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Abstract

This study has for aims to develop a typology describing adequacy of help based on socio-
demographic, clinical and service utilization variables for 204 service users with severe mental
disorders treated in the community. Study participants were recruited in an urban area of
Quebec (Canada). Adequacy of help was assessed with the Montreal Assessment of Needs
Questionnaire. A cluster analysis identified five profiles of service users. Adequacy of help
was mainly related to continuity of care, help given by services, seriousness of needs and, to
some extent, quality of life (QOL). Adequacy of help was highest among Class 3 participants,
described as older individuals with mood disorders, who lived in autonomous housing and
enjoyed good QOL. They received substantial help from both relatives and services. Adequacy
of help was lowest for Class 5, which included individuals affected by co-occurring mental
disorders but who also lived autonomously. Health service utilization was more strongly related
to adequacy of help for this sample than were the socio-demographic and clinical factors tested.
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Introduction

Service users with severe mental disorders (SMDs) experience various needs, such basic
subsistence needs or health and social services needs [1]. While some needs are amenable to
short-term professional intervention, others require longer, and more continuous, care aimed at
avoiding hospitalization [1]. In this context, competent needs assessment is essential in
planning and delivering services [2]. The provision of appropriate help from mental health
services, in terms of both quantity and quality, and help that addresses the seriousness of needs
among service users is an increasingly crucial issue, especially in view of the increasing
numbers of service users with SMDs living, and accessing services, in communities [2, 3].
When service users with SMDs view the help they receive as adequate, they tend to fare better
in terms of social integration, quality of life (QOL), and personal recovery [4].

Needs assessments have focused on service users with SMDs in general [5], needs
associated with specific types of SMDs [6-9], comparative perspectives of patients and
professionals on needs [10—12], and changing needs over time [13—17]. Several studies found
negative associations between serious (i.e. unmet) needs and QOL [10, 16, 18-23], and
between the seriousness of needs and service user satisfaction [24, 25]. Higher numbers of
needs were associated with male gender, unemployment, greater disability, lower functioning
and higher service utilization [26]. Moreover, adequacy of help was also related to male
gender, [27], older age [4], having fewer needs [4, 27], less serious needs [8, 27], as well as
help received from services [4, 27] and access to a regular caregiver [4].

Service users with SMDs are not a homogenous population [28]. Socio-demographics (e.g.
age, gender), clinical characteristics (e.g. type and number of diagnoses) and services utilization
variables (e.g. number of professional consulted, continuity of care) interact to influence
individual outcomes such as adequacy of help. Cluster analysis, is a reliable method for
identifying typologies of service users with SMDs based on multiple variables [29]. Profiles
have been identified through cluster analysis for co-occurring SMD and substance abuse
disorders [30-32]; chronic SMD [28]; first-time hospital inpatients [33]; first-episode psychosis
patients [34-36]; frequent inpatient mental health service use [37, 38]; and patient populations
with schizophrenia receiving community-based services [39, 40]. While assessments usually
include socio-demographics (e.g. age, gender, education), clinical variables (e.g. diagnosis,
community functioning), and service utilization (e.g. continuity of care, number of profes-
sionals consulted), the adequacy of help received by service users has rarely been considered,
except in studies involving hospital admissions or community service utilization [39].

Other studies have created typologies based mainly on service utilization variables [41-43].
Clinical variables were understudied in such cases, and samples tended to include service users
with common mental disorders. For instance, Bridges et al. [41] identified three classes (“well-
served”, “undeserved”, and “subclinical”) in terms of perceived needs, service use and related
barriers for a sample with depressive or anxiety disorders receiving integrated care. Differences
emerged in terms of age (an older underserved group), primary language (more Spanish
speakers in the subclinical group), insurance status (more uninsured participants in the
undeserved group) and overall functioning (lower in the well-served group) [41].

