 to 64 Who
Used Services in a One-Year Period by Type of Outpatient Setting
Type of Outpatient
Setting

Women1
(n=320,800)

(n=188,600)

Hospital Emergency
Department

15,500
4.8%**

14,100
7.5%**

Psychiatric Outpatient
Clinic

17,000
5.3%**

---

---

---

Doctor’s Office

198,500
61.9%

100,300
53.2%

Social Service Agency

38,600
12.0%*

21,600
11.5%**

Drop-In Center

35,600
11.1%*

26,300
13.9%*

Drug & Alcohol
Outpatient Clinic

Men1

Note:
1 Percentages do not add up to 100 percent because some respondents may have
visited more than one type of outpatient setting.

Although it is not shown in Table 4.2, because the numbers are too small to report,
drug and alcohol outpatient clinics were least frequently visited. It is worth
noting that women were more likely to use drug and alcohol outpatient clinics
than men in spite of the fact that substance-use disorders were more commonly
found among men.
Regional Differences in Types of Outpatient Settings Visited
Table 4.3 presents the numbers and percentages of people aged 15 to 64 in five
planning regions who used services in the one-year period prior to the survey by
type of outpatient setting. Northern Ontario residents were more diversified in
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their choice of outpatient settings than elsewhere. For instance, while they were
less likely than those in the South West and East regions to visit physician offices,
a sizable number of people went to hospital emergency departments and
outpatient clinics for mental health reasons. This could be due to the fact that
because of a shortage of physicians, particularly psychiatrists, in many northern
Ontario communities, people requiring mental health services sought help
wherever it was available, including hospital emergency departments and social
service agencies.

Table 4.3
Number and Percentage of People Aged 15-64 in Five Planning Regions Who
Used Services in a One-Year Period by Type of Outpatient Setting

Type of Setting

North

(pop=574,500)

South
West

Region
Central
West

East

Central
East

(pop=930,800)

(pop=885,000)

(pop=1,249,900)

(pop=2,995,500)

4,400
0.8%**

----

----

----

----

4,400
0.8%**

6,000
0.7%**

----

20,900
0.7%**

----

23,200
4.0%

49,900
5.6%

47,000
3.8%

116,700
3.9%

62,000
6.7%

8,400
1.5%

11,500
1.3%*

16,500
1.3%*

19,900
0.7%**

----

5,000
0.9%**

----

14,300
1.1%**

22,900
0.8%**

14,100
1.5%**

Hospital
Emergency
Number
% of Population

Psychiatric/
Drug & Alcohol
Outpatient Clinic
Number
% of Population

Doctor’s Office
Number
% of Population

Social Service
Agency
Number
% of Population

Drop-In Center
Number
% of Population
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Table 4.4 presents the estimated numbers of people in the Network North
catchment area who would obtain services in various settings in a one-year period.

Table 4.4
Estimated Number of People Aged 15 to 64 in the Network North Catchment
Area Who Would Use Mental Health Services in a One-Year Period by Type of
Outpatient Setting
Doctor’s
Office

Drop-In
Center

Social Service
Agencies

Hospital
Emergency
Department

Psychiatric
Outpatient
Clinic

Drug &
Alcohol
Outpatient
Clinic

6,100

1,300

1,200

600

500

400

4.2.3

Types of Providers Seen

Respondents were also asked to specify the types of provider they saw in the oneyear period prior to the survey. The most frequently consulted provider was a
general practitioner/family physician. More specifically, 3.8 percent of the
population aged 15 to 64 saw a family doctor for mental health reasons. Applying
this proportion to the Network North catchment area, it is estimated that
approximately 5,100 people would visit a family doctor for mental health reasons
during a one-year period (see Table 4.6). Another 1.9 percent of the population
visited a psychiatrist, 1.7 percent received help from a social worker, and 0.9
percent saw a psychologist.
Figure 4.4 presents the proportion of people who used services in the one-year
period prior to the survey by type of provider seen. Close to half of the service
users saw a family doctor for mental health reasons. As a comparison, the
Edmonton study (Bland et al., 1990) reports that 40.6 percent of users consulted a
family physician for emotional problems. According to the Graham report
(Graham, 1988), “primary care physicians can spend up to 30 percent of their time
handling emotional or psychiatric problems and at least 50 percent of all
psychiatric problems are managed solely by family physicians” (p.19).
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Figure 4.4

Percent of People Aged 15 to 64 Who Used Services in the
One-Year Period Prior to the Survey by Type of Provider Seen
(total number using services=509,400)
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Nurs e/ O.T. Cardiologis t

Other

No te : P ercentages do not add up to 100 percent becaus e s ome res pondents may have s een more than one type of provider.
* Coefficient of variation between 15.1and 25.0%.

After family physicians, psychiatrists (at 24.1 percent) and social workers (at 22.0
percent) were the most frequently consulted providers. About 12 percent of the
service users received help from a psychologist and another 10.6 percent*
consulted a clergy.
Regional Differences in Types of Provider Seen
Table 4.5 shows the numbers and percentages of people in five planning regions
who used the services provided by different types of provider in the one-year
period prior to the survey. Similar to the findings reported for the province as a
whole, service users in each region consulted a family physician more often than
any other type of mental health provider.
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Table 4.5
Number and Percentage of People Aged 15-64 in Five Planning Regions Who
Used Services in the One-Year Period Prior to the Survey by Type of Provider

Type of Provider

Central East
(pop=2,995,500)

(pop=930,800)

(pop=885,000)

Region
Central
West

(pop=1,249,900)

8,900
1.5%*

16,600
1.9%*

12,200
1.0%**

64,200
2.1%

21,000
2.3%*

22,700
4.0%

34,900
3.9%

46,800
3.7%

103,700
3.5%

46,300
5.0%

7,000
1.3%*

8,800
1.0%**

16,400
1.3%**

----

14,300
1.5%

12,700
2.2%

17,300
2.0%*

26,500
2.1%*

39,400
1.3%*

16,000
1.7%**

7,000
1.2%*

9,400
1.1%**

23,400
1.9%*

----

----

North

(pop=574,500)

South
West

East

Psychiatrist
Number
% of Population

General
Practitioner
Number
% of Population

Psychologist
Number
% of Population

Social Worker
Number
% of Population

Clergy
Number
% of Population

As noted earlier (see Section 4.2.3), for the province as a whole, the second and
third most frequently consulted health care providers were psychiatrists (1.9
percent) and social workers (1.7 percent). However, for the North region, the
reverse pattern was found. In this region, social workers (2.2 percent) were seen
more often than psychiatrists (1.5 percent).
Table 4.6 presents the estimated numbers of people in the Network North
catchment area who would see different types of provider for mental health
reasons.
NHHRRU

49

Mental Health Status and Service Utilization

Table 4.6
Estimated Number of People Aged 15 to 64 in the Network North Catchment
Area Who Would Use Mental Health Services in a One-Year Period by Type of
Provider
General
Practitioner

Psychiatrist

Social
Worker

Psychologist

Clergy

Nurse / O.T.

