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Abstract
Background: Although it is known that several factors may in�uence the access to specialized care, the
factors related to the maintenance of a link with Primary Care by patients who accessed Specialized
Mental Health Services (SMHS) remain unknown. The aim of this study was to evaluate the determinants
of timely access to SMHS and maintenance of a link with Primary Care.

Methods: This is a cross-sectional study, conducted with 341 users of SMHS at outpatient and
community level in a medium-sized city in Brazil. Associations between the outcomes and the other
variables were explored with the use of Poisson regression models with robust variance estimators.

Results: Among the factors associated with the study outcomes, those related to the organization of
services and the movement between them were noteworthy. Patients referred by Primary Care were less
likely to access specialized services in a timely manner (RR: 0.61; 95% CI: 0.40, 0.93). However, the
referral of cases by Primary Care (RR: 1.38; 95% CI: 1.06, 1.79) and follow-up with visits by Community
Health Agents (RR: 1.26; 95% CI: 1.04, 1.53) appeared to favor maintenance of the patient-Primary Care
link.

Conclusion: This study reinforces the idea that integration between Primary Care and SMHS should be
strengthened, both to reduce waiting times for between-service referrals and bene�t continuity of care.

Background
The study of pathways to mental health care is an important means of understanding how health
systems work and which parts of the pathways that need to be targeted by initiatives to support timely
access to specialized programs. A systematic review of pathways to mental health care in 23 countries
[1] pointed out that considerable variations of pathways to mental healthcare across different countries
still exist and the role of Primary Care doctors and social networks still represent an unsolved issue.

Data obtained by pathways to mental health care studies may play a crucial role in formulating mental
health policies and in the organization of psychiatric services [2]. However, this type of study is still
emerging in low and middle-income countries, especially in Latin America. While studies are found in
Cuba and Mexico [3], a systematic review conducted in Brazil [4] indicated that few quantitative studies
have addressed speci�c stages of pathways to mental health care in the country. 

It is estimated that 6.9 million Brazilians (3.3%) present severe and persistent mental health disorders
requiring intensive and continuous mental health care [5], while an additional 30.2 million (14.5%) present
mild or moderate mental health disorders requiring occasional treatment in specialized services [6].
Despite that, as observed in other countries, there is still an important treatment gap, with the lack of
trained professionals to provide mental health care in Primary Care and the low integration with the
mental health network being the main challenges [7].



Page 3/18

A study conducted in the largest of Brazil’s metropolitan areas found that in the last 12 months, just one
in �ve adults with any psychiatric disorder used a mental health service, and only one in ten consulted a
psychiatrist [8]. This study also showed that specialized services delivered more appointments than
Primary Care and that a greater proportion of individuals received a minimum threshold of adequacy in
specialized care as compared to Primary Care.

Although access to specialized services is one of the main components of the study of pathways to
mental health care, another aspect that needs to be explored in greater depth concerns to the continuity
of the patient's link with Primary Care. Studies have shown that after accessing specialized services,
many patients lose their link with Primary Care [9,10], which can lead to neglect of physical health
conditions and poor clinical outcomes [11].

It is known that several factors may in�uence the access to specialized care, such as: age, gender,
ethnicity, beliefs about mental illness, family involvement in help seeking, geographical characteristics
and aspects related to the arrangement of the systems of care (e.g. referral route and service structure)
[12]. On the other hand, the factors related to the maintenance of a link with Primary Care by users who
accessed specialized mental health services remain unknown.

In the face of that, the aim of the current study is to �ll this gap in the literature and evaluate the
determinants both of timely access to Specialized Mental Health Services and the maintenance of a link
with Primary Care in a medium-sized city in the state of São Paulo, Brazil.

Methods
Study design and Sample

We conducted a cross-sectional study from August to November 2019 with users from three Outpatient
Mental Health Care Services in the municipality of Itatiba, located approximately 80 km from the state
capital of São Paulo. This city is part of the Metropolitan Region of Campinas, and according to the last
census, the estimated population in 2019 was 120,858 inhabitants [13]. The city has 19 Primary Care
services, and in addition to hospital and emergency services, there are three Outpatient Services providing
mental health care to the population. These services are the Psychosocial Care Center II (PCC-II), the
Psychosocial Care Center for Psychoactive Substance Misuse (PCC-PSM), and an Outpatient Clinic.
According to data collected in a prior survey, 1,958 users were attending these services during the study
period.