Few studies have tested socio-demographic and clinical variables, or service utilization
variables among service users with different types of SMDs. Moreover, few studies have
produced typologies for adequacy of help among individuals with SMDs [44]. Using cluster
analysis, and drawing on socio-demographic, clinical and service utilization variables, the
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present study seeks to develop a typology for adequacy of help based on the perceptions of 204
individuals diagnosed with SMDs and living in local, Quebec (Canada) communities.

Methods
Recruitment and Data Collection

This research stemmed from the third phase of a longitudinal study which assessed needs of users
with SMDs [21]. Recruitment was conducted at a major mental health institute, and two
community service centers in southwest Montreal (Quebec, Canada). Recruitment strategies
included information sessions on the project for service providers, and posters displayed in
outpatient clinics. Participants were between 18 and 70 years of age, with a diagnosed SMD
based on to the DSM-IV. Participants had to authorize access to their medical records at the mental
health institute for purposes of the study. Anyone unable to withstand the interview process due to
clinical status or presence of a severe intellectual deficit, those under involuntary psychiatric
treatment or hospitalized during the study were excluded. Two interviews (duration: 90 min each)
were conducted with each participant at a 1-week interval. Data for TO were collected from
December 2008 to September 2010, and for T1 from January to November 2011. Data collection
at T2 took place over ten months (June, 2013 — April, 2014). The research ethics boards of the
mental health institute, and the two community service centers, provided ethics approval.

Variables and Instruments

Data sources included four instruments, including English and French versions, and participant medical
records. Adequacy of help was assessed based on the Montreal Assessment of Needs Questionnaire
(MANQ) [45], which measures needs in 26 domains over a 12-month period using an 11-point analog
scale (range: 0—10). Questions for each identified area of need included: 1) seriousness, 2) help given by
relatives or by services; 3) support from services (not assessed in this study), and 4) adequacy of help,
from both quantitative (i.e. right amount of help) and qualitative (i.e. right type of help) perspectives.

The variable of interest “adequacy of help” was constructed by summing responses in
terms of quality and quantity (total: 0-20), and dividing this total by the number of needs
reported. When scores for adequacy of help given by services were at least two times greater
than scores for seriousness of needs, adequacy of help was rated as fully met.

Other standardized instruments measured: QOL (Satisfaction with Life Domains Scale:
SLDS), [46]; continuity of care (Alberta Continuity of Services Scale for Mental Health:
ACSS-MH) [47], and mental health professionals consulted (e.g. family physician, nurse,
psychologist) over a 12-month period (Service Utilization Questionnaire: SUQ), derived from
the Canadian Community Health Survey [48]. Table 1 provides detailed information on these
instruments. Study participants completed their questionnaires with assistance from trained
research agents. Information on socio-demographic variables collected in the first part of the
MANQ questionnaire, and data on diagnoses drawn from patient clinical records.

Analysis

Univariate analyses, including frequency distributions for categorical variables, and central
tendency distributions (means and standard deviations) for continuous variables, were
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Table 1 Instruments

Name Psychometrics
1 Montreal Assessment of Needs Explores 26 domains of need, amount of help received from
questionnaire (MANQ) services and relatives, adequacy of help received from services;

11- point scale.

CA: 0.70-0.73 [45]

(Rating: 0—10; Needs: higher = higher seriousness needs; Amount
of help received: lower = less help received)

(Rating: 0-20: Adequacy of help received from services: (0-10:
quantity (right amount of help); 0-10: quality (right type of
help) lower = lower adequacy)

2 Satisfaction with Life Domains Scale Assesses quality of life.
(SLDS) CA=0.92 [46]
(Rating: 20-140; lower = poorer quality of life)
3 Alberta Continuity of Services Scale for Measures service continuity.

Mental Health (ACSS-MH) CA=0.78 to 0.92 [47]
(Rating: 0-215; lower = lower continuity of services)
4 Service Use Questionnaire (SUQ) Based on the Canadian Community Health Survey (CCHS) 1.2
[48].

