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Abstract: Unmet health care needs are determined as the difference between the services 

judged necessary and the services actually received, and stem from barriers related to 

accessibility, availability and acceptability. This study aims to examine the prevalence of 

unmet needs and to identify the socioeconomic and health status factors that are associated 

with unmet needs. A cross-sectional study was conducted in Greece in 2010 and involved 

data from 1,000 consenting subjects (>18 years old). Multiple binary logistic regression 

analysis was applied to investigate the predictors of unmet needs and to determine the 

relation between the socio-demographic characteristics and the accessibility, availability 

and acceptability barriers. Ninety nine participants (9.9%) reported unmet health needs 

during the 12 months prior to the research. The most frequently self-reported reasons were 

cost and lack of time. Youth, parenthood, physician consultations, and poor mental health 

increased the likelihood of unmet needs. Women were less likely to report accessibility and 

availability than acceptability barriers. Educational differences were evident and individuals 
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with primary and secondary education were associated with significantly more accessibility 

and availability barriers compared with those with tertiary education. Unmet health needs 

pose a significant challenge to the health care system, especially given the difficult current 

financial situation in Greece. It is believed that unmet health needs will continue to 

increase, which will widen inequalities in health and health care access. 

Keywords: unmet needs; health care system; equity; Greece  

 

1. Introduction 

Access to health care is a fundamental determinant of health and its equitable distribution across the 

population is a critical issue of health services research. The main target of health systems is to ensure 

equity in access to needed health care irrespective of socioeconomic status and other non-need 

characteristics. As Andersen points out [1], “equity in access to health care is best considered in the 

context of whether people in need of medical care receive it or not”. 

Access to health care is systematically evaluated based on the common needed-adjusted model, 

according to which it is determined whether non-need factors affect the use of health services, after 

controlling for health need variables. Some of the limitations that have been expressed regarding this 

model were related to the lack of information provided for the non-users and to the fact that dimensions 

like adequacy, quality and appropriateness of the received care could not be included [2,3].  

Unmet needs, which are defined as “the difference between services judged necessary to deal 

appropriately with health problems and services actually received” [4], are considered as simple tools 

in monitoring the accessibility and the extent of inequity in access and use of health care [5]. Past 

research has shown that unmet health needs result from barriers that are related to the health system 

and to characteristics or personal attitudes of the individuals [2,5–7]. According to these studies, the 

barriers were gathered into three categories including accessibility (related to cost and proximity), 

availability (related to the timely provision of health service), and acceptability (related to personal 

attitudes and circumstances).  

The difference between the services judged necessary and the services actually received imply a 

failure for people to improve their health status. In the European literature, the study of unmet needs as 

a determinant of access to healthcare is limited. Previous studies have shown that unmet needs may 

worsen health status and quality of life [8], increase the risk of mortality [9], or be related to symptoms 

of mental and psychosomatic nature [10]. Furthermore, it was found that the factors that put people at 

risk of having unmet needs were youth and old age, female gender, lack of insurance coverage, high 

educational level, low income or unemployment, and poor health status [2,11–17], implying an 

inequitable access to health care according to socio-economic status.  

In Greece, access to health services has been investigated based on the conventional need-adjusted 

utilization model [18–21] and the use of unmet health care needs, as an indicator of equitable access to 

health services, has been studied in the context of two European surveys [22,23]. The current study is 

the first single survey in Greece which attempts to investigate access to health care with respect to 

unmet needs. The objectives of the study were: (i) to estimate the prevalence of unmet health needs in 
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Greece, (ii) to identify the factors that put individuals at a risk of having unmet health needs, and  

(iii) to investigate whether socio-demographic factors were associated with the three indicators of 

unmet health needs. 

