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Objective: People with serious mental illness have higher mortality
rates than the general population, and this difference is not explained
by such causes as suicide or accidents. This study therefore examined
access and barriers to medical care among persons with serious mental
illness. Methods: Using a nationally representative sample, the authors
examined access and barriers to medical care among individuals re-
porting psychotic and mood disorders. The National Health Interview
Survey (NHIS) and NHIS-Disability Component for 1994 and 1995
were merged to provide a sample of 156,475 people over age 18. Indi-
viduals with psychotic disorders, bipolar disorder, or major depression
were compared with persons without mental disorders on the following
outcomes: having a primary care physician, being unable to get needed
medical care, being unable to get a needed prescription medication,
and delaying medical care because of cost. Results: Persons with psy-
chotic disorders (odds ratio [OR]=.55, 95% confidence interval [CI]=
.44-.69) and bipolar disorder (OR=.74, CI=.56-.98) had significantly re-
duced odds of having a primary care physician compared with people
without mental disorders. For any barriers to care, persons with psy-
chotic disorders, bipolar disorder, or major depressive disorder had
greatly increased odds (ORs=2.5-7.0) of reporting difficulties in access-
ing care. Conclusions: Persons with psychotic disorders and bipolar dis-
order reported markedly more difficulty in obtaining a primary care
physician and greater barriers to care than the general population. In-
terventions are needed to improve provision of primary medical care to
this population. (Psychiatric Services 59:847-852, 2008)
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ness experience higher mortality
rates than the general population,
to an extent that is not explained by
unnatural causes such as suicide or
accidents (1). Multiple studies docu-
ment a higher prevalence of chronic
illnesses, such as diabetes (2), respira-
tory disease (3), hepatitis B and C,
and HIV (4), in this population com-
pared with the general population.
These high rates of chronic medical
illness among individuals with serious
mental illness may be due to a num-
ber of issues, including lifestyle fac-
tors (such as smoking and substance
abuse), side effects of treatment (for
example, weight gain associated with
psychotropic drugs), reduced receipt
of preventive medical services (5), or
diminished quality of care compared
with those with similar medical illness
but no mental disorder (6,7).
General medical services may have
the potential to improve health out-
comes among individuals with serious
mental illness (8). With regard to
schizophrenia, two expert panels have
published recommendations for in-
creased efforts in physical health
monitoring by mental health pro-
viders in collaboration with primary
care physicians (9,10). As a result,
identifying and quantifying levels of
access to medical care and perceived
barriers to access among persons with
serious mental illness would be im-
portant to informing the development
of interventions to improve the health
of this population. Although there is a
substantial body of literature on the

Individuals with serious mental ill-
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quality of service received by persons
with serious mental illness who access
care (6,7,11-15), there is limited pop-
ulation-based research about persons
with serious mental illness and their
access to medical services.

Previous attempts to quantify med-
ical care access among individuals
with mental disorders have shown
mixed results. For example, one study
of outpatient medical service use by
veterans discharged from Veterans
Affairs (VA) psychiatric hospitals (16)
reported that diagnoses of schizo-
phrenia, posttraumatic stress disor-
der, and substance abuse all predict-
ed lower outpatient VA medical serv-
ice utilization. Another study (17),
based on the 1994 National Health
Interview Survey (NHIS) data, re-
ported no difference in insurance sta-
tus or having a primary care provider
between individuals with a mental
disorder and the general population;
however, individuals with mental dis-
orders were more likely to delay care
or to be unable to obtain care. In an-
other study, investigators evaluated
general medical utilization of 200 pa-
tients with serious mental illness (100
with psychotic disorders and 100 with
affective disorders) (18) who were in
treatment at two outpatient psychi—
atric centers and compared them
with matched samples of persons who
completed several national surveys.
The authors reported that individuals
with mental disorders used general
medical services at higher rates than
the general population, despite high-
er perceived barriers. Other studies
confirm that type of psychiatric diag-
nosis is related to use of health servic-
es for general medical problems (19).
Further, several studies have exam-
ined the impact of major depression
on morbidity and mortality within a
primary care context (19-25).

