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To avoid repetition in the presentation of results, when a factor is said to have been investigated, this should be understood as “investigated as a potential correlate of health service utilisation for CMD”. Any associations referred to should be understood as associations between this factor and health service utilisation for CMD, among individuals who screen positive for CMD.

Predisposing factors
Summary
As shown in table 5, while there were some trends towards greater treatment-seeking by women, the middle-aged and individuals in the majority ethnic group, and having sought treatment for a previous episode of CMD symptoms, none of these associations was identified consistently across studies.

Age
Twenty-five studies investigated age. Fifteen studies were of good/excellent quality, and 18 of 25 studies reported some association. The most common relationship found was hill-shaped, with middle-aged respondents most likely to seek treatment (1-12). Three studies reported lower use by the youngest or oldest age groups (13-15), one study found a positive association with age (16), two studies reported mixed findings (17, 18) and seven studies found no evidence of a correlation (19-25).
Age of onset
Three studies tested age of onset of CMD, of which two were rated good/excellent quality. In two out of three papers a later onset was associated with increased likelihood of seeking treatment (26, 27), while Ten Have et al. (2004) reported mixed findings (18).
Gender
Twenty-nine studies investigated either gender or sex, of which eighteen were rated good/excellent quality, and 20 of 29 reported some association. With the exception of Rafful et al. (2012) (17), all of the studies that reported gender differences found that women were more likely to seek help than men (1, 2, 6, 7, 9, 11, 14, 25, 26, 28-30). Six studies reported mixed results (4, 5, 13, 21, 27, 31), while nine studies reported no evidence of an association (3, 10, 12, 15, 16, 18, 19, 22, 24).
Ethnicity
Twenty-three studies investigated race or ethnicity. Seventeen were of good/excellent quality, and 20 of 23 reported some association. It was commonly reported that Causasians (the majority ethnic group in the context of most studies) were more likely to seek treatment than minority ethnic groups (1, 7, 9-11, 25, 28, 32-36). Some studies found differences between minority groups, but these were not consistent with one another (12, 37, 38). Six studies reported mixed results (5, 21, 27, 39-41) and three did not find any association (2, 3, 30).
Education
Twenty studies examined education level. Thirteen were rated good/excellent quality and 11 of 20 reported some association. All those that found an association reported that higher education levels were associated with a greater likelihood of seeking treatment (1, 5, 9, 11, 16, 19, 25, 27, 28). Two reported mixed results (18, 20) while nine found no evidence of an association (2, 3, 7, 10, 12, 15, 21, 22, 30).
Immigration status/country of birth
Six studies investigated country of origin or linguistic background. Two were classified as good/excellent quality and 3 of 6 reported some association. Three studies found no evidence of any association (25, 27, 42), one reported mixed results (36) and two studies found associations in opposite directions (14, 43). 
Marital status
Eighteen studies investigated marital status. Fourteen were rated as good/excellent quality, and 10 of 18 reported some association. In general, being married was associated with a lower likelihood of treatment-seeking, though it is unclear from the evidence whether this was due to greater use of services by the separated or divorced group, or the never married (3, 7, 10, 11, 14, 25, 30). One study found that married individuals were more likely to seek treatment than other groups (28). Eight studies reported no evidence of an association (1, 2, 9, 19, 21-24) and one found mixed results (27).
Three studies examined a change in marital status. The findings were inconsistent (26, 27, 30).
Personality factors
Four studies examined personality traits. Two were of good/excellent quality. 3 of 4 reported some association. There was no clear consensus between studies as to which traits were associated with seeking treatment (3, 16, 23, 31).
Attitudes towards and experience of mental health services
Five studies reported on previous experiences with mental health services or expectations of mental health services. Two were rated good/excellent quality. 2 of 3 reported a positive association with having prior experience of services (27, 30, 43), one found a positive association with expected benefits of services (2), and one very small study did not find an association with trust in professional services (24). 
Stigma
Two studies, of which one was rated good quality, examined stigma. One found an association with personal stigma but not perceived stigma (23), while the other – a very small study – found no evidence of an association (24). 

Enabling factors (individual level)
Summary
As indicated in table 5, there was inconsistent evidence for an association between treatment-seeking for CMD and enabling factors. The studies included here suggest that income is not associated with the use of health services for CMD symptoms.

Income/wealth
Eleven studies assessed wealth or income. Eight were of good/excellent quality. Just one of 11 studies found a positive association with income (the measure most commonly used) (1), two found mixed results (7, 25) and a fourth reported a negative association with concerns about affordability (24). None of the remaining studies found an association (10, 12, 13, 19, 21, 22, 30).
Employment
Eight studies examined employment. Four were classified as good/excellent quality. 4 of 8 studies found a negative association with being in employment (2, 10, 14, 22), while the others did not find an association (3, 13, 15, 19).
Social support
Five studies examined social support or related factors, of which one was rated as good/excellent quality. Two of five studies reported an association, with greater perceived social support linked to treatment seeking (13, 16), and two did not (2, 23). No association was found with household size (25).
Insurance
Seven studies reported on health insurance. Three were of good/excellent quality. Four studies reported a positive association between having health insurance and treatment-seeking (1, 2, 5, 12). One reported mixed results (20) and two did not find an association (25, 30). 
Regular source of care
Two studies – of which one was rated good/excellent – investigated having a usual source of health care, with inconsistent results (30, 43).