5,100

2,600

2,300

1,200

1,100

700

4.3

Utilization of Inpatient Services

Never
96.7%
> 1 Year
2.9%
Past
Year
0.3%

Survey respondents were asked to
indicate whether they had ever been
admitted for an overnight stay at a
hospital or other facility for mental
health reasons. The data show that
0.3 percent** of the Ontario population
aged 15 to 64, or 22,200 individuals,
used inpatient services in the oneyear period prior to the OHSupp
survey and another 2.9 percent of the
population, or 194,000 individuals,
used such services more than one
year prior to the survey.

Extrapolating this proportion to the population of the Network North catchment
area, it is estimated that approximately 400 people aged 15 to 64 would use
inpatient services in a one-year period. Again, it should be noted that this is likely
to be an under-estimation since the OHSupp survey did not sample those who
were institutionalized.
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4.3.1

Characteristics of Inpatient Service Users

In order to better understand those who used inpatient services, the characteristics
of inpatient service users were compared to those of outpatient service users.
Men were more likely than women to use inpatient services. Inpatient service
users also tended to be single. Lastly, with respect to age, no major differences
were found between outpatient and inpatient service users. Individuals aged 25
to 44 were somewhat more likely than other age groups to use inpatient services.
Because the number of inpatient service users is relatively small, regional
differences with respect to the characteristics of users cannot be reported.
4.4

Utilization of Informal Care

Never
95.9%
> 1 Year
2.5%
Past
Year
1.5%

Respondents were asked to indicate
whether they had ever used informal
care, such as telephone hotlines, selfhelp
groups,
and
vocational
programs, for mental health reasons.
It was found that 1.5 percent of the
Ontario population aged 15 to 64
years, or 101,500 individuals, used at
least one type of informal service in
the one-year period prior to the
OHSupp survey. An additional 2.5
percent, or 168,100 individuals, used
at least one informal service more
than one year prior to the survey.

This is somewhat comparable to the ECA studies which found that 0.7 percent of
the US population had received mental health care from self-help groups in a oneyear period and 3.5 percent of the US population had turned to family and friends
for such care. Based on these figures, Network North can expect that
approximately 2,000 people living in its catchment area would use informal
services for mental health reasons during a one-year period.
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Figure 4.5 presents the types of informal services used for mental health reasons.
Among those who used informal services in the one-year period prior to the
survey (n=101,500), 78.2 percent had contacts with self-help groups, 21.8 percent
used telephone hotlines, and 11.8 percent received mental health related services
from vocational programs. The last category refers to services designed to help
individuals with mental health problems find or keep a job.

Figure 4.5

Proportion of People Aged 15 to 64 Who Used Informal Services
in the One-Year Period Prior to the Survey by Type of Service
(total number using informal services=101,500)

Percentage of Service Users

80%

78.2
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40%
21.8
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11.8
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No te : P ercentages do no t add up to 100 percent becaus e s o me res po ndents us ed mo re than o ne type o f info rmal s ervice.

4.4.1

Characteristics of Users of Informal Care

Table 4.7 presents the demographic characteristics of the users of informal care.
Contrary to outpatient and inpatient services, there were no statistically
significant differences between men and women, age groups, and people with
different levels of education with respect to informal care use. The only
difference that emerged was with respect to marital status. Among those who
were widowed/separated/divorced, 4.1 percent** used informal services in the
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one-year period prior to the survey, compared to 1.7 percent** of those who were
single, and 1.2 percent* of those who were married or living common law.

Table 4.7
Number and Percentage of People Aged 15 to 64 Who Used Informal Services
in the One-Year Period Prior to the Survey by Selected Demographic
Characteristic
Number

Proportion of
Users1 (%)

% of
Population
Group

Male
Female

51,800
49,700

51.0
49.0*

1.6*
1.5*

15-24 years
25-44 years
45-64 years

--68,100
21,200

--67.1
20.9**

--2.1
1.1**

54,500
30,100
16,300

54.0
29.8*
16.2**

1.2*
1.7*
4.1**

56,200
45,200

55.4
44.6

1.5*
1.6*

Characteristic
Gender

Age

Marital Status

Married/Common Law
Single
Widowed/Separated

Level of Education

Primary/Secondary
Post-secondary

(total users=101,500)

Note:
1 Some percentages do not add up to 100 percent because some respondents did not provide
information.
* Coefficient of variation between 15.1 and 25.0%.
** Coefficient of variation between 25.1 and 33.3%.

NHHRRU

53

Mental Health Status and Service Utilization

4.5

Mental Disorders and Service Utilization

The previous analyses reveal that within a one-year period, while 18.3 percent of the
Ontario population was affected by mental disorders, only 8 percent of the population
used mental health services. As others have suggested (e.g., Regier et al., 1993), there
exists a gap between mental health needs and services provided. This section
examines the relationship between mental disorders and service utilization. It is
important to note, however, that although mental health services might have been
used by individuals who were classified as having a mental disorder, it cannot be
ascertained if the visits were specifically for that particular problem.
Figure 4.6 shows the percentage of people aged 15 to 64 who used mental health
services in the year prior to the OHSupp survey by type of mental disorder.