2. Methods 

2.1. Study Design 

The cross-sectional study was conducted in October 2010 and involved a national representative 

sample of adults aged 18 and over residing in urban and rural areas in Greece. The response rate was 

66.6%, with 1,000 out of 1,500 consenting subjects agreeing to be interviewed face-to-face. Non-fluent 

Greek speakers and institutionalized subjects were excluded. Participants were grouped, in proportion 

to the Greek population, by socio-demographic characteristics, according to a three-staged sampling 

methodology. In the first stage, a random sample of building blocks was selected in proportion to size 

based on the 2001 Population Census of the National Statistical Service of Greece. In the second stage, 

in each selected area of blocks, households were randomly selected by systematic sampling and in the 

third stage an eligible participant was selected by simple random sampling in each household.  

2.2. Measurements  

Unmet health needs, which represent the dependent variable, were measured based on the following 

single-item question: “During the past 12 months, was there ever a time that you felt you needed 

medical help (examination or treatment) but you did not receive it?” The response to the question was 

binary “yes/no” and the participants who reported that they had an unmet need were further asked to 

report the reasons (up to two) from the following choices: “could not afford to pay”, “did not know if 

the social security fund covered” and “distance”, representing the accessibility indicator, “professional 

help not available at the time required” and “waiting too long”, representing the availability indicator, 

and “did not know where to get help”, “did not trust doctors/services”, “too busy”, “negligence” and 

“other”, representing the acceptability indicator.  

The control variables, including socio-demographic and health status, were selected on the basis of 

previous studies related to healthcare utilization. Demographics included gender, age, marital status 

and existence of children. Education, according to three levels, (primary, secondary and tertiary) and 

employment (economically active such as employers and employees vs. inactive such as retired, 

housewives, students) were used as socioeconomic status indicators. Participants also reported their 

place of residence (urban/rural).  

Health status was proxied by self-assessed health, the existence of chronic diseases, and physician 

consultations during the previous 12 months. Self-assessed health was measured by the Greek version 

of the Short Form-12 Health Survey (SF-12) questionnaire, which has been validated in a national 

representative general population sample [24]. It was used to measure, on a scale of 0–100, the 

physical and mental health of the respondents, with higher scores reflecting better perceived physical 

and mental health. Morbidity from chronic diseases was based on the presence of at least one of 

thirteen chronic conditions (diabetes mellitus type I & II, hypertension, dyslipidemia, heart failure, 

coronary ischemic disease, irritable bowel syndrome, chronic bronchitis, asthma, osteoarthritis, 
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Alzheimer’s, depression, and anxiety disorders). Finally, participants were asked to report any 

physician consultations during the previous twelve months (i.e., any use contrasted with no use). 

2.3. Statistical Analysis  

Cross-tabulation was used to estimate the prevalence of the unmet needs categories and the specific 

reasons, and chi-square test to assess the differences of reporting unmet needs. The binary logistic 

regression model using forward Wald selection was applied in order to: (i) estimate the adjusted odds 

ratio (O.R.) and the 95% confidence intervals of the predictors of the unmet health care needs, 

controlling for socio-demographic and health status factors, and (ii) determine the association among 

the participants’ socio-demographic characteristics and the three categories of unmet health care needs. 

The results were considered statistically significant when p < 0.05 and all analyses were performed 

using SPSS v17.0. 

3. Results 

Table 1 presents the overall sample distribution, according to socio-demographic characteristics, 

and the respective portions of respondents reporting self-perceived unmet health care needs. Ninety 

nine out of 1,000 participants (9.9% of the sample) reported that they had not received a healthcare 

service that they needed during the 12 months prior to the study. Unmet needs were more common and 

significantly higher among females (gender differences remained consistent in terms of significance 

when investigating the three category indicators separately), those married and having children, those 

economically inactive, and those with poor health status, i.e., those having chronic diseases and 

consulting physicians.  

Table 2 presents the percentage contribution of each of the reasons for unmet health care needs. The 

two most common reasons for not seeking medical care were cost (25.4%) and being too busy, mainly 

due to family and work reasons (23.9%). Other reasons commonly stated were waiting lists (12.7%) 

and “didn’t know where to get help” (8.2%). The analysis also revealed that the largest barrier—

accounting for 47.8% of the unmet needs overall—was acceptability, with problems stemming from 

personal circumstances and attitudes. Availability problems accounted for 18.6% and unmet needs 

attributed to accessibility problems were rated at 33.6%. About 20.2% reported a second reason 

different from the first category. Acceptability is the most common category selected as second choice. 