Need factors (individual level)
Summary
Need factors were most consistently associated with the use of health services for CMD symptoms across studies, as seen in table 5. Chronicity or duration of symptoms, disability (particularly affecting the ability to work), comorbid mental disorders, panic symptoms, and self-rated health status or perceived need for care, were all associated with treatment-seeking, and there was a trend towards greater treatment-seeking by those with more severe symptoms. 

Self-rated health / Perceived need for care
Eight studies examined individuals’ perceptions of their own health status or need for care. Four were rated as good/excellent quality. 3 of 8 studies reported a negative association between treatment-seeking and self-rated health status or subjective distress (5, 28, 31). Two studies found indirect evidence for the role of perceived need for care in mediating or moderating the effects of ethnicity on treatment-seeking (37, 40). Two studies did not find an association (2, 24), including one longitudinal study, while another reported mixed results (25). Two out of three longitudinal studies reported a negative association.
Symptom severity
Sixteen studies investigated symptom severity. Eight were of good/excellent quality. 10 of 16 studies found a positive correlation between symptom severity and treatment-seeking (2, 3, 6, 10, 11, 14, 16, 32, 33, 39) and another found mixed results (15). Five studies did not report an association (5, 22, 24, 26, 31). Five out of six longitudinal studies found a positive association. 
Chronicity/Duration
Three studies examined the chronicity or duration of illness, all of which were rated as good/excellent quality (1, 23, 26). All found a positive association. None used longitudinal data.
Disability
Eight studies investigated some measure of disability or functioning. Three were rated good/excellent quality, and 7 of 8 reported some association. Five studies reported that those with greater levels of impairment were more likely to seek treatment (3, 14, 15, 22, 43), two found mixed results (20, 31) and the final study found an association that bordered on statistical significance (25). Of two longitudinal studies, one reported a positive association.
Comorbid conditions - total
Four studies reported on an individual’s total number of comorbid conditions, of which one was rated as good/excellent quality. 3 of 4 studies – including the only longitudinal study – reported no evidence of an association (9, 26, 31) while Wang et al. (2000) reported mixed results (20). 
Non-psychiatric chronic conditions
Fourteen studies investigated non-psychiatric comorbidities. Ten were of good/excellent quality. Only three of the eight studies that looked at medical comorbidities in general found a positive association (6, 14, 25), while five reported no evidence of an association (2, 3, 5, 22, 23). Two out of three longitudinal studies reported a positive association. Bucholz and Robins (1987) found an association with worsening physical health (30). 
Five studies investigated specific comorbid conditions or comorbid pain, with mixed results (1, 13, 44-46).
Psychiatric comorbidity
Seventeen studies investigated comorbid mental and substance use disorders. Fourteen were classified as of good/excellent quality. 
Of the six studies that examined comorbid mental disorders in general, all – including all three longitudinal studies – reported a positive association with treatment-seeking, (2, 3, 6, 11, 15, 22). 
Six studies investigated comorbid mood or anxiety disorders. Five reported a positive association (4, 14, 18, 27, 28) while one did not (23). All four longitudinal studies found a positive association.
Eight studies examined substance use symptoms. Three found a positive association (28, 47, 48), two reported a negative association (26, 49), one reported mixed results (18) and two did not find an association (1, 27). The findings from longitudinal studies were equally mixed.
Findings with regard to other comorbid psychiatric diagnoses were inconsistent (1, 26, 49). 
Specific CMD symptoms 
Thirteen studies investigated specific symptom profiles. Ten were of good/excellent quality. 
Five studies reported that panic symptoms were associated with treatment-seeking (3, 4, 26, 27, 49) although one found reduced treatment-seeking by those with panic symptoms compared to those without (20). There were two longitudinal studies of which both reported a positive association. 
Three studies investigated suicidality, with inconsistent results (11, 15, 26). There was one longitudinal study, which did not find an association.
There was no clear consensus on the associations between other CMD symptoms and treatment-seeking (18, 23, 30, 39, 50) and no evidence of an association with somatisation (26, 49).
Adverse childhood events
Four studies examined adverse life events in childhood of various sorts, of which one was rated as good/high quality. Three found that adults who had experienced adversity as a child were more likely to seek treatment (16, 18) while two reported mixed results (15, 31). 
As mentioned under “predisposing factors”, there were contradictory findings with regard to bereavement or change in marital status (26, 27, 30).

Contextual level factors
Summary
Limited evidence was found for the association between contextual level factors and health service utilisation for CMD. The studies included here suggest that living in a rural area is not associated with lower rates of treatment-seeking.

Place of residence
Urban/rural
Seven studies examined urban or rural residence, of which 6 of 7 were classified as good/excellent quality. None found evidence of an association overall (1, 3, 6, 7, 9, 15, 22).
Country
Three studies, of which two were of good/excellent quality, compared treatment-seeking by country of residence. There were no consistent findings, despite the differences in health systems between the countries included (32, 51, 52). 
Within-country region
Three studies examined differences by within-country region. 2 of 3 were rated as good/excellent quality. 2 reported an association (9, 11), while one did not find an association (1).
Health care environment
Organisation of services
One study, rated excellent quality, examined the effect of managed care and found that that those for whom there is a gatekeeper to health services are less likely to seek treatment (5). 
Availability of services
Only one study, rated “fair” quality, examined perceived availability of services, and found a positive association with treatment-seeking (2).
Accessibility of services
One study, of poor quality and a very small sample size, investigated concerns about the accessibility of health services (24). No evidence of an association was found. 
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