Figure 4.6

Percentage of People Aged 15 to 64 Who Used Mental Health
Services in the One-Year Period Prior to the Survey by
Type of Mental Disorder

Percentage of Service Users

(total number using services=509,400)
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4.9

**

0%
Anxiety

Affective Substance Antisocial
Abuse
Behavior

No
With At
Least One M ental
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Coefficient of variation between 25.1 and 33.3%.
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As noted earlier, almost 8.0 percent of Ontarians aged 15 to 64, or 509,400 individuals,
used mental health services in the one-year period prior to the survey. Of this group,
57.6 percent had at least one of the mental disorders measured by the OHSupp
survey and 42.4 percent of the users did not have a mental disorder according to the
definitions of the survey. As one author puts it, “some of those who did not meet the
criteria for having ever had a disorder may have suffered from disorders that were
not covered in the study; others may have had disturbing symptoms of covered
disorders but did not quite meet diagnostic criteria; and still others may have used
mental health services for ‘problems of living’ such as marital counselling” (Robin,
1991b: p.341).
Among mental health service users, 36.1 percent had anxiety disorders (n=183,800),
31.4 percent had mood disorders (n=159,700), and 14.5 percent of the users (n=74,000)
had substance abuse disorders. Those with antisocial personality disorders accounted
for only 4.9 percent** of the users (n=22,800).
4.5.1

Service Utilization by Individuals with Different Mental Disorders

Individuals with different mental disorders used services differently. It appears from
Figure 4.7 that people with affective disorders were more likely than those with other
types of mental disorder to access services. More specifically, 53.7 percent of the
people with affective disorders used services, compared to 41.3 percent** of those with
bulimia nervosa, 23.3 percent of those with anxiety disorders, 21.9 percent of those
with substance abuse disorders, and 17.4 percent* of those with antisocial personality
disorders.
The most noteworthy finding, however, is that only 24.2 percent of those with at least
one mental disorder used any type of mental health service within the one-year
period prior to the survey, while 75.8 percent did not use any services for mental
health reasons. This is somewhat consistent with the findings of Regier et al. (1993a)
which show that less than one-third of the individuals who met diagnostic criteria for
at least one mental disorder received professional or voluntary mental health services
in a 12-month period.
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Figure 4.7

Percentage of People Aged 15 to 64 with Mental Disorders Who
Used Mental Health Services in the One-Year Period Prior to the
Survey by Type of Mental Disorder
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Childhood Risk Factors and Service Utilization

In light of the earlier findings that slightly over 40 percent of mental health service
users were not classified by the survey as having any mental disorder, it is important
to further explore the factors influencing service utilization. It has been noted by
other studies that childhood risk factors could prompt individuals to seek mental
health services. This section, therefore, examines the patterns of mental health service
utilization among those who had various negative life events during their childhood.
These include: childhood problems, involvement with the juvenile justice system,
involvement with the child welfare system, physical abuse, sexual abuse, parental
mental problems, and running away from home.
Figure 4.8 presents the proportions of people who used services in the one-year
period prior to the survey by childhood risk factor. Almost 60 percent of the service
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users had parents who had experienced one or more mental disorders. Some of the
more frequently identified childhood risk factors were severe physical abuse (23.0
percent), severe sexual abuse (20.8 percent), non-severe physical abuse (20.6 percent),
and childhood problems (20.3 percent). It is worth noting that close to three-quarters
of the service users had experienced at least one negative life event during their
childhood.

Figure 4.8

Percentage of People Aged 15 to 64 Who Used Mental Health
Services in the One-Year Period Prior to the Survey
by Childhood Risk Factor
(total number using services=509,400)
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*
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factor.
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4.6.1

Service Utilization by Individuals With Childhood Risk Factors

There are variations in service utilization rate among individuals with childhood risk
factors. The findings are presented in Figure 4.9. It appears that people who had
encounters with the child welfare system were more likely than those with any other
childhood risk factor to use mental health services. The rates of utilization range from
a low of 10.5 percent among those who experienced non-severe physical abuse to a
high of 25.6 percent among those who had been child welfare cases. Overall, only
11.1 percent of those who experienced at least one risk factor during their childhood
accessed mental health services during the one-year period prior to the survey.

Figure 4.9

Percentage of People Aged 15 to 64 With A Childhood Risk Factor
Who Used Mental Health Services in the One-Year Period Prior to
the Survey by Type of Risk Factor
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4.7

Relationship Between Service Utilization, Mental Disorders, and
Childhood Risk Factors

Figure 4.10 shows the relationship between mental health service utilization, mental
disorders, and childhood risk factors. It appears that almost half of the service users
experienced both a mental disorder and a childhood risk factor. Interestingly, slightly
over a quarter of the service users had experienced a negative life event during
childhood but with no classifiable mental disorder. Lastly, close to 20 percent of the
service users apparently did not have a mental disorder or a childhood risk factor.

Figure 4.10

How Many Service Users Had Experienced a Mental Disorder, a
Childhood Risk Factor or Both?
(total number of service users = 509,400)
Both Mental
Disorder and
Childhood Risk
Factor
48.2%