It is possible that the discrepancies
among these studies are a result of dif-
ferences in study populations and
methods used to assess service use
outcomes. Specifically, when the pop-
ulations have involved patients with
serious mental illness, the samples
have not been nationally representa-
tive (18). Conversely, when samples
have been nationally representative,
the studies have not focused specifi-
cally on medical care access for peo-

848

ple with serious mental illness (17). As
aresult, the aim of this study was to fill
this gap in the literature by using data
from the NHIS and its disability com-
ponent (NHIS-D) (26,27) to examine
medical care access and barriers
among individuals with serious mental
illness, compared with those without
these conditions. For the purposes of
this study, we defined serious mental
illness as psychotic spectrum disor-
ders, bipolar disorder, and major de-
pressive disorder. On the basis of our
synthesis of the existing literature and
clinical experience, we hypothesized
that individuals with serious mental
illness would report a regular source
of primary care less often than indi-
viduals without a mental disorder and
that individuals with serious mental
illness would report perceived barri-
ers to medical care more often than
those without a mental disorder.

Methods

Sample

We combined the 1994 and 1995
NHIS and NHIS-D (26,27) data sets
to provide a sample of 156,475 indi-
viduals over age 18 years. The NHIS
is a nationally representative survey
sponsored by the Centers for Disease
Control and Prevention and is con-
ducted to provide information on var-
ious health-related issues in the non-
institutionalized U.S. population. The
surveys conducted in 1994 and 1995
included a detailed section on access
to care and a disability component
(NHIS-D), which included questions
on psychiatric diagnoses and symp-
toms. The information on psychiatric
diagnoses and access to medical care
that could be obtained by combining
these data sets allowed examination
of our study hypotheses. Further,
none of the subsequent NHIS sur-
veys contained all of these elements.
In these surveys, individual-level data
used in the analyses were provided by
one household member. Response
rates for the 1994 and 1995 NHIS
Core Survey and the NHIS-D phase I
were high (92.5%-94.1%). Both sur-
veys have been described in detail
elsewhere (26-28).

Measures
We studied groups of dependent vari-
ables that were available in NHIS as

they related to our study hypotheses.
We defined “regular source of pri-
mary care” as having a primary care
physician as a regular source of med-
ical care. Participants were asked a
series of questions leading to a desig-
nation about whether they had the
following: a single regular source of
care; multiple regular sources, but
see one source most often; multiple
regular sources, but no one source
seen most often; or have no current
regular source of medical care. We
dichotomized these designations; the
first two indicated that participants
had a regular source of medical care,
and the other two indicated that par-
ticipants did not have a regular source
of medical care. Those who reported
having a regular source of medical
care were asked which type of
provider they saw. We considered
family doctor, general practitioner, in-
ternist, pediatrician, and obstetrician-
gynecologist to be primary care physi-
cians. Respondents who identified
specialists as their regular source of
medical care were considered to not
have a regular source of primary care.
Finally, regarding reported barriers to
medical care, we examined responses
to items about being unable to get
medical care when it was needed, de-
laying medical care due to concerns
about cost, and being unable to get a
needed prescription medication.

Our independent variables were
mental disorder diagnostic category,
age, gender, race, education, income,
and health insurance status. Respon-
dents in this survey were asked a se-
ries of questions about mental disor-
ders over the past 12 months. We in-
cluded all those who answered in the
affirmative to having had schizophre-
nia or paranoid or delusional disorder,
other than schizophrenia (grouped
together as psychotic disorders,
N=592); manic episodes or “manic
depression,” also called bipolar disor-
der (N=511); or major depression
(N=1,828). The question about major
depression included the following
definition: “Major depression is a de-
pressed mood and loss of interest in
almost all activities for at least 2
weeks.” The reference category was
defined as negative answers to all
questions about any mental disorders,
including psychotic disorders, bipolar
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disorder, major depressive disorder,
dementia, personality disorders, or
other mental disorders seriously im-
pairing functioning. Individuals who
reported taking medicines for mental
or emotional conditions also were ex-
cluded from the referent group. Pres-
ence of alcohol use disorder or drug
use disorder was used as a covariate.
Insurance coverage, age, and educa-
tion were dichotomized as presence
or absence of any type of health in-
surance, being or not being older
than 42 (median age for adults in the
sample), and having or not having a
high school diploma or equivalent, re-
spectively. Family income was divid-
ed into three categories: $0-$14,999,
$15,000—$34,999, and $35,000 and
above. Race was categorized as white,
black, or other.