The selection of participants was carried out by simple random sampling. From a list of outpatient
service users, the medical records of 386 users who met inclusion criteria were selected, contacted by
telephone, and invited to take part in the study. Inclusion criteria were being >18 years of age and being
enrolled in the service for at least one month. Individuals were excluded from the study if they reported
having received a diagnosis of intellectual disability, which could compromise their ability to answer the
questionnaire.
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Contact with participants was initially made by telephone, at which time they were informed of their right
to not participate in the research if they did not wish to do so, to cease participating in the research at any
time, and to remain anonymous. Data collection was carried out in the service facilities between August
and November 2019.

Data collection by questionnaire was scheduled to take place on days when patients were already
attending the service for appointments or to participate in some other activity. Questionnaires were
administered by six psychology undergraduate students, one physician, and one social worker. These
individuals were included in the study through a selective process and received training in the application
of the questionnaires. 

Before applying the questionnaire, the study consent form was read aloud to the participant by the
questionnaire's administrator. Participants signed the consent form after being afforded the opportunity
to have any questions answered.

Measures 

Timely care in Specialized Mental Health Service was de�ned as the user having been attended within 15
days following referral. Maintenance of a link with Primary Care after treatment at a Specialized Mental
Health Service was de�ned as at least one contact with Primary Care services in the last 6 months,
following the initial visit to the Specialized Mental Health Service.  

Covariates 

The independent variables included in this study were: sex (female; male); ethnicity (white; mixed race;
black); age (18-30; 31-45; 46-60; 61+); schooling (0 to 4 years; 5 to 8 years; 9+ years); paid work status
(unemployed; employed); per capita income (<0.5 minimum wage; 0.5 to 1 minimum wage; >1 minimum
wage); diagnosis (affective and neurotic disorders; psychosis; psychoactive substance misuse; as yet
undiagnosed);  identi�cation of the need for mental health care (in a crises situation; self-diagnosis
followed by spontaneous demand; indicated by family and friends; in an appointment for general
complaints); delay until �rst appointment (up to 7 days; up to 30 days; up to 90 days; up to 1 year; >1
year); �rst appointment service (Primary Care; emergency or hospital services; outpatient clinic;
Psychosocial Care Centers; private services); referral source for current service (spontaneous demand;
Primary Care; emergency or hospital services; outpatient clinic; private services); delay to access the
current service (up to 7 days; up to 30 days; up to 60 days; >60 days); time attending the current service
(up to 1 year; up to 3 years; up to 5 years; >5 years); previous mental health care in Primary Care (did not
receive; received); Community Health Agent (CHA) visits (does not receive; does receive); and social
support perception (weak; regular; strong).

Statistical analysis

Statistical analyses were conducted using Stata 15 (Stata Corporation, College Station, Texas USA). In
addition to their occurrence in the overall study population, the prevalence of both outcomes was
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calculated with an estimated 95% con�dence interval for each of the covariates. 

A weighting calibration procedure was used to reduce sample bias in relation to sex and age of the
studied population. Sample weights were based on results obtained by a previous survey carried out
between May and July 2019, as documented in service records. 

Associations of timely care in Specialized Mental Health Services, and maintenance of a link with
Primary Care with study covariates were tested using unadjusted and adjusted Poisson regression
models with robust variance estimators. The adjusted analysis was carried out by the selection of
confounders using forward stepwise selection among the study covariates. The selection criterion for
inclusion was a p-value ≤0.20 [14]. 

Regarding the outcome ‘timely care in Specialized Mental Health Services’ the covariates selected as
potential confounders were sex, schooling, per capita income, paid work status, diagnosis, identi�cation
of the need for mental health care, delay until �rst appointment, and �rst appointment service. Covariates
were adjusted among themselves, and with each of the other covariates. 

Regarding the outcome ‘maintenance of a link with Primary Care’, potential confounders were sex,
ethnicity, paid work status, diagnosis, source of referral to the current service, previous mental health care
in Primary Care, CHA visits, and social support. Similarly, they were adjusted among themselves, and with
each of the other covariates. 