None
16.6%
Mental Disorder
Only
9.4%

Childhood Risk
Factor Only
25.8%
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Chapter 5 Implications for Network North
As noted in the first chapter, until the release of the OHS and OHSupp data, there
has been a dearth of information on the mental health status and mental health
service utilization of residents in northern Ontario. This has hampered effective
strategic and program planning. In this regard, perhaps the major benefit of the
present research for Network North is the provision of relevant and sound data
which could help answer some long-range planning and service delivery
questions.
Limitations of the Survey Data
Before discussing what the results of the preceding analyses mean for Network
North, it is important to recognize the limitations of the data. Although the
surveys provide much more extensive information than was ever available before,
the present data are not without some major shortcomings. For instance, as the
chapter on research methodology has already noted, the sampling designs of both
the OHS and the OHSupp excluded First Nations people living on reserves and
individuals residing in institutions. Furthermore, although the OHSupp sample
was relatively large, with close to 10,000 Ontarians surveyed, the sample size was
not large enough to capture mental disorders that are relatively rare (e.g.,
schizophrenia) and special population groups (e.g., children and the elderly).
This may have resulted in prevalence rates that underestimate the occurrence of
certain mental disorders like cognitive impairment in the elderly and
schizophrenia.
It should be noted that native populations, adults with serious mental illnesses,
and the elderly have all been cited in Network North’s 1994 strategic plan, as well
as in other relevant policy documents (e.g., the 1988 Graham Report), as target
groups requiring special consideration. Unfortunately, the present study does not
provide sufficient information to support service planning for these groups.
From a sub-regional mental health service planning perspective, another
limitation is the fact that the OHSupp data can only be analyzed at the pannorthern regional level. There are no reportable data for the Network North
catchment area or the Sudbury-Manitoulin district. However, unless there is clear
evidence that the Network North catchment area is substantially different than the
rest of northern Ontario, the data may be sufficient for most service planning
purposes.
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New Insights on Some Old Issues
Notwithstanding the aforementioned limitations, the present study sheds
considerable light on a number of important issues. Some of the findings confirm
information that Network North already has. At the same time, there are other
findings that refute commonly held assumptions. Finally, the analyses point to
some important issues that will likely require further investigation.
Concerning the extent of mental disorder in the Ontario population, the OHSupp
survey shows that almost one in five Ontarians report some symptoms
attributable to a mental disorder. Interestingly, this year prevalence rate of
approximately 20 percent is similar to that reported by the ECA studies conducted
in the US (Robins et al., 1991b).
Also, the lifetime prevalence rate of
approximately 33 percent reported in the present study is the same as those
reported in both the ECA and Edmonton studies (Bland, 1988). If the provincial
prevalence rate can be applied to the Network North catchment area, about 24,700
people can be expected to be suffering from some form of mental disorder.
Contrary to some conventional beliefs, northern Ontario residents do not have
higher prevalence rates than residents in the rest of the province. These beliefs
may have been based on the fact that northern Ontario is more likely to have
conditions that are presumed to be conducive to the development of mental health
problems. For example, the catchment area of Network North is characterized by
lower educational and income levels, higher adolescent birth rates, a higher
proportion of unwed mothers, and higher unemployment rates. However,
according to the OHSupp data, these conditions have not translated into an
overall higher prevalence rate of mental disorder in northern Ontario.
The breakdown of the prevalence rate data according to particular disorders is
also helpful in determining the types of resources (e.g., treatment specialization)
needed. For instance, the ability to treat anxiety disorders would seem to be
important, as they occur most frequently among all reported disorders, with a
year prevalence of nearly 12 percent. Affective disorders and substance abuse
disorders also occur relatively frequently with a year prevalence rate of about 4.5
percent.
Another type of specialization that will likely be needed is
psychogeriatrics, as 3.6 percent of the over-65 population sampled was found to
have symptoms indicating a cognitive impairment disorder. As the population
ages, it is likely that the number of older persons with cognitive impairment will
increase substantially.
In contrast, the prevalence rates for the very serious mental disorders such as
schizophrenia were found to be very low. Not even 0.5 percent of the individuals
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sampled were found to be suffering from schizophrenia. The exclusion of
institutional residents from the survey partly explains the low rates. As well, it is
important to point out that resource allocation is not determined solely by the
number of patients. The amount and type of resources required to deal with a
small number of people with very serious problems have to be weighed against
those required to deal with a much larger number of people with less serious
problems. The findings in this study do indicate, however, that people with less
serious disorders make considerable demands on the mental health care system.
Interestingly, 42 percent of those who seek services for mental health reasons are
not classified as having a mental disorder by the OHSupp.
In order to assess the full range of services required, it is necessary to know more
about other reasons that prompt people to seek help. It is interesting to note that,
in general, people who had experienced childhood risk factors, such as having
contacts with the child welfare system, having childhood problems, or having
suffered abuse, were no more likely to develop mental disorders than others.
Although further research on the relationship between risk factors and the
emergence of mental disorders would seem warranted before any firm
conclusions can be drawn, one implication is that caution needs to be exercised
before resources are allocated for major preventive programs directed toward
particular “at risk” groups.
Another somewhat surprising finding is that there were no major differences in
the overall prevalence rates for men and women. These findings are consistent
with those of the ECA studies which led Robins et al. (1991b) to conclude that
perceptions of women as being particularly vulnerable to mental disorders were
based on myth. The Graham Report identified women as one of the special target
groups that were susceptible to mental disorders. It, however, advised the need
for better information to determine prevalence rates. One source of information
which has supported past beliefs that women have greater mental health needs
than men is service utilization data. In general, women consume more mental
health services than men (Graham, 1988). While the present study reports similar
findings, it casts considerable doubt on the interpretation that a higher level of
service utilization reflects greater need. Such an interpretation is not consistent,
for example, with the present findings regarding service utilization and substance
abuse prevalence rates. That is, although substance abuse disorders were found
to be much more prevalent among men than women (8 percent for men vs. 2
percent for women), visits to drug and alcohol outpatient clinics were
