
PSYCHIATRIC SERVICES ♦ http://psychservices.psychiatryonline.org ♦ August 2003   Vol. 54   No. 811115588

People with chronic mental disor-
ders may be at risk of reduced ac-
cess to medical treatment and
poor quality of medical care. The
authors examined receipt of and
barriers to medical treatment
among patients at a community
mental health center. Fifty-nine
patients completed a validated in-
strument for measuring access to
medical care and the quality of
primary care. Their responses in-
dicated problems with access to
care, and their scores were signifi-
cantly lower than those of the gen-
eral population on all four do-
mains used to assess the quality of
primary medical care. The find-
ings suggest the need for commu-
nity mental health centers to bet-
ter assess and address barriers to
primary medical care. (Psychiatric
Services 54:1158–1160, 2003)

Medical mortality and morbidity
is elevated among patients with

serious mental disorders. Lack of ad-
equate medical care may be one fac-

tor in these poor outcomes (1). As a
result of a variety of factors at the pa-
tient, provider, and system level, peo-
ple with chronic mental illnesses may
face barriers to obtaining adequate
medical care and are at risk of “falling
through the cracks.”  

Although community mental health
centers assume a central role in pro-
viding mental health care to people
with chronic mental disorders, little is
known about the medical care re-
ceived by patients of these facilities.
In this study we examined access and
barriers to medical care in this popu-
lation by using a structured survey
based on patients’ self-reports. 

Methods
Names of potential participants were
randomly chosen from a roster of all
patients seen at one community men-
tal health center in the year before
the study. Fifty-nine of 63 potential
respondents (94 percent) participat-
ed in the survey, which consisted of a
two-hour interview conducted in a
private room by a trained research as-
sistant. The study, conducted be-
tween October 2000 and September
2001, was approved by the universi-
ty’s human investigations committee.  

Information about patient charac-
teristics, such as age, income, race,
employment, education, insurance,
and medical conditions, was self-re-
ported by the patients. Psychiatric di-
agnosis was extracted from patient
records.

To assess six-month use of primary
medical services, emergency depart-

ment care, outpatient specialty and
mental health care, inpatient hospital
stays, and medications, interviewers
asked patients questions drawn from
the section on health care access and
utilization of the National Health In-
terview Survey (2).

Questions about health beliefs
were selected from the Health Belief
Index (3), which is based on Becker’s
model and attempts to explain health
behaviors on the basis of patients’ at-
titudes about medical care and illness
(4). The physical component summa-
ry (PCS) and the mental component
summary (MCS) of the 12-item
Short-Form Health Survey (SF-12)
were used to measure physical and
mental health status (5). 

The Primary Care Assessment Tool
(PCAT) was used to assess the quality
of the four cardinal features of pri-
mary care: care provided at first con-
tact, ongoing care, comprehensive-
ness of care, and coordination of care
(6). Care at first contact is the degree
to which the primary care provider
serves as an entry point to the health
care system each time a new problem
develops. Ongoing care refers to
long-term relationships between the
physician and the patient. Coordina-
tion of care is characterized by the
availability of information about pre-
vious problems and services so that
efforts toward patient care are target-
ing the same goals. Comprehensive-
ness of care specifies that the primary
care provider identifies a patient’s full
range of health-related needs and
puts together the resources to meet
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those needs. Higher PCAT scores in-
dicate better quality of primary care.

Mean scores on the SF-12 and the
PCAT were compared with general
population means (5,6) by using z
scores. Bivariate comparisons were
then used to assess the relationship
between clinical factors and meas-
ures of access to primary care. All
analyses were performed by using
SAS, version 8.0.  

Results
Demographic, diagnostic, and health-
related characteristics of the study
sample are summarized in Table 1.
Mean MCS and PCS scores were
substantially below—that is, worse
than—the normative population
scores of 50 (33.9±9.7, z=12.64,
p<.001 for the MCS and 46.2±9.2,
z=2.64, p<.004 for the PCS) (5). The
most common medical problems
were cardiovascular disease, diabetes,
hypertension, arthritis, and digestive
disorders.

Eight study participants (14 per-
cent) reported that they had no usual
source of medical care. Among the 51
respondents who said that they did
have a usual source of care, seven (14
percent) reported that they used the
medical emergency department for
their routine medical care needs.
Nearly two-thirds (32 patients, or 63
percent) were unable to identify their
primary care providers by name
(Table 1). 

Approximately 40 percent of the
respondents indicated that coordina-
tion between their medical and men-
tal health caregivers was poor—45
percent said that their mental health
provider did not ask them about med-
ical issues, and 39 percent said that
their medical provider did not ask
about mental health issues. Respons-
es to questions about individual
health beliefs indicated that this
group of patients believed medical
treatment was useful and did not
question physicians’ judgment (Table
1). Scores on the PCAT showed that
this group of patients received sub-
standard care in the four cardinal fea-
tures of primary care described
above.