Survey questionnaire for socio-demographic characteristics;
Yes/No and multiple choice questions; Likert and non-Likert
scale questions

With the exception of the MANQ, total scores were used even though numerous sub-scales were avaluable for
some instruments

performed on participant characteristics. A two-step cluster analysis identified participant
typologies. Selected variables were classified as categorical or continuous. Categorical vari-
ables included age, gender, level of education, source of income, type of housing, mood
disorders, schizophrenia, anxiety disorders, personality disorders, alcohol dependence, and
drug dependence. Continuous variables included QOL, number and seriousness of needs,
number of MDs (excluding alcohol dependence, and drug dependence), help given by
services, help given by relatives, number of professionals consulted, and continuity of care.
Categorical variables were first entered into the model, then the continuous variables. Log-
likelihood methods determined between-subject distances and specific participant classifica-
tions. Using the Schwarz Bayesian criterion, an initial model was produced, yielding two
classes. A number of additional models were generated, with different numbers of classes. The
final model included five classes, based on the overall contributions of each to inter-class
homogeneity and using the model improvement test diagnostic.

Results

Of 437 individuals solicited at TO, 352 (80.5%) agreed to participate for a 80.5% response rate.
Among those 352 participants, 297 (84.4%) were interviewed at T1 [22]. Finally, 207 were
interviewed at T2 for a 70% response rate. Three participants were later excluded due to missing
data (more than 5%). No differences were found concerning gender and education between the TO
and T2 samples (gender: X2 =0.001, P = 0.982; education: X = 0.606, P = 0.436), nor between the
T1 and T2 samples (gender: X2 =0.099, P =0.754; education: X2=0.942, P=0.344).

Table 2 presents descriptive statistics for the 204 participants; a small majority were men
(53% vs 47%), and average age was 51 years. Forty-two percent lived on welfare, and most
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Table 2 Participant characteristics (N =204)
Variables Min Max n/Mean %/SD
Variable of interest Adequacy of help received? (n, %) Not fully met 180 88.2
Fully met 24 11.8
Socio-demographic  Age (Mean, SD) 24.00 69.00 51.21 9.90
Age categories (n,%) <40 years. 30 14.7
40-54 years 91 44.6
55 years and over 83 40.7
Gender (n,%) Male 108 52.9
Female 96 47.1
Sources of income (n,%) Welfare 86 42.2
Other 118 57.8
Level of education (n,%) Primary/Secondary 126 61.8
College/University 78 38.2
Housing (n,%) Spervised 102 50.0
Autonomous 102 50.0
Quality of life: SLSD score (Mean, 38.00 139.00 99.09 18.32
SD)
Clinical Number of needs (Mean, SD) 0.00 21.00 7.25 4.38
Seriousness of needs (Mean?, SD) 0.00 10.00 4.68 2.11
Number of MDsP (Mean, SD) 0.00 5.00 1.64 0.85
Mood disorders (n, %) 82 40.2
Schizophrenia (n, %) 63 30.9
Personality disorders (n, %) 45 22.1
Anxiety disorders (n, %) 41 20.1
Moderate or mild intellectual 30 14.7
deficit (n, %)
Schizophrenia spectrum disorders 23 11.3
(n, %)
Drug dependence (n, %) 22 10.8
Alcohol dependence (n,%) 19 9.3
Attention deficit hyperactivity 6 2.9
disorder (n, %)
Delusion and other psychotic 4 2.0
disorders (n, %)
Adjustment disorders (n, %) 4 2.0
Services Adequacy of help received (Mean?, 1.00  20.00 10.09 5.51
SD)
Help given by relatives (Mean?, 0.00 10.00 3.47 3.14
SD)
Help given services (Mean?, SD) 0.00 10.00 3.91 2.74
Number of health professionals consulted (Mean, SD)  0.00  5.00 2.98 1.07
Continuity of care (Mean, SD) 67.00 176.00 13426 16.16

2 Global score divided by number of needs

b Mental disorders (MD), excluding alcohol dependence and drug dependence

had a secondary school education or less. Prevalent MDs included: mood disorders (40%),

schizophrenia (31%), personality disorders (22%), and anxiety disorders (20%).

