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HIGHLIGHTS
	About one-quarter of U.S. adults report having a mental health diagnosis such as
anxiety or depression or experiencing emotional distress. This is one of the highest
rates among 11 high-income countries.
	While U.S. adults are among the most willing to seek professional help for emotional
distress, they are among the most likely to report access or affordability issues.
	Emotional distress is associated with social and economic needs in all countries. Nearly
half of U.S. adults who experience emotional distress report such worries, a higher
share than seen in other countries.
	The United States has some of the worst mental health–related outcomes, including the
highest suicide rate and second-highest drug-related death rate.
	The U.S. has a relatively low supply of mental health workers, particularly
psychologists and psychiatrists. Just one-third of U.S. primary care practices have
mental health professionals on their team, compared to more than 90 percent in the
Netherlands and Sweden.
Mental health is an important indicator of a society’s overall well-being. Mental health
interacts closely with physical health: people with chronic physical conditions often
also have mental health issues.1
This data brief examines the mental health burden in the United States compared with
10 other high-income countries that participate in the Commonwealth Fund’s annual
international health policy survey. We also look at the relationship between mental
health burden and social determinants of health, differences in seeking care, access
and affordability of care, mental health and substance use disorder outcomes, and
health system capacity. Such cross-country comparisons can provide valuable insights
into how the provision of mental health and substance use care can be strengthened
in the U.S. This analysis also can serve as a baseline measurement of underlying
mental health needs across countries before the COVID-19 pandemic, which is likely
to exacerbate mental health conditions in several countries experiencing social
distancing measures.2
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MENTAL HEALTH BURDEN

More U.S. adults have received mental health diagnoses than adults in other highincome countries.
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Among adults in highincome countries, those in
the U.S. were most likely
to have been diagnosed
with depression, anxiety,
or other mental health
conditions by a doctor. In
2016, nearly one-quarter
(23%) of U.S. adults reported
a mental health diagnosis,
compared to fewer than 10
percent of adults in France,
the Netherlands, and
Germany.
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Question: Have you ever been told by a doctor that you have, or have had, depression, anxiety, or other mental health problems?
Data: 2016 Commonwealth Fund International Health Policy Survey.

Question: Have you ever been told by a doctor that you have, or have had, depression, anxiety, or other mental health problems?
Data: 2016 Commonwealth Fund International
Policy
Source: RoosaHealth
Tikkanen
et al.,Survey.
Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
High-Income Countries (Commonwealth Fund, May 2020).
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MENTAL HEALTH BURDEN

Self-reported emotional distress rates are highest in Canada and the U.S.
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Question: In the past two years, have you experienced emotional distress, such as anxiety or great sadness, which you found difficult to cope with by yourself?
Data: 2016 Commonwealth Fund International Health Policy Survey.
Source: Roosa Tikkanen et al., Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
High-Income
Countries
(Commonwealth
Fund,
May
Question: In the past two years, have
you experienced
emotional
distress,
such
as2020).
anxiety or great sadness, which you found difficult to cope with by
yourself?

Data: 2016 Commonwealth Fund International Health Policy Survey.
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The incidence of mental
health conditions may reflect
differences in physician
diagnostic patterns, in part
because of different clinical
guidelines or cultural factors
in the 11 countries. Also, not
everyone who experiences
mental health symptoms goes
to see a doctor. As a result, many
psychiatric conditions may go
undiagnosed and untreated.
Self-reports of emotional distress
may, therefore, provide a better
understanding of actual mental
health burden among the
general population.
In 2016, slightly more than
one-quarter (26%) of U.S. adults
reported that in the past two
years they had experienced
emotional distress, such as
anxiety or great sadness, that
was difficult to cope with
alone. The U.S. rate is similar to
Canada’s (27%) and Sweden’s
(24%), while only 7 percent and
12 percent of German and French
adults reported emotional
distress.
Data Brief, May 2020
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MENTAL HEALTH AND SOCIAL DETERMINANTS OF HEALTH