Ethical procedures

The study was approved by an accredited Ethics Committee, following the Brazilian regulatory standards
and guidelines for research involving human beings (CNS Resolution 466/2012). It was similarly in
accordance with the provisions of the Declaration of Helsinki. 

Results
Characterization of participants

A total of 341 users of Specialized Mental Health Services were interviewed, of which 33.7% (n=115) were
from PCC-II, 34.0% (n=116) were from PCC-PSM, and 32.3% were from the Outpatient Clinic. The
characterization of participants according to study variables is shown in Table 1. Variables with missing
data were per capita income, delay until the �rst appointment, and delay to access the current service.
Missing observations numbered 18, 19, and 11, respectively.

Timely care in Specialized Mental Health Services

Information related to this outcome was obtained for 330 (96.8%) participants. The prevalence of timely
care in Specialized Mental Health Services (i.e. the user having been attended within 15 days of referral)
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was 60.0% (95% CI: 54-65). The prevalence of this outcome with respect to each of the variables included
in the study, as well as unadjusted and adjusted relative risk values, are shown in Table 2.

There was evidence of an association of timely care in Specialized Mental Health Services and the
diagnosis of psychosis (RR: 1.47; 95% CI: 1.06, 2.04) and psychoactive substance misuse (RR: 1.70; 95%
CI: 1.24, 2.32).

At the same time, we identi�ed an inverse association of timely care in Specialized Mental Health
Services with the following outcomes: higher per capita income (RR: 0.74; 95% CI: 0.55, 0.99); having their
need for mental health care identi�ed in an appointment for general complaints (RR: 0.53; 95% CI: 0.32,
0.87); having been referred to the current service by Primary Care (RR: 0.61; 95% CI: 0.40, 0.93); and
having attended the current service for up to 3 years. 

Delay until the �rst appointment was also inversely associated with timely care in Specialized Mental
Health Services. Except for those who took more than one year to attend their �rst appointment, patients
who waited more than 7 days to be attended demonstrated decreased risk of the outcome in comparison
to those waiting up to 30 days (RR: 0.70; 95% CI: 0.53, 0.93), up to 90 days (RR: 0.46; 95% CI: 0.31, 0.68),
or up to one year (RR: 0.43; 95% CI: 0.25, 0.74).

Maintenance of a link with Primary Care

Information related to this outcome was obtained for all participants. The prevalence of maintaining a
link with Primary Care (i.e. having attended Primary Care services at least once in the last 6 months) was
56.9% (95% CI: 51-62) for the whole sample. The prevalence of this outcome by study covariate, as well
as unadjusted and adjusted relative risks, are given in Table 3. 

We identi�ed evidence of an association between the outcome ‘maintenance of a link with Primary Care’
and the referral for current service by Primary Care (RR: 1.38; 95% CI: 1.06, 1.79) and Private Services (RR:
1.66; 95% CI: 1.19, 2.32). There was also an association between the outcome and receiving visits from
Community Health Agents (CHA) (RR: 1.26; 95% CI: 1.04, 1.53). 

In contrast, an inverse association was found between the outcome and male sex (RR: 0.82; 95% CI: 0.67,
0.99), being employed (RR: 0.78; 95% CI: 0.60, 1.00), having a diagnosis of psychosis (RR: 0.69; 95% CI:
0.52, 0.91) or psychoactive substance misuse (RR: 0.57; 95% CI: 0.41, 0.80), and a greater perception of
social support: regular (RR: 0.80; 95% CI: 0.65, 0.99), or strong (RR: 0.73; 95% CI: 0.58, 0.91).

Discussion
This is the �rst study to investigate the determinants of timely access to Specialized Mental Health
Services and maintenance of a link with Primary Care. Such work augments the current evidence-base
and provides further evidence for understanding the factors that affect patient’s experiences in a complex
mental health network with different forms of access and the aspects that foster continuity of care. 
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While being referred by Primary Care to the specialized service was negatively associated with timely
access, this was positively associated with maintaining the link with Primary Care. Also, in relation to the
diagnosis, it can be observed that patients diagnosed with psychosis and psychoactive substance
misuse were more likely to access specialized services in a timely manner, however, they were less likely
to maintain the link with Primary Care. These �ndings contribute to the global discussion about two
important challenges for better mental health care, the low integration between Primary Care services and
specialized services [15] and the barriers of access that individuals with mental health and/or substance
use issues face in Primary Care [16]. 