The cluster analysis produced a five-class model (Table 3). Class 1 consisted mainly of
male participants, with low level of education; they were mainly welfare recipients, and
residents in supervised housing. Class 1 participants were almost all affected by
schizophrenia, and none with mood disorders. They had the second best score in terms of
help given by services but the lowest score on help given by relatives. They ranked second on
number of professionals consulted, and continuity of care; their scores on adequacy of help
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were greater than average. Class 1 was labeled “Poor men with schizophrenia and low
education levels, residing in supervised housing, with low levels of help given by relatives
but high levels of help given by services, high continuity of care and high adequacy of help.”

Class 2 participants included equal numbers of men and women, mainly 4055 years old,
who lived mostly in supervised housing, and having alcohol and/or drug dependence. Few
cases of schizophrenia, and no mood disorders, were reported for this class. Class 2 ranked first
on continuity of care, and second on seriousness of needs, help given by services and adequacy
of help. Class 2 was labeled “Middle-aged individuals living in supervised housing with
serious needs, but with high levels of help from services, continuity of care and high adequacy
of help.”

Class 3 included mainly older participants, few of whom on welfare, and most living in
autonomous housing. They were mainly affected by mood disorders. These participants
reported the fewest and least serious needs; they ranked first on help given by both services
and relatives, and on QOL. Adequacy of help was fully met for everyone in Class 3, which
was labeled “Older individuals with mood disorders, living in autonomous housing and
receiving high levels of help from services and relatives, with high QOL, and adequacy of
help fully met.”

Class 4 contained the highest number of older women with income sources other than
welfare. Mood disorders dominated in this class; while the incidence of personality disorders
and alcohol dependence was lowest of all classes and no cases of schizophrenia, anxiety
disorder or drug dependence were reported. Class 4 participants received the least help from
services, but ranked second to highest help given by relatives and QOL. They ranked fourth on
number of professionals consulted, continuity of care and adequacy of help. Class 4 was
labeled “Older women with mood disorders, and low scores on help given by services,
continuity of care, and adequacy of help.”

Class 5 had the highest number living in autonomous housing and the highest number of
reported MDs, particularly personality disorders, anxiety and mood disorders. Class 5 partic-
ipants also had the highest scores for both number and seriousness of needs. They scored
lowest on, continuity of care, and adequacy of help, despite consulting the greatest number of
professionals. Class 5 participants ranked fourth on help given by relatives and by services,
and lowest on QOL. This Class was labeled “Individuals living in autonomous housing with
multiple MDs, many and more serious needs, low QOL, and low levels of help given by
services and by relatives, continuity of care, and adequacy of help.”

Discussion

Results for this study, based on cluster analysis, revealed five profiles of individuals showing
distinctive patterns of diagnoses, socio-demographic and clinical characteristics, as well as
differing degrees of support from service. Client profiles in our study demonstrated certain
similarities with those in previous studies, including a class of participants with multiple MDs
in two studies similar to our Class 5 [49, 50]. A class of service users with low education
levels, affected by schizophrenia and residing in supervised housing, similar to Class 1 in the
present study was also identified previously [50]. However, unlike in other studies, [31, 32,
51], our cluster analysis did not reveal a class of service users with co-occurring SMDs and
substance use disorders, as the proportions of drug dependence (11%) and alcohol dependence
(9%) in this sample were relatively low. Class 2 individuals most closely approximated these
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characteristics. Perfectly uniform classes would have been difficult to obtain, in any case, due
to variations in sample sizes and types, recruitment areas, and variables included in different
studies.