Emotional distress rates are higher among people worried about neighborhood safety
issues or having enough money for food or housing. U.S. adults with emotional distress
are the most likely among the countries to have these social and economic concerns.
Socioeconomic Needs Among Adults Who Had and Had Not Experienced Emotional
Distress,
2016
Socioeconomic
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Nearly half (45%) of U.S.
adults who reported
experiencing emotional
distress also reported
being concerned about
neighborhood safety or
having enough money for
housing or food. In contrast,
only 16 percent to 19
percent of adults reporting
emotional distress in the
United Kingdom, France,
and Germany reported
unmet social and economic
needs. This suggests that
unmet social needs in
the U.S. may be more
prevalent than in other
high-income countries,
potentially contributing to
the experience of emotional
distress.

Question: In the past 12 months, have you “always” or “usually” been worried or stressed about one or more of the following: having enough money to buy nutritious meals, crime or drugs in your
Question: In the
pasthaving
12 months,
youto“always”
“usually”
been worried or stressed about one or more of the following: having enough money to buy
neighborhood,
and/or
enoughhave
money
pay your or
rent
or mortgage?
nutritious meals, crime or drugs in your neighborhood, and/or having enough money to pay your rent or mortgage?
* Other response categories: “sometimes,” “rarely,” “never.”
* Other response categories: “sometimes,” “rarely,” “never.”
Data: 2016 Commonwealth Fund International Health Policy Survey.
Data: 2016 Commonwealth Fund International Health Policy Survey.

commonwealthfund.org

Source: Roosa Tikkanen et al., Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
High-Income Countries (Commonwealth Fund, May 2020).
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SEEKING CARE

U.S. adults are among the most likely to want to see a professional when
experiencing emotional distress.
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Cultural norms and
stigma associated with
psychological illness may
contribute to differences
in the likelihood of people
seeking mental health care
during a time of need. 3
While a considerable
share of British, Swiss, and
Dutch adults (41%–45%)
reported not wanting to
see a professional when
experiencing emotional
distress, only 23 percent
of U.S. adults reported the
same. This suggests that
there may be less stigma
associated with seeking
mental health treatment in
the U.S. than in some other
high-income countries.

Question: When you felt this way, were you able to get help from a professional when you needed it? Response: No, did not want to see a professional.
Notes: “Emotional distress” refers to adults who report they have experienced anxiety or great sadness which they found difficult to cope with by themselves in the past two years. No data shown for
GER
becauseWhen
of small
sample
sizeway,
(n<100).
Question:
you
felt this
were you able to get help from a professional when you needed it? Response: No, did not want to see a professional.
Data:
2016
Commonwealth
Fundrefers
International
Health
Policy
Survey.
Notes:
“Emotional
distress”
to adults
who
report
they have experienced anxiety or great sadness which they found difficult to cope with by themselves in

the past two years. No data shown for GER because of small sample size (n<100).
Data: 2016 Commonwealth Fund International
Policy
Source: RoosaHealth
Tikkanen
et al.,Survey.
Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
High-Income Countries (Commonwealth Fund, May 2020).
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ACCESS AND AFFORDABILITY

One in six U.S. adults is unable to get or afford professional help when experiencing
emotional distress.
Unable to Get or Afford Needed Mental Health Care, 2016
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Access to professional
mental health care can be
lifesaving in a time of crisis.
Among U.S. adults who
had experienced emotional
distress in the past two
years, approximately one
in six (15%) said that they
could not get or afford
professional help. However,
rates were higher in France
(21%) and similar in
Norway (16%). In contrast,
only 3 percent of Dutch
and 7 percent of New
Zealand adults experiencing
emotional distress could
not get or afford the help
they needed.

Question: When you felt this way, were you able to get help from a professional when you needed it? Response: No, could not get help or could not afford to see a professional.
Notes:
“Emotional
to adults
have
experienced
anxiety or great
sadness
theyit?found
difficultNo,
to cope
with
by get
themselves
the past
years.
data
Question:
When distress”
you feltrefers
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able they
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you which
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a shown for
GER because of small sample size (n<100).

professional.