Table 3 presents the results of the multiple binary logistic regressions of the unmet health care 

needs. Only the independent variables, socio-demographic and health status factors that contributed 

significantly to the model were controlled for. People in the 25–34 age group had more than two times 

higher likelihood of having unmet health care needs (O.R. 2.23) than elderly people (65+ years old). 

The existence of children is related to unmet health care needs and individuals with children were 44% 

more likely (O.R. 1.44) to report unmet needs compared with individuals with no children. Concerning 

health status proxies, it was observed that individuals who had physician consultations at least once 

were two times (O.R. 2.00) more likely to report unmet needs compared with those who had no 

physician consultations. Better mental health was associated with a lower likelihood of having unmet 

health care needs (O.R. 0.92), with each unit improvement in mental health resulting in an 8% 

reduction in the likelihood of reporting unmet health care needs.  



Int. J. Environ. Res. Public Health 2013, 10 2021 

 

 

Table 1. Descriptive characteristics of the study population and those who reported unmet needs.  

Variable Study population (%) Reported unmet needs (%) 

Total  9.9 

Sex   

Men 50.6 35.4 

Women 49.4 64.6 * 

Age   

18–24 8.6 6.1 

25–34 19.8 19.2 

35–44 19.0 20.2 

45–54 18.2 12.1 

55–64 14.8 16.1 

65+ 19.6 26.3 

Marital Status   

Single 28.5 17.2 

Married 58.7 61.1 

Divorced/Widowed 12.8 21.2 ** 

Children   

Yes 65.3 77.8 

No 34.7 22.2 * 

Education   

Primary 22.2 28.3 

Secondary 58.6 55.6 

University 19.1 16.2 

Occupation   

Employer 19.0 19.2 

Employee 30.5 18.2 

Retired 22.5 31.3 

Other 27.8 31.3 ** 

Urbanity   

Urban 72.1 70.7 

Rural 27.9 29.3 

Physician 

Consultations 

  

Yes 66.7 83.8 

No 33.3 16.2 * 

Chronic Diseases   

Yes 41.0 57.9 

No 59.0 42.1 * 

Note: * p < 0.0001; ** p < 0.001 according to chi-square test. 

Table 2. Distribution of reasons for unmet health needs. 

 % 

Accessibility 33.6 

Cost 25.4 

Social security coverage 5.2 

Distance 3.0 
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Table 2. Cont. 

 % 

Availability 18.6 

Waiting too long 12.7 

Professional help not available when required 6.0 

Acceptability 47.8 

Too busy 23.9 

Didn’t know where to get help 8.2 

Didn’t trust doctors/services 4.5 

Negligence 4.5 

Other 6.7 

  

Accessibility + Availability 2.0 

Accessibility + Acceptability 8.1 

Availability + Acceptability 10.1 

Table 3. Adjusted odds ratio (O.R.) of unmet needs according to various socio-demographic 

characteristics.  

Factors O. R. sig. C.I. 95% 

Sex (men)    

Women 1.27 NS 0.79–2.04 

Age (65+)    

18–24 1.57 NS 0.52–4.73 

25–34 2.23 p < 0.05 1.02–4.86 

35–44 1.61 NS 0.80–3.26 

45–54 0.63 NS 0.29–1.39 

55–64 1.02 NS 0.49–2.11 

Children (no)    

Yes 1.44 p < 0.001 1.11–1.85 

Physician consultations (no)    

Yes 2.00 p < 0.05 1.11–3.64 

PCS-12 1.006 NS 0.98–1.04 

MCS-12 0.92 p < 0.0001 0.90–0.94 

For categorical variables the reference group is indicated into the parenthesis; PCS-12 = Physical 

Component Score, MCS-12 = Mental Component Score; NS = Non Significant (p < 0.05);  

C.I. = Confidence Intervals. 