Our results revealed that adequacy of help was strongly related to continuity of care, help
given by services and, to a lesser extent QOL and seriousness of needs. While Class 3
combined the highest or the second highest scores on help given by services, QOL, adequacy
of help, and continuity of care, as well the lowest number and seriousness of needs, the Class
with the lowest adequacy of help, Class 5, consistently ranked lowest, or second lowest, on
each of these variables. Similar clusters of associations have been reported in previous studies
[44]. Good continuity of care, in particular, supports the maintenance of regular healthcare,
which, in turn, tends to decrease the seriousness of needs and improve QOL [52-54]. Studies
have found that greater QOL among service users with SMDs was associated with lower
seriousness of needs [20, 55]. Finally, the ability to meet needs implies that help given by
services is proportional to seriousness of needs. The relationships between adequacy of help,
socio-demographics (e.g. age, gender), and clinical variables (e.g. number of MDs, diagnoses)
were not consistent among the five classes.

Classes 4 and 5 showed the lowest scores of adequacy of help, despite their high numbers
of participants with post-secondary education, and income sources other than welfare, a result
that may seem paradoxical. Yet, this may be explained by high prevalence of mood disorders
among these participants, and their possible reluctance to accept living conditions or employ-
ment status below expectations for service users with higher educational attainment. Moreover,
competitive labor market conditions may have increased stress among these individuals.

Results of this cluster analysis suggest that the type of housing may also affect
adequacy of help, in addition to continuity of care and help given by services. Participants
residing mainly in supervised housing, e.g. in Classes 1 and 2, may have received more
regular professional support adapted to their needs through their housing. Service use
tends to increase with regular care [56], facilitating therapeutic alliances between service
users and professionals [57], and leading to more met needs and improved clinical
outcomes. At the same time, individuals in Classes 4 and 5, most of who were living in
autonomous housing, may have experienced greater seriousness of needs in domains such
as food, self-care or home management, with possible implications for lower continuity of
care or lower levels of help given by services, as well as lower adequacy of help. Class 3
seemed to be the exception, however, as adequacy of help was positive, and fully met.
While socio-demographic (e.g. age, gender) and clinical (e.g. diagnosis) characteristics for
this class were similar to those of Class 4, which ranked second to lowest on adequacy of
help, differences between the two classes were related to levels of help given by both
services and relatives, higher for Class 3, and above average continuity of care. Moreover,
percentages of individuals over 55 were lower among Class 3 participants; as younger
individuals, that is, they were presumably more functional and autonomous.

Adequacy of help was positive for Classes 1 and 2, but less so for Classes 4 and 5.
Considerable differences existed between Class 1 and 2 participants, on the one hand, and
Class 4 and 5 participants, on the other, in terms of socio-demographic, clinical and service
utilization variables. Classes 4 and 5 consisted mainly of women with income sources other
than welfare, living in autonomous housing, and affected by mood disorders but not schizo-
phrenia; they received relatively more help from relatives than from services and reported low
continuity of care. By contrast, Classes 1 and 2 included individuals (mainly men in Class 1,
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both genders in Class 2) living in supervised housing, but not affected by mood disorders;
these individuals received higher continuity of care and mainly help from services.

Class 2 participants were not affected by either schizophrenia or mood disorders, suggesting
greater prevalence of SMDs not featured in the cluster analysis (e.g. schizophrenia spectrum
disorders, delusion or other psychotic conditions). Less prevalent SMDs associated with a
second diagnosis such as drug or alcohol dependence may explain the need for many to live in
supervised housing. Drug and alcohol users probably remained abstinent, as they would
otherwise be ineligible for supervised housing. Class 2 participants received the same help
from services as those in Class 1, but more help from relatives. Help received from both
sources may explain why Class 2 participants ranked second on continuity of care and on
adequacy of help, despite their greater seriousness of needs, on which they ranked second to
Class 5.

Classes 1 and 2 differed on gender, age, diagnoses, and help received; Class 1 individuals
were mainly male, and counted more cases of schizophrenia, particularly among men, with
low scores on help given by relatives. More men than women had schizophrenia, and from a
younger ages [34]; they tended to drop school prematurely [58], which likely explains the high
proportion of Class 1 individuals with only primary or secondary education. Most individuals
with schizophrenia also experience difficulties entering the workforce [59], hence the high
number in Class 1 on welfare. The high prevalence of Class 1 participants in supervised
housing coincides with their very low level of help given by relatives compared to other
classes. Yet they benefited from high continuity of care, including mental health follow-up,
which may explain their elevated scores on adequacy of help.