Data: 2016 Commonwealth Fund International Health Policy Survey.

Notes: “Emotional distress” refers to adults who report they have experienced anxiety or great sadness which they found difficult to cope with by themselves in
the past two years. No data shown for GER because of small sample size (n<100).
Source: Roosa
Tikkanen
et al.,
Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
Data: 2016 Commonwealth Fund International
Health
Policy
Survey.
High-Income Countries (Commonwealth Fund, May 2020).
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OUTCOMES

The U.S. has the highest suicide rate among 11 high-income countries, and the rate
has increased every year since 2000.
Trendsinin
Suicides,
1980–2016
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Data: OECD Health Data 2019.
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High-Income Countries (Commonwealth Fund, May 2020).

Barriers to accessing care may
help explain why the U.S. has
one of the highest suicide rates in
the industrialized world.4 At 13.9
suicides per 100,000 people, the
2016 rate is the highest among the
11 countries studied. While France
also has a high rate, at 13.1 suicides
per 100,000, the U.S. rate is nearly
twice that of the country with the
lowest number of suicides, the U.K.
(7.3 per 100,000).
Looking at suicide trends over time
reveals that the U.S. has historically
had one the lowest rates among
the 11 countries. However, since
the early 2000s, the U.S. suicide
rate has been steadily increasing.
Deaths of despair, reflecting deaths
from suicides, drug overdoses,
and alcohol, also have increased in
recent years.5
In most other countries, suicide
rates have either remained stable
or improved. A handful of other
countries, including Australia,
Canada, and the U.K., have also
experienced increases in suicide
rates in recent years, but these have
been relatively small.

Data Brief, May 2020
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OUTCOMES

The U.S. has one of highest death rates from substance use disorders.
DeathsRelated
Related
to Drug
Use, 2016
Deaths
to Drug
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In 2016, nine of every
million deaths in the
U.S. was caused by a
substance use disorder. In
comparison, the majority of
the countries studied had
three or fewer deaths per
million tied to substance
use disorders. Along with
the U.S., Switzerland and
Germany had comparably
high rates.
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Notes: Reflects deaths from psychoactive substance use, including from opioids, cannabis, sedatives, hypnotics, anxiolytics, cocaine, other stimulants, hallucinogens, nicotine, inhalants, and other
psychoactive substances, but excluding alcohol. Rates reflect age- and sex-standardized rates for 2016 or latest available year (2015 for CAN, FRA; 2014 for NZ).
Data: OECD Health Data 2019.

Notes: Reflects deaths from psychoactive substance use, including from opioids, cannabis, sedatives, hypnotics, anxiolytics, cocaine, other stimulants,
hallucinogens, nicotine, inhalants, and other psychoactive substances, but excluding alcohol. Rates reflect age- and sex-standardized rates for 2016 or
latest available year (2015 for CAN, FRA;
2014
for Tikkanen
NZ).
Source:
Roosa
et al., Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
Data: OECD Health Data 2019.
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High-Income Countries (Commonwealth Fund, May 2020).
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CAPACITY

The U.S. has a relatively low workforce capacity to meet mental health needs.
Mental
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The relatively high unmet
mental health needs among
U.S. adults may reflect
a limited health system
capacity to meet those needs.
Compared to most other
high-income countries, the
U.S. has a smaller total supply
of mental health workers,
with 105 professionals per
100,000 people. Canada,
Switzerland, and Australia
have approximately twice
that number of mental health
workers.
The United States is not the
only country with capacity
issues. New Zealand, Sweden,
and Germany have an even
lower supply of mental
health workers than the
United States.