considerably more frequent for women. In light of these and related findings,
there appears to be a need for Network North to revisit the assumptions, upon
which mental health services are planned along gender lines.
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At the same time, it should be noted that significant differences were reported in
the present study between men and women in relation to types of mental
disorder. In general, prevalence rates of anxiety and affective disorders were
higher among women, whereas those of substance abuse and antisocial
personality disorders were higher among men. It appears that the most
appropriate planning perspective is one that calls for gender sensitivity in terms
of the types of service required rather than one that is based on a notion of one
gender being at greater risk than another for mental disorders.
On the question of how people with mental disorders are treated, the most
interesting result emerging from the present study is the substantial proportion of
people with mental disorders who did not utilize services. The data show that
whereas about 18 percent of the adult population was found to have a mental
disorder, only about 8 percent used any kind of mental health service in the oneyear period prior to the survey. Only those suffering from an affective disorder
were more likely than not to utilize mental health services. Such a finding points
to the need to determine why a large proportion of people with mental disorders
do not access services. The answer to this question may not be a simple one.
Some mental disorders identified by the OHSupp may not be considered serious
enough by some people to warrant treatment. Service utilization may not
correspond perfectly with needs. It may be affected by the stigmatization of
mental health disorders, perceptions about the efficacy of mental health care, the
extent to which available services are promoted, difficulties in accessing services,
etc. While some of these problems may take a long time to overcome, Network
North may, in the meantime, attempt to more effectively promote those mental
health services that are, in fact, available and to make such services as accessible
as possible, particularly to those living in more remote communities.
The finding that the overwhelming majority of mental health service users
accessed outpatient services and relied less on inpatient care is in line with the
provincial goal of reducing the number of hospital beds and shortening the length
of stay. The hope has been that unnecessary hospital stays can be avoided by
increasing the availability of outpatient services and that outpatient services can
play a major preventive role by providing earlier intervention and education.
While the overall patterns of service utilization for northern Ontario are generally
consistent with those for the rest of the province, the present findings suggest that
some work may have to be done in the north to ensure that services are accessible
to those in need. The present results show that the proportion of people using
outpatient services ranged from a low of 7.0 percent in the north to a high of 9.5
percent in eastern Ontario. There is some reason to believe that accessibility to
outpatient services may be a problem in the north, particularly in light of the fact
that northerners were more likely than those from other regions to use informal
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care (2.6 percent of northerners vs. the provincial average of 1.5 percent). It is
possible that users in the north relied more on the informal care system in order to
make up for perceived or real shortfalls in the formal system. However, such an
interpretation can only be offered as speculation at this time.
As more formal services are being cut back due to financial restraints, increasing
references are being made to the need to rely more on informal care. It is,
therefore, important to determine outcomes associated with the various types of
care. For instance, when enhancement of formal mental health services is
proposed, one might be called upon to demonstrate that such services are, in fact,
more effective than informal care. From a health human resources perspective, it
is equally important to pay more attention to the integration of formal and
informal care providers and the appropriate training and orientation of those
providing informal care. As Pong et al. (1996) have noted in their study of
community-based health care in Canada, health human resources should be seen
as a continuum that encompasses formal caregivers, informal caregivers, and
those who look after their own health.
The need for outcome evaluation and health human resources planning also
becomes apparent with respect to the types of provider seen on an outpatient
basis. The present findings reveal the extent of the burden placed on general
practitioners/family physicians to treat people with mental disorders. Half of all
individuals with mental disorders visited general practitioners, a proportion that
is more than double that for any other type of mental health provider.
Furthermore, the overwhelming reliance on general practitioners is a consistent
pattern regardless of the type of mental health disorder. These findings are
consistent with those from other studies (see, e.g., Wagenfeld et al., 1994). These
results indicate that there is a need for general practitioners to receive adequate
training in all areas of mental health and/or that some of the burden placed on
general practitioners needs to be shared with other types of provider. The finding
that 42 percent of all people who utilized services for mental health reasons did
not have a classifiable mental disorder suggests that a stronger role for nonphysician providers and informal caregivers may be justified. Again, outcome
evaluation research will be required to determine what kinds of intervention, by
what types of provider, in what types of setting are most efficacious and cost
effective for what kinds of users and for what mental health disorder.
First Step in the Right Direction
This fairly broad overview of mental health status and service utilization, while
useful and needed, is static in nature. It describes the situation at a point in time,
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but provides no information about trends. The need to monitor change is
particularly important in light of the rapid social and economic transformations
that are taking place, as well as major policy shifts in the health care sector. Some
of these changes may affect the mental health status or perceived well-being of the
population. For instance, it has been suggested that changes in levels of
psychiatric symptoms reported by rural residents may be related to the
vicissitudes of the economy of farming- or mining-dependent areas (Wagenfeld et
al., 1994). Policy changes, on the other hand, could affect service delivery models
and funding. As Tansella et al. (1991) have advised,
“Service organization needs to change over time in a flexible way
in order to meet the changing needs of patients, their families, and
the professionals involved in care. The process of monitoring
psychiatric services, in order to be useful for local planning, i.e. to
help in deciding what particular resources are to be increased or
decreased, must be a continuous, long-term, constantly developing
activity” (p.15).
In sum, there is a need to assess changes in mental health status and service
utilization patterns on a regular basis in order to support strategic and program
planning and to ensure appropriate resource allocation. As an initial effort, the
present study provides the baseline with which to compare future scenarios and
represents the starting point of an on-going monitoring process.
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Age and sex distributions of the OHS and OHSupp respondents are tallied in Tables
A1 and A2. In this report, only the OHSupp responses from persons aged from 15 to
64 years (6.6 million people) are used.