Analysis

Pearson’s chi square analysis was used
to compare categorical demographic
characteristics. Logistic regression
was used to examine the relative asso-
ciation of each outcome to categori-
cally defined mental disorders. Unad-
justed odds ratios for each diagnostic
category for the presence or absence
of each outcome variable were calcu-
lated, as well as odds ratios with ad-
justment for each of the covariates
described above. SAS version 8.2 was
used for the initial analysis. SUDAAN
statistical package 8.0.0 (29) was used

for the final analyses to account for
appropriate weights of the stratified
sample design, by using the methods
described on the National Center for
Health Statistics Web site (30). The
purpose of this method was to ap-
proximate a nationally representative
sample.

Results
Table 1 shows the demographic char-
acteristics of the study sample. Signif-
icant differences were found among
the four study groups for all of the ex-
amined demographic variables. The
median age among all adults in the
NHIS sample was 42. In the psychi-
atric disorder groups that we studied
48.3% of those with a psychotic disor-
der were above this population medi-
an age, as were 39.0% of those with
bipolar disorder, 48.3% with major
depression, and 48.3% with no psy-
chiatric disorder. As expected, re-
spondents with mood disorders were
more often female. Black respon-
dents were somewhat overrepresent-
ed in the psychotic disorder diagnos-
tic group. Although statistically signif-
icant, differences in rates of having
some type of health insurance cover-
age were similar among the four psy-
chiatric disorder groups, ranging
from 79% to 84%.

Distributions of income showed
that compared with those with no
psychiatric disorder, respondents

with serious mental illness more often
fell into the lowest income category,
with markedly fewer earning an an-
nual income of $35,000 and above.
Persons with psychotic disorders and
major depression, but not those with
bipolar disorder, less often reported
having a high school diploma or GED
than those with no psychiatric disor-
der. As expected, those with serious
mental illness more often reported
substance use problems. We also cal-
culated the prevalence of each of our
diagnostic categories using appropri-
ate weighting. The 12-month preva-
lence of each diagnostic category was
as follows: psychotic disorder, .43%;
bipolar disorder, .39%; and major de-
pression, 1.39%.

Table 2 shows the effect measures
for having a regular source of medical
care and various measures of report-
ed barriers to medical care access. In
both the adjusted and unadjusted
analyses, individuals with psychotic
disorders and bipolar disorder, but
not those with major depression,
were less likely to report having a reg-
ular source of medical care. In regard
to reported barriers to medical care,
for all three outcomes in both the ad-
justed and unadjusted analyses, re-
spondents with psychotic disorders,
bipolar disorder, or major depression
were far more likely than the refer-
ence group to report difficulties in ac-
cessing care, with odds ratios ranging

Table 1

Characteristics of adult participants in the 1994-1995 National Health Interview Survey who reported having psychotic
disorders, bipolar disorder, or major depression?

Psychotic Bipolar Major No
disorders disorder depression  disorder
Characteristic (N=592) (N=511) (N=1,828) (N=143779) »* df p
Older than population median age of 42 48.3 39.0 48.3 48.3 14.2 3 .003
Female 44 .4 62.8 67.8 51.7 163.5 3 <.001
Race
White 75.9 88.9 86.5 83.8 41.5 6 <.001
Black 20.8 7.4 9.5 11.7
Other 3.3 3.6 4.0 4.5
Have health insurance 83.9 79.3 83.2 79.3 28.1 3 <.001
Annual income level
$0-$14,999 50.4 37.7 36.6 18.2 345.2 6 <.001
$15,000-$34,999 31.9 28.3 34.8 34.3
$35,000 and above 17.7 34.0 28.6 47.5
High school diploma or GED 68.2 81.2 73.2 80.9 77.3 3 <.001
Report of alcohol or substance use disorder  16.2 9.4 7.2 5 166.8 3 <.001

 Values are percentages. Chi square analysis for these categorical variables is based on data from 156,475 observations with appropriate weighting to ac-

count for the complex stratified sample design.
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Table 2

Likelihood of having a primary care physician and of facing barriers to receipt of medical care among persons with
psychotic disorders, bipolar disorder, or major depression®