Previous studies have also indicated that Primary Care contact was associated with longer delays
accessing specialized mental health care [1,17]. However, at the same time, this type of contact was
associated with better pathways to care, fewer contacts with emergency services, and greater adherence
to specialized services [17]. It appears, therefore, that the need for training Primary Care workers in the
detection and management of mental health cases should be reinforced, as should be efforts to integrate
the mental health care network.

Globally, several efforts have been made to establish greater integration between specialized services and
Primary Care. In countries such as the United Kingdom, Spain and Canada, initiatives such as shared or
collaborative care aims to link professionals and to develop strategies to collect and share information
on the progress of patients [10]. 

It should be considered that in addition to enhancing the identi�cation and management of mental health
cases, the strengthening of this strategies could help in solving another major problem of the mental
health care networks; namely, the low return of users to Primary Care levels. Previous studies have
suggested that continuity of care is a critical issue when referring patients from specialized care back to
Primary Care, as few people appear to reach Primary Care centers after referral [4,19]. 

In a study conducted in the United States with patients of a community mental health center [18], similar
to our results, 41% of patients did not attend Primary Care in the six months prior to the survey. In the
same study, 63% of patients were unable to identify a Primary Care provider by name and 14% reported
using the emergency department for routine care. 

Besides problems related to the continuity of mental health treatment, low contact with Primary Care
appears to be a main contributor to the mortality gap experienced by people living with mental disorders
worldwide [19]. It is estimated that this population experiences mortality rates two to three times higher
than the general population, with life expectancy reduced by 10-30 years [20]. Among the factors
contributing to these outcomes, there is a high prevalence in the population of hypertension, diabetes,
heart disease and other conditions that could be treated by Primary Care, if identi�ed in a timely manner
[21,22].

Our results still raise an important discussion about the stigma related to psychosis and substance
use. Both the greater absorption of these patients by specialized services and the lower likelihood that
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they will access Primary Care after being admitted to specialized services may be related to stigma.
A study conducted in the United States [23] comparing professionals at both Primary Care and secondary
healthcare centres found that physicians and nurses at Primary Care had more negative attitudes toward
people with psychosis than their colleagues at secondary healthcare centres. 

In relation to substance use, in addition to stigma, other social issues must be observed. Studies in Latin
America [24,25] have shown that although some patients occasionally access the Primary Care to obtain
clinical health care, the substance use is not brought up. The professionals in turn avoid talking about the
subject because they do not wish to be mistaken as informants for the police or drug dealers [24].

In relation to the action of Primary Care, our results emphasize the importance of non-medical
professionals in promoting the continuity of care. Among these professionals are the CHA, whose visits
to users were associated with maintaining a link with Primary Care. Through home visits, these
professionals are responsible for collecting information regarding the population's health needs,
identifying users with health problems, and referring them to the health unit [26]. Despite the importance
of their role, however, they are often overlooked in the discussion of mental health cases management.
This lack of recognition relative to other professions may stem from educational bias, as many CHA are
individuals with a high school education [10].

Finally, we highlight that our results suggest that patients’ �rst steps in seeking help may in�uence other
aspects of their trajectory within the health system. With the exception of those who attended their �rst
mental health consultation after waiting more than a year, patients who waited more than 7 days to be
treated were less likely to access specialized services in a timely manner (as compared to those who
waited up to 7 days for treatment). These results are consistent with a review regarding the pathways to
mental health care among young people [27], where the service responses to help-seeking were important
determinants of patients’ pathways. 

Some limitations should be considered in the interpretation of the present results. This is a cross-
sectional study; therefore, reverse causality cannot be ruled out. Also, many variables were measured
retrospectively, and thus are subject to recall error and bias. Additionally, it should be highlighted that this
study recruited users who had access to and remained linked to specialized outpatient mental health
services. Those who had previously discontinued care or did not have access to these services were
therefore not included in our sample. Thus, in the city from which we drew our sample, the present results
may not be representative of the full population with mental health disorders and their experiences in the
mental health network. 