Table A1

Gender characteristics of respondents. Numbers and percentages are
based on population estimates.
OHS
Number
4,785,021
4,958,699
9,743,720

Male
Female
Total

Table A2

OHSupp
Number
%
3,776,214
48.6
3,996,144
51.4
7,772,358

Age characteristics of respondents. Numbers and percentages are
based on population estimates.

Age Groups
(years)
0-11
12-15
16-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65+
Total
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%
49.1
50.9

OHS
Number
1,596,021
510,701
604,260
685,748
793,244
862,705
832,490
768,713
585,290
495,911
446,041
425,916
1,136,681
9,743,720

%
16.4
5.2
6.2
7.0
8.1
8.9
8.5
7.9
6.0
5.1
4.6
4.4
11.7

OHSupp
Number
175,922
598,747
650,698
833,824
932,948
819,985
670,394
625,472
424,208
480,341
423,137
1,136,681
7,772,358

%
2.3
7.7
8.4
10.7
12.0
10.6
8.6
8.0
5.5
6.2
5.4
14.6
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Derivation of Mental Disorder Variables
For this report, a set of variables were derived from OHSupp measures in order to
examine prevalence rates of mental disorders. Three levels of disorder were derived,
increasing in degree of generalization from major mental disorder types, mental
disorder categories, to prevalence of an unspecified mental disorder. These variables
are similar to, but in some cases not precisely the same, as the equivalent summary
categories described by the Ministry of Health (1994).
Each of the original OHSupp variables for major mental disorders generally
characterize a respondent using the following categories: not applicable, current, 1-6
months, 7 months-1 year, > 1 year, recency unknown, no diagnosis, and missing.
Time (recency) of occurrence of a mental disorder is a major feature of the OHSupp
diagnosis. For this report, as previously indicated, cases representing persons aged 65
years or older were not included in the analyses. Attention, then, is directed towards:
those persons for whom a mental disorder has been confirmed - current to recency
unknown; and, those persons who are healthy for the specific diagnosis or where
missing information was encountered.
With respect to the latter two categories, one may characterize a respondent with
respect to the temporal prevalence of disorders: YEAR prevalence - a mental disorder
experienced within the past year (i.e., the OHSupp categories: current, 1-6 months,
and 7 months-1 year); and, LIFE prevalence - a mental disorder experienced at some
point within the lifetime of the respondent (i.e., the OHSupp categories: current to
recency unknown). Using these criteria for applicable respondents, each of the major
mental disorders (social phobia, simple phobia, etc.) listed in Appendix C and below
were categorized (Yes or No) to provide for both year and lifetime prevalence counts.
With one exception, these major mental disorders apply to the 15-64 year age group
and both year- and life-prevalence indicators can be computed; antisocial behaviour is
computed for only the age group 18-64 years and only for life-prevalence.
This characterization of major mental disorders was used, in turn, to determine
mental disorder categories for both year and lifetime prevalence. Thus, for example, a
respondent would be identified as having suffered a year-prevalence anxiety disorder
if, in the last year, he or she had experienced at least one of the following major
mental disorders: social phobia, simple phobia, agoraphobia, panic disorder,
generalized anxiety disorder. Similarly, a respondent would be identified as having
suffered a lifetime prevalence anxiety disorder if he or she had suffered at least one of
those major mental disorders sometime during his or her lifetime.
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Finally, an even more generalized characterization of a respondent was generated by
determining whether a person had experienced any one of the mental disorder
categories in the past year (year prevalence) or anytime during his or her lifetime
(lifetime prevalence).
Multiple Disorders
Sixteen major mental disorders have been identified above as being the major focus of
this report. To this can be added a seventeenth, bulimia nervosa. And for each of
these we have determined both year and lifetime prevalence. Similarly, five mental
disorder categories have been identified, and they can also be expressed in terms of
year- and life-prevalence. In order to report not only the frequency of multiple
mental disorders (by major disorder or category), as well as the specific disorder
associations, all combinations and permutations of these disorders and categories
have been derived (see Appendix C). The counts of these combinations are reported,
as well as their associations with all possible combinations of the six variables referred
to above as childhood risk factors.
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This appendix expands on portions of Section 2. Methodology by listing the OHS
and OHSupp variables that have been employed and those variables that have been
derived for this report. Our variable acronyms and those of the OHS and OHSupp
are listed. These are included here as a record of our recodings and for other
researchers who may wish to make their own comparisons.

Listing of OHS Variables Used
Q61
Q62
Q63
F5Q2
F5Q4
F5Q6L
F5Q33
F5Q34
F5Q35
F5Q36
F5Q37
F5Q38
F5Q39
F5Q40
F5Q41
F5Q42
F5Q43
F5Q44
F5Q58A
F5Q58B
F5Q59
F5Q60
F5Q62C
F5Q62D
F5Q62E
F5Q62F
F5Q62G
F5Q62H
F5Q62I
F5Q62J
F5Q62K
F5Q62L
F5Q62M
NHHRRU

Description of self
Describe usual ability to remember things
Describe usual ability to think
Description of feelings towards life
Level of stress towards life
Future health improvement-stress management
Can turn to family for support in times of crisis
Cannot talk to family about personal sadness
Family individuals are accepted for what they are
Family avoids discussing fears and concerns
Family expresses feeling to each other
Bad feelings within family members
We feel accepted for what we are
Decision making is a problem in family
Capable of decision making and problem solving
Do not get along well together
Confide in each other
Drinking source of tension/disagreement
Presently married or living with someone
Satisfaction with relationship
Able to confide with someone in family/friends
Someone (friend/family) who can help you when in need
Personal feelings-no problem handling my feelings
Personal feelings-life was rather boring
Personal feelings-felt rather low
Personal feelings-felt tense, on edge
Personal feelings-felt cheerful and light-hearted
Personal feelings-felt lonely
Personal feelings-effort to keep feelings under control
Personal feelings-many interesting thing happened in past 12 months
Personal feelings-worried about health
Personal feelings-exhausted, worn out
Personal feelings-relaxed
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F5Q62N
F5Q63
F5Q64
F5Q65
F5Q66
ICDCHAP

Personal feelings-loved and appreciated
Thought of committing suicide
Happened (thought of committing suicide) during the past 12 mths
Attempted suicide
Happened (attempted suicide) during the past 12 mths
ICD-9 Mental health codes

Derived Mental Disorder Variables
Year
Prevalence

Life
Prevalence

OHSupp Variable Names

1. Anxiety Disorders (ANXYR and ANXLF)
SOCYR
SIMYR
AGOYR
PANYR
GADYR

SOCLF
SIMLF
AGOLF
PANLF
GADLF

D_SOC_PH DSM-3R: Social Phobia
D_SIM_PH DSM-3R: Simple Phobia
D_AGORA DSM-3R: Agoraphobia
D_PANIC DSM-3R: Panic Disorder
D_GAD DSM-3R: Generalized Anxiety

2. Affective Disorders (MOODYR and MOODLF)
DYSYR
DEPYR
MANYR

DYSLF
DEPLF
MANLF

D_DYSTHY DSM-3R: Dysthymia
D_DEPRES DSM-3R: Major Depression
D_MANIC DSM-3R: Manic Episode

3. Personality Disorders (ANTILF)
ASPLF
AABLF

D_ASP DSM-3R: Antisocial Personality
D_AAB DSM-3R: Adult Antisocial Behavior

4. Substance Abuse and Dependence (SUBYR1 and SUBLF1)
ALAYR
ALLYR
MJAYR
MJLYR
OTAYR
OTLYR

NHHRRU

ALALF
ALLLF
MJALF
MJLLF
OTALF
OTLLF

D_ALC_AB DSM-3R: Alcohol Abuse
D_ALCDEL DSM-3R: Alcohol Dependence
D_MJ_AB DSM-3R: Cannabis Abuse
D_MJ_DEL DSM-3R: Cannabis Dependence
D_OTH_AB DSM-3R: Other Substance Abuse
D_OTHDEL DSM-3R: Other Substance
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5. Bulimia Nervosa
BULYR

BULLF

D_BULIM DSM-3R: Bulimia Nervosa

Derivation of Year Prevalence and Lifetime Prevalence Variables
YEAR1

-

Year prevalence: at least one disorder among the mental disorder
categories ANXYR, MOODYR, SUBYR1, ANTILF.