The study sample had substantially
lower scores than those of the general
population in all four domains of qual-
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Characteristics of a sample of 59 community mental health center patients who
participated in a study of barriers to primary medical care

Variable N or mean %

Age (mean±SD years) 43.1±10.6
Monthly income (mean±SD) $579.69±252.19
Sex

Male 26 44
Female 33 56

Race
Black 21 36
Hispanic 5 9
White 29 49
Asian or other 1 7

Employment variables
Employed 18 31
Unemployed 38 64
Completed high school 37 63

Marital status
Married 5 9
Not married 54 92

Insurance status
No insurance 8 14
Medicaid 45 78
Medicare 26 45
Private insurance 2 4

Diagnostic variables
Schizophrenia 33 56
Posttraumatic stress disorder 14 24
Depression 40 68
Bipolar disorder 14 24
Substance use disorder 35 59
Hospitalized at least once for mental health problems 48 81

Health statusa

SF-12 physical component score (mean±SD) 46.2±9.2
SF-12 mental component score (mean±SD) 33.9±9.7

Barriers to medical care
Has a regular source of medical care 51 86
Health care use during the past six months

No primary care visits 24 41
Used the emergency department for medical care 9 15

Health beliefs
Medical care is necessary to get over some illnesses 53 90
Home remedies are not better than prescription medicine 30 51
Doctors recommend surgery only as a last resort 40 68

Barriers for those with a regular source (N=51)
Used the emergency department for routine care 7 14
Unable to identify primary medical provider by name 32 63
Could not get medical care 13 26
Had trouble getting prescription medication 15 29
Mental health provider does not ask about medical issues 23 45
Medical provider does not ask about mental health issues 20 39
Medical provider does not know about 

psychiatric medications 8 16
Primary Care Assessment Tool (PCAT) scores

Care at first contactb 6.7±1.8
Ongoing carec 49.2±27.6
Coordination of cared 11.7±8.4
Comprehensiveness of caree 39.9±24.8

a Higher scores indicate better health status. The normative population score is 50.
b Possible scores range from 7 to 28, with higher scores indicating better quality of care. The popu-

lation mean is 21.9.
c Possible scores range from 21 to 84, with higher scores indicating better quality of care. The pop-

ulation mean is 63.4.
d Possible scores range from 8 to 32, with higher scores indicating better quality of care. The popu-

lation mean is 25.6.
e Possible scores range from 24.4 to 80, with higher scores indicating better quality of care. The pop-

ulation mean is 65.6.



ity of primary care (7). The biggest
difference between the sample’s
scores and normative population
scores was observed in the domain of
first contact (6.7 compared with 21.9,
z=–12.53, p<.001). The highest scores
were observed in the domain of ongo-
ing care; however, this score was still
significantly lower than the normative
population score (49.2 compared with
63.4, z=–3.81, p<.001).

Discussion
A majority of patients in this study re-
ported having a regular source of
medical care, yet these patients
demonstrated that they had substan-
tial unmet needs for medical care and
that the quality of the primary med-
ical care they received was poor. For
these patients with major mental dis-
orders, having a primary care
provider did not guarantee access to
high-quality medical care. Efforts to
improve health care for this popula-
tion may need to go beyond simply
providing patients with general med-
ical practitioners (8).

The lack of communication we ob-
served between mental health and
medical care providers suggests poor
integration between the two types of
care. The literature has identified
common goals among providers as
being beneficial for enhancing the co-
ordination of general and mental
health care (9). Deficiencies in ongo-
ing care in this patient sample indi-
cated that the patients had not estab-
lished reliable sources of care over
time. Patients were unsure of the
availability of care to meet the full
range of primary health care needs.

No evidence was found to indicate
that failure to receive medical care
was based on patients’ reluctance to
engage with the medical system or
doubts about the benefits of medical
care. Rather, even when patients
were willing to obtain care, they were
unable to get the care they needed.

Because a majority of the patients
in this study were poor and had seri-
ous mental illness, they were covered
by public medical insurance. Patients
with less serious mental illness, al-
though they face fewer barriers relat-
ed to mental health symptoms, may
face more obstacles related to lack of
insurance (8).

Two sets of factors may have con-
tributed to larger deficits in care for
this sample of patients than those re-
ported in previous studies of patients
with serious mental disorders (1,10).
First, earlier studies were conducted
primarily at Department of Veterans
Affairs facilities, where services for
chronic mental illness may be more
integrated than those in the commu-
nity. Second, the method of data col-
lection may be a factor. The PCAT
uses patients’ self-reports to capture
the overall relationship between pa-
tients and their providers or institu-
tions rather than administrative data
or chart reviews, which are more use-
ful for assessing the use of discrete
procedures. Future research should
focus on determining the correlation
between these two types of measure-
ment and how they might best com-
plement each other for assessing the
quality of primary care for patients
with serious mental illness.

This study had several limitations.
First, the normative PCAT scores
used in this study were based on pa-
tients from a health maintenance or-
ganization and a group of patients
with low incomes in South Carolina
(6). It is therefore possible that the
lower PCAT scores in our study sam-
ple were due to other differences be-
tween the samples, such as financial
or demographic characteristics. Sec-
ond, because PCAT scores are based
on patients’ self-reports, they are po-
tentially subject to recall or misclassi-
fication bias.

Third, the results of this study rep-
resent patients at only one site. How-
ever, the demographic traits of this
group of community mental health
center patients are similar to those of
patients receiving care at other outpa-
tient mental health facilities (10). Fi-
nally, the study findings were limited
by the small sample. Future studies
would benefit by the use of larger
samples to make it possible to identi-
fy populations at particularly high risk
of poor access and to better under-
stand specific determinants of quality
of primary care. 

Conclusions 
Although a majority of the patients
who participated in this survey re-
ported having a source of medical

care and having contact with medical
providers, the quality of the medical
care they received was substandard.
A recent study demonstrated that in-
tegration of care improved outcomes
for patients with severe mental illness
(9). Community mental health cen-
ters may wish to examine the value of
better integrating medical and behav-
ioral health care for the patients they
serve. ♦
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