Table 4 shows the results of the association between selected socio-demographic characteristics and 

the indicators of the unmet needs. The participants who reported two reasons were categorized according 

to the first one, because it was assumed that the first reason is of higher priority. Because the 

availability group was small, it was merged with the accessibility group as barriers related more to 

health system characteristics and the remaining acceptability group acted as the reference category. 

Women were approximately 80% less likely (O.R. 0.19) to report accessibility/availability barriers 

rather than acceptability barriers. Education proved to be a very important determinant, with people 

with primary or secondary education being above six (O.R. 6.10) and seven (O.R. 7.51) times more 
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likely, respectively, to report accessibility and availability than acceptability barriers compared with 

tertiary level people.  

Table 4. Adjusted odds ratio (O.R.) relating the three indicators of unmet needs to selected 

socio-demographic characteristics. 

Factors O. R. sig. C.I. 95% 

Sex (men)    

Women 0.19 p < 0.001 0.06–0.60 

Education (university)    

Primary 6.10 p < 0.05 1.32–28.19 

Secondary 7.51 p < 0.001 1.85–30.51 

Occupation (active)    

Inactive 2.46 NS 0.85–7.13 

For categorical variables the reference group is indicated into the parenthesis. NS= Non Significant 

(p < 0.05). C.I. = Confidence Intervals. 

4. Discussion 

The present study aimed to shed light on the unmet health care needs of the Greek population by 

investigating the distribution of reasons for which self-assessed needed health care is not received. Our 

findings indicate that socio-demographic characteristics and health status are important factors in 

explaining the unmet health care needs.  

About 10% of the respondents reported unmet needs. This rate is significantly increased compared 

with the findings of the international European Union-Survey on Income and Living Conditions (EU 

SILC) [23] carried out in 2004 in 14 European countries. In the six-year period between 2004 and 2010, 

self-assessed unmet needs for health care almost doubled from 5.26% to 9.9%. Furthermore, another 

study has shown a significant increase of 15% in unmet health needs during a two-year period [25].  

The most common reason was cost, and the obvious explanation concerns the health system’s 

characteristics. The Greek health care system is a mixed public-private one in terms of organization, 

financing and provision [18]. Primary health care is poorly organized and highly fragmented. The 

attempt in 2012 to merge the four biggest insurance funds into one (EOPYY-National Organization for 

Health Care) has not yet solved the organizational, financial and provision issues. Greek people have 

faced unequal access to standard services due to entitlement, geography and ability to pay [19]. The 

gap in the inconsistencies of the public health sector is covered by the overdeveloped private sector 

and people’s ability to pay. The second most common reason is “too busy,” which means that unmet 

needs must be understood within a wider social context. Indeed, the responsibilities of family and work 

affect individuals’ ability to access health care and this is explained by the results of our study below, 

where the existence of children is a significant determinant.  

Interesting differences were found in unmet needs by age even though disparities were not 

statistically significant among all age groups. Young age was associated with more unmet health care 

needs, a finding that has been identified in previous studies [1,26,27]. Possible explanations could be 

related to perceptions of health care benefits or the quality of care. A recent study in Greece [28] has 

shown that age is a significant determinant of patients’ perceptions of primary health care quality. 

According to this, people have a different understanding of health care which in turn influences their 
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perception of the quality of services. Another possible explanation is young people’s lack of knowledge 

about health care resources, different assessment of symptoms, and young adults’ inappropriate use of 

health care [26] or the fact that younger patients report least satisfaction with health care [29]. 

The association between health care use and unmet needs for health care was somewhat surprising. 

Our results revealed that physician consultations increase the likelihood of reporting unmet needs by 

about two times, a finding consistent with previous studies [14,26]. It seems that a significant 

parameter in this association is the adequacy of the received care. Information about the quality, 

quantity and the timelines of the care received is very important in order to explain the above 

association. As Allin et al. [3] explain, if a service is not received on time, an individual perceives an 

unmet need and still requires further care because his/her health status has not improved and finally 

reports unmet needs as the care was inadequate. From another perspective, health care users are more 

aware of the limitations and shortcomings of the health care delivery system, and probably have more 

needs that have not been met properly because the received care was inadequate, resulting in 

unfulfilled expectations and dissatisfaction.  