LIFE1

-

Lifetime prevalence: at least one disorder among the mental
disorder categories ANXLF, MOODLF, SUBLF1, ANTILF.

Derived Multiple Disorder Variables
Various combinations of mental disorders that an individual has experienced were
defined. The first definition was based on the 17 diagnoses (ACOMB). The second
set (CCOMB) was based on the combinations of the 5 mental disorder categories.
These listings identify the major mental disorders or categories that were combined
when examining life prevalence. Equivalent combinations (not shown) were
computed for year prevalence
acomb 'Major Mental Disorder Combinations’
1
5
9
13
17

SOCLF
GADLF
ALALF
MJLLF
BULLF

2
6
10
14

SIMLF
DYSLF
MJALF
OTLLF

3
7
11
15

AGOLF
DEPLF
OTALF
ASPLF

4
8
12
16

PANLF
MANLF
ALLLF
AABLF

4

ANTILF

ccomb 'Mental Disorder Category Combinations'
1
5

ANXLF
BULLF
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Derived Mental Health Service Utilization Variables
Variable Name
Used in Report

OHSupp Variable Name

Type of services used in past year:
IPUSEY
OPUSEY
OTHUSEY
TOTUSEY

IP_USE: Inpatient services
OP_USE: Outpatient services
OTH_USE: Informal care services
TOT_USE: Use of at least one of the above services

OPVISITS

OP_VIST: Number of outpatient visits (excluding informal services)

Informal Care Services used in past year:
PHONEY
SELFGY
PJOBY

P21B: Telephone hotlines
P22B: Self help groups
P23B: Vocational programs

Outpatient settings visited in past year:
EMERGY
PSYCLIY
DRUGCLIY
DOCY
SOCIALY
DROPY

P28A_2: Hospital emergency department
P28B_2: Psychiatric outpatient clinic
P28C_2: Drug & alcohol outpatient clinic
P28D_2: Doctor’s private office
P28E_2: Social service agencies
P28F_2: Drop-in clinics

Type of Providers Seen on an Outpatient basis in past year:
MINISTY
GPY
PSYCHY
CARDIOY
PSYCHOY
SOCWKY
NURSEY
SPIRIY
OTHERY
NHHRRU

P25A_2: Minister/clergy
P25B_2: General practitioner
P25C_2: Psychiatrist
P25D_2: Cardiologist
P25E_2: Psychiatrist
P25F_2: Social worker
P25G_2: Nurse/occupational therapist
P25H_2: Spiritualist
P25J_2: Other health professionals
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Comparisons of Mental Disorder and Risk Factor Prevalence Rates
Three sets of comparisons are presented in this appendix. Comparisons between the
ECA studies and the present study are shown in Table D1. Comparisons in lifetime
prevalence rates between Ontario, Edmonton, and the ECA sites are shown in Table
D2. Table D3 compares the prevalence rates of physical and sexual abuse reported by
the present study and several other commonly cited studies.
Despite the general similarities in methodological approach used in these studies, a
number of important differences necessitate caution in comparing their results. The
more notable differences include the range of sites that were chosen, the extent to
which people living in institutions were sampled, the sample sizes, the time periods
of the studies, differences in the survey questionnaires, and changes in diagnostic
classification from the DSM-III to the DSM-IIIR. Particular caution is required in
comparing the prevalence for the risk factors of having been physically or sexually
abused. Because of the absence of research based on similar methodology, the
prevalence for these two risk factors based on the present study are compared to
commonly reported rates from literature generally considered to be credible.
Several obvious similarities are revealed in the comparisons. Table D2 shows a high
degree of consistency, for example, in the lifetime prevalence rates of many kinds of
mental disorder. All three sets of data indicate that approximately one-third of the
population studied has met criteria for having had a mental disorder at some point in
life. Tables D1 and D2 show identical or very similar lifetime prevalence rates
between the ECA studies and the present study for agoraphobia, panic disorder,
dysthymia, and manic episode. Different prevalence rates for men and women are
also consistently demonstrated in the data with women having generally higher
prevalence in affective and anxiety disorders and men having higher prevalence in
anti-social personality disorders and substance abuse disorders (especially alcohol
abuse and dependence).
Significant differences, however, are also noted from the data. One finding that
differs markedly from other studies is the high prevalence of social phobia in Ontario.
The lifetime prevalence of 12.5 percent in Ontario contrasts sharply with those from
the ECA studies (2.7 percent) and the Edmonton study (1.7 percent). On the other
hand, Table D3 shows a relatively low prevalence rate in Ontario for having been
sexually abused (12.9 percent for women) relative to the commonly reported
prevalence rate of between 20 and 30 percent for women. In addition, present
findings in relation to schizophrenia and obsessive compulsive disorder are cited for
their relatively low prevalence. The lifetime prevalence for schizophrenia in Ontario
was found to be at a level somewhere below 0.5 percent. In contrast, the ECA studies
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reported a 1.5-percent prevalence rate for the same disorder. Although the prevalence
for schizophrenia is generally known to be low relative to a number of other
disorders, the particularly low rate in Ontario is worth noting, in view of the high
priority status and allocation of resources which have been associated with
schizophrenia in the province. With regards to obsessive compulsive disorder, the
lifetime prevalence rates of between 2.6 percent and 3.0 percent that were found in the
ECA and Edmonton studies were clearly higher than that found in the present study.
As was the case with schizophrenia, the lifetime prevalence rate of obsessive
compulsive disorder in Ontario was found to lie at a level somewhere below 0.5
percent.
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Table D1
Classification
Social Phobia

Simple Phobia

Year (or 6 Month) and Lifetime Prevalence for Specific Disorders in OHSupp and ECA Studies