In the U.S., social workers
Notes: Data for 2017 or latest available year (2016 for NZ, NOR, SWE, US; 2015 for AUS, GER, NETH, SWIZ). No data available for UK. Because of rounding, the total number of professionals may not and nurses make up the
equal the sum of the four subcategories of workers.
majority of the mental
Data: World Health Organization Global Health Observatory data repository.
health workforce, while the
supply of psychologists and
Source:
et al., Mental
Health
Conditions
Use: Comparing
U.S. Needs
with Those
in Other
Notes: Data for 2017 or latest available
yearRoosa
(2016Tikkanen
for NZ, NOR,
SWE, US;
2015
for AUS, and
GER,Substance
NETH, SWIZ).
No data available
forand
UK.Treatment
Because Capacity
of rounding,
the total
High-Income Countries (Commonwealth Fund, May 2020).
psychiatrists is far lower than
number of professionals may not equal the sum of the four subcategories of workers.
Data: World Health Organization Global Health Observatory data repository.
in most other countries.
commonwealthfund.org
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PRIMARY CARE INTEGRATION

Including mental health providers on primary care teams is less common in the U.S.
than in some other countries.
Primary Care Practices with Psychologists or Mental Health Providers on Team, 2019

Primary Care Practices with Psychologists or Mental Health Providers on Team, 2019
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One-third of U.S. primary
care practices have a mental
health provider, such as
a psychologist, on their
patient care teams. This is
comparable to the share of
primary care practices in
the U.K., France, and New
Zealand. But some countries
are more likely to integrate
mental health into primary
care. More than 90 percent
of primary care practices
in the Netherlands and
Sweden reported having
mental health providers.
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Note: Data reflect the share of primary care physicians who indicated that a psychologist or mental health provider work on their team to provide patient care.
Data: 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians.
Source:
Tikkanen
et al.,
Mental Health
and Substance
Comparing
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Needs
Treatment
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Data: 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians.
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PRIMARY CARE INTEGRATION

U.S. primary care practices are among the least prepared to manage patients with
mental illnesses.
Primary Care Practice Preparedness to Manage Patients with Mental Illnesses or Substance
Primary Care Practice Preparedness to Manage Patients with Mental Illnesses or
Use–Related Issues, 2019

Substance Use–Related Issues, 2019
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U.S. primary care physicians
are among the least
likely to report that their
practices have sufficient
skills and experience
to treat patients with
mental health conditions.
Specifically, less than half
of U.S. practitioners report
being well prepared to
manage these patients.
In comparison, the vast
majority of primary
care practices in the
Netherlands, Australia,
Norway, New Zealand, and
Germany are well prepared
to care for patients with
mental illnesses.

In general, primary care
physicians across all
countries were less prepared
0
to manage patients with
NETH
AUS
NOR
NZ
GER
SWIZ
CAN
SWE
UK
US
FRA
substance use–related
issues than mental health
Note: Reflects primary care physicians who reported that their practices are “well prepared,” with respect to having sufficient skills and experience, to manage care for patients with mental illnesses
Note:anxiety,
Reflects
caredepression)
physiciansorwho
reported
that their
practices
areopioid,
“well prepared,”
(e.g.,
mildprimary
or moderate
substance
use–related
issues
(e.g., drug,
alcohol use).with respect to having sufficient skills and experience, to manage
conditions, with fewer than
care for patients with mental illnesses (e.g., anxiety, mild or moderate depression) or substance use–related issues (e.g., drug, opioid, alcohol use).
* Other response categories: “somewhat prepared,” “not prepared.” Data exclude those who said “do not see these patients” (0–2% for mental illness; <1%–10% for substance use–related issues).one-quarter reporting being
* Other response categories: “somewhat prepared,” “not prepared.” Data exclude those who said “do not see these patients” (0–2% for mental illness; <1%–10%
Data:
2019 Commonwealth
Fund
International Health Policy Survey of Primary Care Physicians.
well prepared in the U.S.
for substance
use–related
issues).
Data: 2019 Commonwealth Fund International Health Policy Survey of Primary Care Physicians.
and most other countries.
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Source: Roosa Tikkanen et al., Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other
High-Income Countries (Commonwealth Fund, May 2020).
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Data Brief, May 2020

Mental Health Conditions and Substance Use: Comparing U.S. Needs and Treatment Capacity with Those in Other High-Income Countries