Poor health status and mainly self-assessed mental health was related to higher unmet health needs. 

Unmet needs for mental health care are well documented and psychosocial reasons are significant for not 

seeking needed mental care. There is evidence that access to mental health care is limited due to stigma 

and discrimination [30] or the fear of treatment [31,32].  

Studying the socio-demographic factors associated with accessibility, availability and acceptability 

barriers highlighted the importance of female gender as a determinant of unmet needs stemming from 

personal circumstances. Women reported more acceptability barriers in asking for health care. Female 

gender, as a significant predictor of unmet needs, is common and its unique role is related to women’s 

double role and their responsibilities in the workplace and at home. Previous results [33] have shown 

that working outside home and providing unpaid care to their families may impede the ability of 

women to seek care for themselves. This is justified by our results, where the existence of children 

increases the likelihood of reporting unmet health needs by about 44%.  

Furthermore, our results have identified educational disparities in unmet health needs. People in the 

lower and middle educational levels (representing the low and middle social classes) reported huge 

accessibility and availability barriers in comparison to those with university education. The different 

utilization patterns according to educational level could be an explanation. It has been found in a 

previous study that people with higher education use more private primary health services, paying  

out-of-pocket for needed health services [18] in order to fulfill, among other things, their great 

expectations. On the contrary, primary and middle-level educated people use more public primary 

services, facing the inconsistencies of the public health sector that were mentioned before. Considering 

further that low education is associated with low-qualified and low-paying jobs, there is evidence that 

income-related inequalities may exist since low income is associated with accessibility barriers [13,21,34] 

and the more vulnerable may not receive the needed care due to cost.  

Our results should be interpreted in the light of some limitations. First of all, even though it is a 

cross-sectional study, the one year duration is subject to recall biases. Secondly, the size of those 

reporting unmet needs is small (in frequency terms), although in proportional terms it corresponds to 

10% of the national representative Greek sample and it is totally comparable. This implies the 

possibility of under/over estimation, and it is difficult to assess the potential effect of this. Even though 
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studies based on interviews are costly, further study with a bigger sample size is needed. Thirdly, the 

investigation of unmet needs is based on a single-item question which affects the measurement and the 

interpretation of the results. Monitoring unmet needs as a homogenous variable may underestimate the 

real unmet needs and mislead the policy implications. Different types of health services have different 

utilization patterns and different equity implications. It is very important to know the unmet needs for 

each type of health services (family doctor, specialist, and medication) and furthermore to relate them 

to specific reasons. On the other hand, it has been stated that the measurement of unmet needs using a 

set of questions rather than a single-item question could clarify whether the reported unmet needs are 

based on expectations or on clinical needs [35].  

Future research considering the above limitations is needed to provide more insight into equity 

implications of unmet health care needs. Further information on the quality, quantity and the type of 

health services could be helpful to investigate in depth the variety of factors associated with unmet 

health care needs.  

5. Conclusions 

This is the first national study conducted to measure the unmet health care needs of the adult 

population in Greece. Despite the above mentioned limitations, the results suggest that unmet health 

care needs may complement the assessment of access to health care. Unmet needs were related both to 

individuals and health system characteristics and important educational differences were raised. 

Attention should be paid by health care policy makers and focused policy actions should be undertaken 

in order to facilitate appropriate help-seeking and service use. Unmet health needs pose a significant 

challenge to the health care system. The current financial situation in Greece is very difficult, and it is 

believed that unmet health needs will continue to increase, widening at the same time inequalities in 

health and health care access.  

Conflict of Interest 

The authors declare no conflict of interest. 

References 

1. Andersen, R. Health status indices and access to medical care. Am. J. Public Health 1978, 66,  

458–463. 