Ontario Health /Supplement
Year Prevalence
All
M
F
6.4
5.3
7.6

5.8

3.7

7.8

Lifetime Prevalence
All
M
F
12.5
10.1
14.9

7.8

4.9

10.6

Agoraphobia

1.6

0.7

2.4

5.6

4.0

7.2

Panic Disorder
Generalized Anxiety
Disorder

1.0
0.7

0.7
0.7

1.4
0.7

1.6
1.2

0.8
0.9

2.4
1.5

Dysthymia
Major Depression
Manic Episode
Antisocial Personality
Alcohol Abuse
Alcohol Dependence
Cannabis Abuse
Cannabis Dependence
Other Substance Abuse
Substance
Abuse/Dependence
Bulimia Nervosa1

0.7
4.0
0.6

0.7
2.7
0.6

0.7
5.2
0.5

1.5
2.9
0.5
0.6
0.3

2.5
4.5
0.8
0.9
0.3

0.6
1.2
0.2
0.3
0.2

3.0
8.1
0.9
1.6
6.0
5.8
2.0
1.2
0.7
13.3

2.1
5.2
1.0
2.8
9.5
9.5
2.8
2.0
0.9
20.7

4.0
11.0
0.8
0.5
2.6
2.2
1.2
0.5
0.6
5.8

0.6

0.1

1.1

Schizophrenia
Obsessive Compulsive
Anxiety Disorder

11.9

8.6

15.1

<0.5
<0.5
20.5

16.0

Year Prevalence
All
M
F

0.9
3.82

0.6
2.4

1.2
5.0

2.7
0.6
1.2

1.4
0.5
2.1

4.0
0.7
0.4

ECA Studies
6-Month Prevalence
Lifetime Prevalence
All
M
F
All
M
F
2.7
2.5
2.9
1.5
0.9
1.2
to
to
to
2.6
1.7
2.2
11.3
7.8
14.5
6.0
2.3
4.5
to
to
to
15.7
7.3
11.8
5.6
3.2
7.9
2.7
0.9
4.2
to 5.8
to 3.4
to 7.8
1.6
1.0
2.1
5.5
2.6
4.1
to
to
to
7.8
5.7
6.6
3.2
2.2
4.1
4.9
2.6
7.0
0.8
0.7
0.9
2.6
4.5
0.8
5.8
10.3
1.8
7.9
13.5
2.8

1.8

8.9

1.5
2.6
14.6

12.6
Affective Disorder
Lifetime Disorders
1
2
3
4

4.5

3.2

5.7

9.7
33.3

6.4
33.2

12.9
33.4

3.7

4.7
2.3

9.7
5.0

7.8
32.0

Eaton, 1991
Myers, 1984
Eaton, 1991
Myers, 1984
Eaton, 1991
Myers, 1984
Eaton, 1991
Blazer, 19912

Weissman, 1991
Weissman, 1991
Weissman, 1991
Robins, 1991a
Helzer, 1991
Helzer, 1991

Anthony, 19913

1.0
to
3.34

25.0

Source

5.2
36.0

10.2
30.0

Kaplan, 1994
CMA, 1989
APA ,1994
Robins, 1991b
Robins, 1991b
Regier, 1990
Regier, 1993a
Regier, 1993b
Weissman, 1991
Robins, 1991b

The comparison data for bulimia does not come from an ECA study but rather from commonly reported information in literature generally considered to be credible.
The life prevalence data reported for generalized anxiety disorder pertains only to a definition of the disorder which excludes those who suffer from current major depressive
episodes or panic disorders.
The numerical value of 1.8% does not appear in Anthony, 1991. It was calculated by substracting the prevalence of Cannabis drug abuse/dependence (4.4%) from the
prevalence of drug abuse/dependence (6.2%).
This data should be considered to represent point prevalence.
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Table D2

Lifetime Prevalence for Specific Disorders in OHSupp, ECA,
and Edmonton Studies
Ontario Health Supplement

Edmonton & ECA Studies

Lifetime Prevalence

Lifetime Prevalence - Edmonton Study

Lifetime Prevalence - ECA Studies

All

All

DSM III - R Classification
All

M

F

M

F

M

F

Social Phobia

12.5

10.1

14.9

1.7

1.4

2.0

2.7

2.5

2.9

Simple Phobia

7.8

4.9

10.6

7.2

4.6

9.8

11.3

7.8

14.5

Agoraphobia

5.6

4.0

7.2

2.9

1.5

4.3

5.6

3.2

7.9

Panic Disorder

1.6

0.8

2.4

1.2

0.8

1.7

1.6

1.0

2.1

Dysthymia

3.0

2.1

4.0

3.7

2.2

5.2

3.2

2.2

4.1

Major Depression

8.1

5.2

11.0

8.6

5.5

11.4

4.9

2.6

7.0

Manic Episode

0.9

1.0

0.8

0.6

0.7

0.4

0.8

0.7

0.9

Antisocial Personality

1.6

2.8

0.5

3.7

6.5

0.8

Alcohol Abuse

6.0

9.5

2.6

Alcohol Dependence

5.8

9.5

2.2

Alcohol Abuse/Dependence
Substance Abuse/Dependencye

3.3

Schizophrenia

<0.5

Obsessive Compulsive Disorder

20.7

5.8

18.0

29.3

6.7

20.6

32.5

8.6

0.6
<0.5

2.6

4.5

0.8

5.8

10.3

1.8

7.9

13.5

2.8

13.8

23.8

4.6

17.0

26.9

7.9

1.5
3.0

2.6

Lifetime Disorder

33.3

33.2

33.4

33.8

40.7

26.8

32.0

Anxiety Disorder

20.5

16.0

25.0

11.2

8.7

13.8

14.6

Affective Disorder

9.7

6.4

12.9

10.2

7.1

13.2

7.8

Table D3

36.0

30.0

5.2

10.2

Lifetime Prevalence for Having Been Physically and Sexually
Abused Reported in OHSupp and Some Commonly Cited
Studies
Ontario Health Supplement

Commonly Reported Rates

Risk Factors

All

M

F

All

Physical Abuse

25.9

29.3

20.5

10.0

M

F

Schneider, 1980

Source

to 20.0

Graziano, 1990
Wiemers, 1991

Sexual Abuse

8.6

4.2

12.9

10.0

20.0

Finkelhor, 1989

to 15.0

to 30.0

Russell, 1986
Wyatt, 1985
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