Conclusions
Our study is an essential step towards formulating policies that ensure easier, timelier access to care and,
thereby, shaping mental health patients’ outcomes. In addition to punctuating the determinants for timely
access, our study also punctuates the determinants of maintaining a link with Primary Care, which is
essential to bridge the mortality gap and health disparities experienced by this population worldwide.
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We highlight the need to strengthen communication between Primary Care and specialized services as a
measure both to qualify access in a timely manner and to promote continuity of care. In this context, the
role of non-medical professionals should be highlighted, since the action of Community Health Agents
has proved to be effective in fostering the link with Primary Care.

Another relevant �nding is the disparity faced by patients diagnosed with psychosis and substance use
issues, which may be related to the stigma attached to these diagnoses. In this sense, we reinforce the
need to establish anti-stigma policies and programs, especially in Primary Care, which must be able to
receive this population as a gateway to the health system.
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  n Prevalence (95% CI)
Sex    

Female 165 48.4 (43.1-53.7)
Male 176 51.6 (46.3-56.9)

Ethnicity    
White 190 55.7 (50.4-60.9)
Mixed race 119 34.9 (30.0-40.1)
Black 32 9.4 (6.7-12.9)

Age    
18-30 44 12.9 (9.5-16.9)
31-45 113 33.1 (28.3-38.3)
46-60 124 36.4 (31.4-41.6)
61+ 60 17.6 (13.9-21.9)

Schooling    
0 to 4 years 65 19.1 (15.2-23.6)
5 to 8 years 144 42.2 (37.1-47.5)
9+ years 132 38.7 (33.7-44.0)

Paid work status    
Unemployed 264 77.4 (73.6-82.3)
Employed 77 22.6 (18.5-27.3)

Per capita incomea    
<0.5 minimum wage 80 24.8 (20.4-29.7)
0.5 to 1 minimum wage 155 48.0 (42.6-53.4)
>1 minimum wage 88 27.2 (22.7-32.3)

Diagnosis     
Affective and neurotic disorders 122 35.8 (30.9-41.0)
Psychosis 74 21.7 (17.6-26.4)
Psychoactive substance misuse 83 24.3 (20.1-29.2)
As yet undiagnosed 62 18.2 (14.4-22.6)

Identification of the need for mental health care    
In a crises situation 127 37.2 (32.3-42.5)
Self diagnosis followed by spontaneous demand 95 27.9 (23.4-32.8)
indicated by family and friends 74 21.7 (17.6-26.4)
In an appointment for general complaints 45 13.2 (10.0-17.2)

Delay until first appointmentb    
Up to 7 days 116 36.0 (31.0-41.4)
Up to 30 days 75 23.3 (19.0-28.2)
Up to 90 days 52 16.1 (12.5-20.6)
Up to 1 year 37 11.5 (8.4-14.4)
>1 year 42 13.1 (10.0-17.2)

First appointment service     
Primary Care 45 13.2 (10.0-17.2)
Emergency or Hospital services 45 13.2 (10.0-17.2)
Outpatient Clinic 99 29.0 (24.5-34.1)
Psychosocial Care Centers 78 22.9 (18.7-27-6)
Private Services 74 21.7 (18.7-27.6)

Referral source for the current service    
Spontaneous demand 116 34.0 (29.2-39.2)
Primary Care 75 22.0 (17.9-26.7)
Emergency or Hospital services 38 11.1 (8.2-14.9)
Outpatient Clinic 77 22.6 (18.5-27.3)
Private Services 35 10.3 (7.5-13.9)

Delay to access the current servicec    
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Up to 7 days 161 48.8 (43.4-54.2)
Up to 30 days 99 30.0 (25.3-35.1)
Up to 60 days 37 11.2 (8.2-15.1)
>60 days 33 10.0 (7.2-13.7)

Time attending the current service    
Up to 1 year 119 34.9 (30.0-40.1)
Up to 3 years 60 17.6 (13.9-22.0)
Up to 5 years 45 13.2 (10.0-17.2)
>5 years 117 34.3 (29.5-39.5)

Previous mental health care in Primary Care    
Did not receive 212 62.2 (56.9-67.1)
Received 129 37.8 (32.8-43.1)

CHA visits    
Does not receive 206 60.4 (55.1-65.5)
Does receive 135 39.6 (34.5-44.9)

Social support perception    
Weak 59 17.3 (13.7-21.7)
Regular 137 40.2 (35.1-45.5)
Strong 145 42.5 (37.4-47.8)

a: n= 323. b: n= 322. c: n= 330. 