Class 4 included fewer MDs, fewer and less serious needs relative to others. However,
adequacy of help for Class 4 was lower than average. One possible explanation is that most
Class 4 participants were 55 or older, which suggests reduced utilization of mental health
services, less frequent appointments, and inadequate medication management [60]. Class 4
participants received help mainly from relatives, providing a complement to mental health
services, and additional support for their basic and social needs [8]. Yet professional help for
health needs remains critical, whether treatment for psychotic symptoms, psychological
distress or physical illness. One study of 75 individuals, 55 and over, found that 70% did
not receive appropriate help [60].

Class 5 tended to include more cases of anxiety and personality disorders than mood
disorders, which seem to account for very low adequacy of help in this class. Service users
with multiple MDs usually reported more serious needs than those with schizophrenia only
[61], for example Class 1 participants. Moreover, QOL is generally lower among individuals
affected by personality disorders [62, 63]. Class 5 participants, as high service users, consulted
relatively more professionals, which coincides with the literature. However, continuity of care
and help given by services and relatives was lower for this group than others, affecting
adequacy of help. Accordingly, Class 5 participants likely used many services but were more
likely to drop out.

Several limitations in this study should be acknowledged. First, like relatively few variables
were introduced into the cluster analysis, our result may not be generalizable. Second, some
variables as marital status, or employment, with a possible influence on adequacy of help, were
excluded. Third, since the number of individuals with schizophrenia in our sample was low
compared with other studies, these results may not apply to other populations with SMD.
Finally, it should be reiterated that adequacy of help was a self-report measure.
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Conclusions

Our research was innovative in testing multiple variables, including socio-demographic
and clinical variables, service utilization, continuity of care, number of professionals
consulted and help given by relatives and by services for a sample of service users
with SMDs receiving treatment in the community. Results showed evidence that
adequacy of help was more related to health service utilization than to the other
variables tested. Concerning health services, adequacy of help was mainly associated
with continuity of care and help given by services, but less so from the help given by
relatives, or the number of professionals consulted. Concerning clinical variables,
adequacy of help was generally lower among service users with multiple MDs,
including mood, personality and anxiety disorders, but higher among participants with
schizophrenia or SMDs other than mood disorders. Finally, in terms of socio-
demographic variables, adequacy of help was mainly related to type of housing, as
individuals in the two classes whose scores on adequacy of help were lower tended to
be autonomous housing residents. Yet firm conclusions cannot be drawn on this point,
as participants of the class with the highest adequacy of help (Class 3) were also
mainly autonomous housing residents.

Results suggest that mental health services should be matched to the characteristic of
the various users profiles as a way of improving the adequacy of help. Concerning Class 1,
which included poorly educated men with schizophrenia, the high level of continuity of
care and help given by supervised housing seemed particularly adequate to their needs.
Intensive case management may have been an appropriate strategy for Class 2 participants,
in order to transfer skills that support greater individual autonomy. Adequacy of help
among these participants, some of whom were also affected by alcohol or drug depen-
dence, would likely improve with integrated treatment for SMDs and substance use
disorders, or from self-help groups such as Alcoholic Anonymous or Narcotic Anony-
mous. Improved access to a family physician or other primary health care providers should
be sufficient for Class 3 participants, whose adequacy of help was fully met; whereas
shared care, involving close collaboration between the psychiatrist and family physician
would be a desirable service configuration for increasing both continuity of care and the
level of help given by services for Class 4. Assertive community treatment might be
particularly beneficial for Class 5 participants with multiple MDs, who were at elevated
risk for hospitalization. The need for considerable improvement in the uptake of best-
practices at the time of this study, whether in Quebec’s mental health system, or elsewhere,
is apparent.
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