Psychotic disorders (N=592)

Bipolar disorder (N=511)

Major depression (N=1,828)

Unadjusted Adjusted Unadjusted Adjusted Unadjusted Adjusted

Characteristic OR 95% CI OR 95% CI OR 95%CI OR 95% CI OR 95% CI OR 95% CI
Has a regular source of

primary medical care 47  .38-.58 55 .44-.69 63 51-79 74 .56-98 90 .78-1.03 .97 .83-1.13
Needed medical care but

was unable to get it 527 3.95-7.04 4.01 293-549 6.94 5.17-9.32 6.37 4.49-9.02 554 4.69-6.55 4.46 3.59-5.54
Delayed medical care because

of concerns about cost 3.21 2.51-4.11 2.56 1.97-3.33 4.73 3.78-5.92 4.15 3.19-540 4.20 3.71-4.76 3.75 3.21-4.37
Needed prescription medica-

tion but was unable to get it 7.00 5.33-9.19 4.83 3.57-6.53 6.81 5.07-9.15 545 3.82-7.77 6.61 5.65-7.74 4.80 3.95-5.84

* Odds ratios are based on analysis of data from 156,475 individuals with appropriate weighting to account for complex stratified sampling design.

from about 2.5 to 7.0. In these analy-
ses, adjustment for age, sex, race, ed-
ucation, income, health insurance sta-
tus, and presence of an alcohol or
drug use disorder changed the magni-
tude but not the direction of associa-
tions or presence of statistical signifi-
cance at a=.05 (shown in Table 2 by a
95% confidence interval that does not
include 1).

Discussion

To our knowledge, this is the first
study to use a large, nationally repre-
sentative sample to examine medical
care access and barriers among pa-
tients who have serious mental ill-
ness. Our analysis of this survey data
shows that individuals who reported
having psychotic disorders or bipolar
disorder were significantly less likely
to report having a regular source of
medical care compared with those
who did not report psychiatric disor-
ders. Persons who reported major de-
pression were as likely to report hav-
ing a regular source of medical care as
those who did not report psychiatric
disorders. Our findings are in contrast
to prior reports showing that persons
with mental disorders reported either
similar or greater access to primary
and general medical services than
those without mental disorders.

The differences in the populations
sampled may account for these dis-
crepancies. For example, in the previ-
ous analysis (17) of the 1994 NHIS
data, having a mental disorder was
defined broadly to include all types of
mental disorders, instead of focusing
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on persons with serious mental ill-
ness. The study by Dickerson and col-
leagues (18) used a sample of persons
with serious mental illness from clini-
cal settings and then compared the
data with data from population-based
national surveys. This study from one
general location demonstrated higher
rates of general medical care access
for individuals with serious mental ill-
ness who were receiving mental
health services. Because of the re-
stricted treatment- seeking sample,
the study does not reflect a popula-
tion-based comparison of health serv-
ice use by and barriers to care for
those with and without serious mental
illness. A major strength of our study
is the use of a large, nationally repre-
sentative, population-based sample
provided by the 1994 and 1995 NHIS
and NHIS-D.

Variability in the definitions of seri-
ous mental illness among authors in
this subject area limits the compara-
bility of this study with others. Al-
though we chose to define serious
mental illness as including psychotic
disorders, bipolar disorder, and major
depression, the inclusion of major de-
pression was complicated because the
definition in the survey of “depressed
mood and loss of interest in almost all
activities for at least two weeks” al-
lows for a variety of mild, nondis-
abling conditions that are subthresh-
old to a full diagnosis. Consistent with
previous reports, our analyses showed
that individuals with psychotic disor-
ders, bipolar disorder, or major de-
pression reported higher levels of

perceived barriers to medical services
compared with those without psychi-
atric illness. Even after adjustment
for demographic factors, odds ratios
ranged from over 2.5 to nearly 5.0 for
outcomes of being unable to get
needed care, financial issues delaying
care, and being unable to get a pre-
scription medicine.