Table 2: Unadjusted and adjusteda associations between studied variables and timely access
to care in Specialized Mental Health Services are provided with the use of Poisson
regression models. Relative risks (RR) with 95% corresponding confidence intervals (CIs)
are presented (n=330). 
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  n Prevalence
(95%CI)

Unadjusted RR
(95%CI)

Adjusteda RR
(95%CI)

Sex        
Female 160 47.5 (39.9-55.2) 1 1
Male 170 71.8 (64.6-78.0) 1.49 (1.21-1.83) 1.13 (0.91-1.39)

Ethnicity        
White 184 54.9 (47.7-61.9) 1 1
Mixed race 115 67.8 (58.8-75.7) 1.31 (1.07-1.59) 1.13 (0.95-1.36)
Black 31 61.3 (43.8-76.3) 1.08 (0.75-1.55) 0.82 (0.63-1.08)

Age        
18-30 43 69.8 (54.9-81.4) 1 1
31-45 110 65.4 (56.2-73.7) 0.91 (0.71-1.16) 0.98 (0.78-1.23)
46-60 119 59.7 (50.7-68.0) 0.84 (0.66-1.08) 0.95 (0.73-1.23)
61+ 58 43.1 (31.2-55.9) 0.61 (0.43-0.88) 0.87 (0.60-1.26)

Schooling        
0 to 4 years 64 78.1 (66.6-86.5) 1 1
5 to 8 years 138 60.9 (52.5-68.6) 0.86 (0.69-1.07) 0.89 (0.70-1.13)
9+ years 128 50.0 (41.5-58.5) 0.66 (0.51-0.86) 0.79 (0.60-1.03)

Paid work status        
Unemployed 253 60.5 (54.3-66.3) 1 1
Employed 77 58.4 (47.3-68.8) 1.05 (0.84-1.31) 1.15 (0.93-1.41)

Per capita income*        
<0.5 minimum wage 78 66.7 (55.6-76.1) 1 1
0.5 to 1 minimum wage 151 61.6 (53.6-68.9) 0.96 (0.77-1.19) 0.82 (0.66-1.03)
>1 minimum wage 86 51.2 (40.8-61.4) 0.72 (0.54-0.98) 0.74 (0.55-0.99)

Diagnosis         
Affective and neurotic disorders 119 37.8 (29.6-46.8) 1 1
Psychosis 69 68.1 (56.4-77.9) 1.77 (1.30-2.40) 1.47 (1.06-2.04)
Psychoactive substance misuse 80 82.5 (72.7-89.3) 2.18 (1.67-2.84) 1.70 (1.24-2.32)
As yet undiagnosed 40 64.5 (52.1-75.3) 1.62 (1.17-2.24) 1.31 (0.93-1.83)

Identification of the need for mental health care        
In a crises situation 124 66.1 (57.4-73.9) 1 1
Self diagnosis followed by spontaneous

demand
93 55.9 (45.8-65.6) 0.77 (0.60-0.99) 0.86 (0.68-1.08)

indicated by family and friends 70 71.4 (59.9-80.7) 1.07 (0.87-1.32) 1.08 (0.85-1.36)
In an appointment for general complaints 43 32.6 (20.5-47.5) 0.44 (0.27-0.74) 0.53 (0.32-0.87)

Delay until first appointment**        
Up to 7 days 114 80.7 (72.5-86.9) 1 1
Up to 30 days 74 50.0 (38.9-61.1) 0.56 (0.42-0.74) 0.70 (0.53-0.93)
Up to 90 days 51 39.2 (27.0-52.9) 0.46 90.31-0.68) 0.46 (0.31-0.68)
Up to 1 year 34 29.4 (16.8-46.2) 0.42 (0.24-0.73) 0.43 (0.25-0.74)
>1 year 40 75.0 (59.8-85.8) 0.93 (0.75-1.15) 0.79 (0.61-1.01)

First appointment service         
Primary Care 45 40.0 (27.0-54.5) 1 1
Emergency or Hospital services 44 59.1 (44.4-72.3) 1.34 (0.83-2.16) 1.00 (0.62-1.59)
Outpatient Clinic 94 50.0 (40.1-59.9) 1.16 (0.75-1.80) 1.42 (0.94-2.13)
Psychosocial Care Centers 76 84.2 (74.4-90.7) 2.13 (1.45-3.13) 1.33 (0.89-1.97)
Private Services 71 60.6 (48.9-71.1) 1.39 (0.90-2.15) 1.13 (0.73-1.76)