12

DISCUSSION
The United States has one of the highest mental health burdens
among high-income countries studied. Structural capacity to
meet mental health needs, in terms of workforce numbers and
preparedness, is also relatively lower in the U.S. than in other highincome countries. Although the Affordable Care Act strengthened
insurance coverage for, and access to, mental health care and
substance use disorder treatment, considerable gaps remain.6 We
can draw four key strategies from abroad:
1. In many high-income countries, primary care serves as the
first-level setting for mental health care, offering ongoing
treatment for mild-to-moderate conditions, such as depression
or anxiety. In France, ambulatory centers provide primary
mental health care, including home visits. In Norway, local
governments fund multidisciplinary mental health teams that
do community outreach. In the U.S., team-based treatment
models — such as assertive community treatment and
coordinated specialty care — are available in some regions.7
Coverage and affordability barriers remain, however.
2. Other countries have taken steps to remove cost-related
access barriers to some mental health care and substance use
treatment services. There is no cost-sharing toward primary care
visits in Canada, Germany, Netherlands, or the United Kingdom,
which helps eliminate financial barriers to first-level care. Some
countries also have removed copayments for prescription drugs
for individuals with mental health conditions. For example,
France waives all copayments for care related to long-term chronic
mental illnesses, such as bipolar disorder, schizophrenia, or
severe forms of anxiety or depression. Many countries also have
removed cost barriers to care for children and youth, recognizing
that roughly half of mental illnesses start during teenage years.8
For example, in Norway, children and youth under age 18 do not
have to pay for mental health care or treatments.

commonwealthfund.org

3. Faced with a dearth of psychiatrists and psychologists, the
U.S. could expand on alternative workforce models that
might enable greater access to care. More than a decade ago,
NHS England expanded access to talk therapies in primary
care settings through the Increasing Access to Psychological
Therapies program. Today, more than 1.4 million patients in the
program are served by specialized, nonclinical mental health
practitioners. The program has been described as “the world’s
most ambitious effort to treat depression,” 9 and favorable
outcomes have been reported.10
4. Because mental health problems and substance use disorder
are often tied to social determinants of health — reflecting the
conditions in which people live and work — collaboration is
needed across social policy areas. This is already happening
in some regions of the U.S. For example, Los Angeles recently
introduced a community-based mental health model known
as the TRIESTE project. Imported from Trieste, Italy, the model
addresses the social needs of individuals with mental health
problems, including individuals experiencing homelessness.11
Some high-income countries have made mental health a national
priority. For example, in 2018, the U.K. appointed its first-ever
Minister of Suicide and, soon thereafter, a Minister of Loneliness was
named. Similarly, the New Zealand government recently released its
first Wellbeing Budget, which prioritizes mental health on par with
physical health. U.S. leaders could learn from their counterparts
abroad in terms of prioritizing mental health on the policy agenda,
drawing attention to ways to reduce cost-related access barriers, and
improving the availability of community-based care.

Data Brief, May 2020
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NOTES
HOW WE CONDUCTED THIS STUDY
This analysis used data from the 2019 release of
health statistics compiled by the Organisation
for Economic Co-operation and Development
(OECD), which tracks and reports on a wide range
of health system measures across 36 high-income
countries. Data were extracted between July
and August 2019. While data collected by the
OECD reflect the gold standard in international
comparisons, one limitation is that data may mask
differences in how countries collect their health
data. Full details on how indicators were defined, as
well as country-level differences in definitions, are
available from the OECD.
We also used data from the 2016 Commonwealth
Fund International Health Policy Survey and the
2019 Commonwealth Fund International Health
Policy Survey of Primary Care Physicians. Further
details on how these surveys were conducted
are available on the Commonwealth Fund
website including for the 2016 and 2019 surveys.
Workforce data were derived from the World
Health Organization’s Global Health Observatory
data repository. The 10 comparator countries
included in this comparison represent those
high-income countries12 that take part in the
Commonwealth Fund’s annual International Health
Policy Survey: Australia, Canada, France, Germany,
the Netherlands, New Zealand, Norway, Sweden,
Switzerland, and the United Kingdom.

commonwealthfund.org
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