2. Sibley, L.; Glazier, R. Reasons for self-reported unmet needs in Canada: A population-based 

provincial comparison. Healthcare Policy 2009, 5, 87–101. 

3. Allin, S.; Grignon, M.; Le Grand, J. Subjective unmet needs and utilization of health care services 

in Canada: What are the equity implications? Soc. Sci. Med. 2010, 70, 465–472. 

4. Carr, W.; Wolfe, S. Unmet needs as sociomedical indicator. Int. J. Health Serv. 1976, 6, 417–430. 

5. Allin, S.; Masseria, C. Unmet needs as an indicator of health care access. Eurohealth 2009, 15,  

7–14. 

6. Sanmartin, C.; Houle, C.; Tremblay, S.; Berthelot, J.M. Changes in unmet health care needs. 

Health Rep. 2002, 13, 15–21. 



Int. J. Environ. Res. Public Health 2013, 10 2026 

 

 

7. Nelson, C.; Park, J. The nature and correlates of unmet health care needs in Ontario, Canada. Soc. 

Sci. Med. 2006, 62, 2291–2300. 

8. McCarberg, B.H.; Nicholson, B.D.; Todd, K.H.; Palmer, T.; Penles, L. The impact of pain on 

quality of life and the unmet needs of pain management: Results from pain sufferers and 

physicians participating in an Internet survey. Am. J. Ther. 2008, 15, 312–320. 

9. Alonso, J.; Orfila, F.; Ruigomez, A.; Ferrer, M.; Anto, J.M. Unmet health care needs and 

mortality among Spanish elderly. Am. J. Public Health 1997, 87, 365–370. 

10. Westin, M.; Ahs, A.; Brand Persson, K.; Westerling, R. A large proportion of Swedish citizens 

refrain from seeking medical care-lack of confidence in the medical services a plausible 

explanation? Health Policy 2004, 68, 333–344. 

11. Newacheck, P.; Hughes, D.; Hung, Y.; Wong, S.; Stoddard, J. Health needs and consumer views. 

The unmet health needs of America’s children. Pediatrics 2000, 105, 989–995. 

12. Diamant, A.; Hays, R.; Morales, L.; Ford, W.; Calmes, D.; Asch, S.; Duan, N.; Fielder, E.;  

Kim, S.; Fielding, J.; et al. Delays and unmet need for health care among adults primary care 

patients in a restructured urban public health system. Am. J. Public Health 2004, 94,783–789. 

13. Chen, J.; Hou, F. Unmet needs for health care. Health Rep. 2002, 13, 23–44. 

14. Kasman, N.M.; Badley, E.M. Beyond access: Who reports that health care is not being received 

when needed in a publicly-funded health care system? Can. J. Public Health 2004, 94, 304–308. 

15. Wiltshire, J.C.; Person, S.D.; Kiefe, C.I.; Allison, J.J. Disentangling the influence of  

socio-economic status on differences between African American and white women in unmet 

medical needs. Am. J. Public Health 2009, 99, 1659–1665. 

16. Walters, K.; Iliffe, S.; Orrell, M. An exploration of help-seeking behavior in older people with 

unmet needs. Fam. Pract. 2001, 18, 277–282. 

17. Ash, A.; Burell, G.; Westerling, R. Care or not care—That is the question: Predictors of 

healthcare utilization in relation to employment status. Int. J. Behav. Med. 2012, 19, 29–38. 

18. Pappa, E.; Niakas, D. Assessment of health care needs and utilization in a mixed public-private 

system: The case of the Athens area. BMC Health Serv. Res. 2006, doi: 10.1186/1472-6963-6-146. 

19. Tountas, Y.; Oikonomou, N.; Pallikarona, G.; Dimitrakakh, C.; Souliotis, K.; Mariolis, A.;  

Pappa, E.; Kontodimopoulos, N.; Niakas, D. Sociodemographic and socioeconomic determinants 

of health services utilization in Greece: The Hellas Health I study. Health Serv. Manage Res. 

2011, 24, 8–18. 