Referral source for the current service        
Spontaneous demand 110 72.7 (63.7-80.2) 1 1
Primary Care 74 35.1 (25.2-46.5) 0.51 (0.36-0.72) 0.61 (0.40-0.93)
Emergency or Hospital services 37 48.6 (33.4-64.1) 0.52 (0.41-0.94) 0.86 (0.57-1.29)
Outpatient Clinic 74 68.9 (57.7-78.3) 0.99 (0.82-1.21) 1.01 (0.79-1.28)
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Private Services 35 65.7 (49.1-79.1) 0.85 (0.63-1.17) 0.84 (0.63-1.13)
Time attending the current service        

Up to 1 year 114 69.3 (60.3-77.0) 1 1
Up to 3 years 59 50.8 (38.4-63.2) 0.71 (0.52-0.98) 0.75 (0.58-0.98)
Up to 5 years 43 48.8 (34.6-63.2) 0.66 (0.45-0.97) 0.80 (0.54-1.19)
>5 years 114 59.6 (50.5-68.2) 0.87 (0.71-1.08) 1.06 (0.82-1.38)

a: Adjusted by sex; schooling; per capita income; diagnosis; identification of the need for mental health care; delay until first
appointment; first appointment service. 
 

 

 

Table 3:  Unadjusted and adjusteda associations between studied variables and t
maintaining  the link with Primary Care are provided with the use of Poisson regression
models.  Relative risks (RR) with 95% corresponding confidence intervals (CIs) are
presented (n=330).
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  n Prevalence
(95%CI)

Unadjusted OR
(95%CI)

Adjusteda OR
(95%CI)

Sex        
Female 165 69.1 (61,8-75,6) 1 1
Male 176 45.4 (38.3-52.8) 0.66 (0.53-0.82) 0.82 (0.67-0.99)

Ethnicity        
White 190 59.5 (52.4-66.2) 1 1
Mixed race 119 58.8 (49.8-67.3) 0.96 (0.77-1.19) 0.95 (0.78-1.16)
Black 32 34.4 (20.4-51.6) 0.69 (0.43-1.11) 0.80 (0.50-1.29)

Age        
18-30 44 50.0 (34.8-64.2) 1 1
31-45 113 53.1 (0.43-0.62) 1.10 (0.78-1.55) 1.00 (0.75-1.34)
46-60 124 60.5 (51.7-68.6) 1.22 (0.87-1.69) 1.09 (0.83-1.44)
61+ 60 61.7 (49.0-72.9) 1.23 (0.86-1.77) 0.97 (0.71-1.33)

Schooling        
0 to 4 years 65 60.0 (47.9-71.0) 1 1
5 to 8 years 144 58.3 (50.2-66.1) 0.95 (0.72-1.24) 1.05 (0.80-1.37)
9+ years 132 53.8 (45.3-62.1) 0.94 (0.71-1.23) 0.99 (0.76-1.30)

Paid work status        
Unemployed 264 60.2 (54.2-65.9) 1 1
Employed 77 45.4 (34.8-56.5) 0.74 (0.55-0.99) 0.78 (0.60-1.00)

Per capita income*        
<0.5 minimum wage 80 61.2 (50.3-71.2) 1 1
0.5 to 1 minimum wage 155 54.8 (47.0-62.5) 0.89 (0.69-1.15) 0.91 (0.73-1.14)
>1 minimum wage 88 61.4 (50.9-70.9) 1.05 (0.80-1.37) 1.09 (0.85-1.40)

Diagnosis         
Affective and neurotic disorders 122 72.1 (63.6-79.3) 1 1
Psychosis 74 55.4 (44.1-66.2) 0.66 (0.50-0.87) 0.69 (0.52-0.91)
Psychoactive substance misuse 83 36.1 (26.6-46.9) 0.47 (0.33-0.66) 0.57 (0.41-0.80)
As yet undiagnosed 62 56.4 (44.1-68.1) 0.76 (0.58-0.98) 0.84 (0.66-1.07)