We interpret this result to mean
that persons with psychotic disorders,
bipolar disorder, or major depression
have greater difficulties navigating
the health care system to get their
medical needs met. This conclusion
suggests that increasing access to the
same sources of medical care in the
general population will not necessari-
ly lead to improvement in the health
of individuals with psychotic disor-
ders, bipolar disorder, or major de-
pression. Specialized sources of pri-
mary medical services may be re-
quired to best meet the needs of this
population. Rates of preventive med-
ical services provided at psychiatric
visits for patients with serious mental
illness have been shown to be very
low, about 11% (11). Integrating psy-
chiatric and general medical care at a
single site (31) or increasing the role
of psychiatric providers in general
and preventive medical services may
be possible solutions to this problem.
For example, research has found that
integrating depression care into pri-
mary care has resulted in positive out-
comes such as improved treatment
adherence and improved access to
care for patients (32-35).

There are several clinical implica-
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tions of these findings. The data sug-
gest that in addition to the actual
medical condition, access to consis-
tent medical care can also influence
rates of high mortality among people
with serious mental illness. To the ex-
tent that symptoms of serious mental
illness might impede accessing med-
ical care, mental health providers
should consider both mental health
and physical health outcomes associ-
ated with a patient’s mental disorder.
In other words, the current results
signal that psychiatric services and
psychotherapeutic interventions for
people with serious mental illness
need to seriously consider how a pa-
tient’s mental illness affects the pa-
tient’s overall utilization of health care
services.

At times, the dramatic nature of
symptoms of serious mental illness
may eclipse the need to focus on ba-
sic health needs of patients. But the
findings indicate that even if a patient
is psychiatrically stabilized but does
not appropriately access medical
care, the patient still may not be be-
ing optimally treated. Furthermore,
although accessibility of primary
medical care is a necessary requisite
to addressing chronic health condi-
tions, timely receipt of appropriate
and quality treatments are also criti-
cal to the proper management of
these conditions. Given the low-in-
come status of many individuals with
serious mental illness, many people in
this group may experience barriers to
receiving high-quality care even
when a source of primary medical
care is available. This consistent lack
of accessibility of appropriate care
only exacerbates the untreated,
chronic medical conditions that char-
acterize this population. As such,
mental health clinicians working with
people with serious mental illness
may need to ask patients about their
medical doctors and medical condi-
tions, even if the mental health clini-
cians are not medically trained (social
workers and psychologists, for exam-
ple). Although the excess mortality
experienced by persons with serious
mental illness is probably influenced
by access to primary care and other
types of health care, other factors,
such as the higher rates of certain
chronic health conditions like hepati-

tis and HIV, also lead to increased
mortality in this group. Our findings
bring to light the importance of inte-
grating physical and mental health
care for people with serious mental
illness.

There are several limitations to
this study. First, the reliability and
accuracy of categorizing mental dis-
orders by simply asking participants
whether they have a given mental
disorder are unknown. However, this
method has been used to assign spe-
cific mental disorders in previous re-
ports on these data sets (36,37). Us-
ing this method of diagnostic catego-
rization led to calculated 12-month
prevalence rates of mental disorders
as follows: psychotic disorders, .43%;
bipolar disorder, .39%; and major de-
pression, 1.39%. By comparison, the
National Comorbidity Study Replica-
tion (38-40) reported somewhat
higher 12-month prevalence rates of
psychotic disorders, major depres-
sion, and bipolar disorder of .3% (for
nonaffective psychosis), 6.7%, and
2.6%, respectively. This study provid-
ed no means of evaluating the validi-
ty of the diagnostic questions used as
ameans of assigning psychiatric diag-
noses. Second, it is possible that per-
sons with serious mental illness may
be more likely to report perceived
barriers, regardless of actual barriers.
However, several studies have
demonstrated reliable self-report of
health care utilization data by per-
sons with mental illnesses (41-43).

Conclusions

These results point to the need to im-
prove systems of health care delivery
to individuals with serious mental ill-
ness, particularly those with psychotic
disorders. In order to more accurate-
ly characterize medical care utiliza-
tion by persons with serious mental
illness, national health surveys need
to have more sophisticated methods
of determining the presence of men-
tal disorders, with evaluations of the
validity of the methods used. Surveys
should also provide a clear means of
distinguishing between types of med-
ical services. Possible solutions to this
problem of patients with serious
mental illness accessing needed care
could be to incorporate more primary
care services into the practice of psy-
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chiatry and improve methods of coor-
dinating mental health and general
medical care.
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