20. Pappa, E.; Kontodimopoulos, N.; Papadopoulos, A.; Pallikarona, G.; Niakas, D.; Tountas, Y. 

Factors affecting use of preventive tests for cardiovascular risk among Greeks. Int. J. Environ. 

Res. Public Health 2009, 6, 2712–2724. 

21. Lahana, E.; Pappa, E.; Niakas, D. Do place of residence and ethnicity affect health services 

utilization? Evidence from Greece. Int. J. Equity Health 2011, doi: 10.1186/1475-9276-10-16. 

22. Mielck, A.; Kiess, R.; von dem Knesebeck, O.; Stirbu, I.; Kunst, A.E. Association between 

forgone care and household income among the elderly in five Western European countries—

Analyses based on survey data from the SHARE-study. BMC Health Serv. Res. 2009,  

doi: 10.1186/1472-6963-9-52. 



Int. J. Environ. Res. Public Health 2013, 10 2027 

 

 

23. Koolman, X. Unmet Needs for Health Care in Europe. Comparative EU Statistics on Income and 

Living Conditions: Issues and Challenges. In Proceedings of the EU-SILC Conference, Helsinki, 

Finland, 6–8 November 2006; pp. 183–191. 

24. Kontodimopoulos, N.; Pappa, E.; Niakas, D.; Tountas, Y. Validity of SF-12 summary scores in a 

Greek general population. Health Qual. Life Outcomes 2007, doi: 10.1186/1477-7525-5-55. 

25. Kentikelenis, A.; Karanikolos, M.; Papanicolas, I.; Basu, S.; Mckee, M.; Stukler, D. Health effects 

of financial crisis: Omens of a Greek tragedy. Lancet 2011, 378, 1457–1458. 

26. Levesque, J.F.; Pineault, R.; Hamel, M.; Roberge, D.; Kapetanakis, C.; Simard, B.;  

Prud’homme, A. Emerging organizational models of primary health care and unmet needs for 

care: Insights from a population-based survey in Quebec province. BMC Fam. Pract. 2012,  

doi: 10.1186/1471-2296-13-66. 

27. Marshall, E.G. Do young adults have unmet healthcare needs? J. Adolesc. Health 2011, 49,  

490–497. 

28. Papanikolaou, V.; Zygiaris, S. Service quality perceptions in primary health centers in Greece. 

Health Expect. 2012, doi: 10.1111/j.1369-7625.2011.00747. 

29. Hall, J.A.; Dornan, M.C. Patients sociodemographic characteristics as predictors of satisfaction 

with medical care: A meta-analysis. Soc. Sci. Med. 1990, 30, 811–818. 

30. Thornicroft, G. Stigma and discrimination limit access to mental health care. Epidemiol. 

Psichiatr. Soc. 2008, 17, 14–19. 

31. Zartaloudi, A.; Madianos, M.G. Mental health treatment fearfulness and help-seeking. Issues 

Ment. Health Nurs. 2010, 31, 662–669. 

32. Madianos, M.G.; Zartaloudi, A.; Alevizopoulos, G.; Katostaras, T. Attitudes towards help-seeking 

and duration of untreated mental disorders in a sectorized Athens area of Greece. Community 

Ment. Health J. 2011, 47, 583–593. 

33. Bryant, T.; Leaver, C.; Dunn, J. Unmet health care need, gender and health inequalities in Canada. 

Health Policy 2009, 91, 24–32. 

34. Burstrom, B. Increasing inequalities in health care utilization across income groups in Sweden 

during the 1990s. Health Policy 2002, 62, 117–129. 

35. Marshall, E.; Wong, S.; Haggerty, J.; Levesque, J.F. Perceptions of unmet healthcare needs: What 

do Punjabi and Chinese-speaking immigrants think? A qualitative study. BMC Health Serv. Res. 

2010, doi: 10.1186/1472-6963-10-46. 

© 2013 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article 

distributed under the terms and conditions of the Creative Commons Attribution license 

(http://creativecommons.org/licenses/by/3.0/). 