Identification of the need for mental health care        
In a crises situation 127 59.1 (50.4-67.2) 1 1
Self diagnosis followed by spontaneous

demand
95 55.8 (45.8-65.4) 1.01 (0.78-1.30) 0.92 (0.72-1.17)

indicated by family and friends 74 45.9 (35.1-57.2) 0.84 (0.61-1.15) 0.86-0.65-1.15)
In an appointment for general complaints 45 71.1 (56.6-82.3) 1.26 (0.97-1.65) 1.09 (0.83-1.44)

Delay until first appointment**        
Up to 7 days 116 54.3 (45.2-63.1) 1 1
Up to 30 days 75 65.3 (54.0-75.1) 1.19 (0.92-1.55) 1.00 (0.78-1.27)
Up to 90 days 52 53.8 (40.5-66.7) 1.02 (0.74-1.41) 0.93 (0.69-1.25)
Up to 1 year 37 54.0 (38.4-69.0) 1.04 (0.72-1.50) 0.83 (0.59-1.17)
>1 year 42 54.8 (39.9-68.8) 1.00 (0.70-1.41) 1.07 (0.77-1.47)

First appointment service         
Primary Care 45 71.1 (56.6-82.3) 1 1
Emergency or Hospital services 45 48.9 (35.0-63.0) 0.62 (0.42-0.92) 1.09 (0.72-1.66)
Outpatient Clinic 99 66.7 (56.9-75.2) 0.86 (0.67-1.09) 1.19 (0.90-1.57)
Psychosocial Care Centers 78 43.6 (33.1-54.6) 0.55 (0.39-0.78) 1.10 (0.75-1.61)
Private Services 74 54.0 (42.8-64.9) 0.76 (0.57-1.01) 1.19 (0.88-1.61)

Referral source for the current service        
Spontaneous demand 116 43.1 (34.4-52.2) 1 1
Primary Care 75 73.3 (62.4-82.0) 1.75 (1.32-2.30) 1.38 (1.06-1.79)
Emergency or Hospital services 38 55.3 (19.7-69.8) 1.38 (0.95-2.02) 1.17 (0.81-1.68)
Outpatient Clinic 77 59.7 (48.6-70.0) 1.39 (1.01-1.90) 1.31 (0.98-1.75)



Page 18/18

Private Services 35 62.9 (46.3-76.8) 1.57 (1.11-2.23) 1.66 (1.19-2.32)
Delay to access the current service***        

Up to 7 days 161 47.2 (39.6-54.9) 1 1
Up to 30 days 99 66.7 (56.9-75.2) 1.50 (1.18-1.90) 1.04 (0.81-1.34)
Up to 60 days 37 64.9 (48.8-78.2) 1.39 (1.00-1.93) 1.07 (0.79-1.45)
>60 days 33 69.7 (52.6-82.6) 1.55 (1.14-2.11) 0.93 (0.67-1.29)

Time attending the current service        
Up to 1 year 119 50.4 (41.6-59.2) 1 1
Up to 3 years 60 45.0 (33.1-57.5) 0.84 (0.59-1.21) 0.84 (0.62-1.15)
Up to 5 years 45 57.8 (43.3-71.0) 1.13 (0.82-1.56) 1.00 (0.72-1.38)
>5 years 117 69.2 (60.4-76.9) 1.22 (0.96-1.55) 1.11 (0.89-1.39)

Previous mental health care in Primary Care        
Did not receive 212 48.6 (41.9-55.3) 1 1
Received 129 70.5 (62.2-77.7) 1.47 (1.21-1.79) 1.12 (0.92-1.38)

CHA visits        
Does not receive 206 49.0 (42.3-55.8) 1 1
Does receive 135 68.9 (60.6-76.1) 1.37 (1.12-1.67) 1.26 (1.04-1.53)

Social support perception        
Weak 59 76.3 (64.0-85.3) 1 1
Regular 137 56.9 (48.6-64.9) 0.73 (0.58-0.91) 0.80 (0.65-0.99)
Strong 145 49.0 (41.0-57.0) 0.62 (0.49-0.89) 0.73 (0.58-0.91)

a: Adjusted by sex; ethnicity; paid work status; diagnosis; referral source to the current service; previous mental health care in
Primary Care; CHA visits; social support. 


