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Objectives: This study examined
perceived barriers to mental
health care and medical care and
the relationship between demo-
graphic and clinical characteris-
tics and perceived barriers among
veterans with serious mental ill-
ness. Methods: Veterans diag-
nosed as having serious mental
illnesses, hospitalized for psychi-
atric concerns, and at risk for
treatment dropout (N=136) com-
pleted an interview as part of a
larger study of a critical time in-
tervention. Results: Many partici-
pants perceived barriers to access-
ing mental health care (67%) and
medical care (60%). Personal fac-
tors were cited most often as barri-
ers; overall, however, personal bar-
riers were more likely to be per-
ceived to impede mental health
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care (56%) than medical care
(43%). Psychiatric symptoms were
associated with greater perceived
barriers to mental health care and
medical care. Conclusions: Veter-
ans with serious mental illness at
risk of treatment dropout per-
ceived barriers to mental health
care and medical services. Strate-
gies to overcome barriers are
needed and should target illness-
related factors that may impede
service use. (Psychiatric Services
59:921-924, 2008)

Individuals with serious mental ill-
ness require both mental and med-
ical health care services (1). Difficul-
ty in accessing outpatient services
may produce overreliance on emer-
gency services (2), resulting in subop-
timal care and adverse outcomes, in-
cluding increased mortality, morbidi-
ty, and functional impairment. Identi-
fying factors that interfere with the
utilization of medical and mental
health care services among con-
sumers with serious mental illness
could lead to strategies to improve
such services.

Previous work suggests that mental
health care consumers, especially
those with more serious or disabling
psychiatric conditions, perceive sig-
nificant barriers to clinical care (3,4).
Consumers experience various per-
son-level, interpersonal, and system-
level barriers to care. At the person
level, demographic characteristics
may be associated with difficulties
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with, delays in, or lack of receipt of
clinical care among those with serious
mental illness. These characteristics
include age (3,4), race (1), and finan-
cial resources (3); clinical characteris-
tics, such as greater functional dis-
ability (3) and co-occurring mental ill-
ness and medical conditions (4); and
situational factors, such as personal
crises (5) and life stressors (6). Fac-
tors related to interpersonal interac-
tions, such as stigma (7), distrust, and
negative experiences with service
providers or systems (6,8), may pre-
vent service utilization. Finally, sys-
tem-level factors, such as accessibility
and availability of services (9), also
have been identified as barriers to ac-
cessing mental health care and med-
ical care.

Few studies have focused on con-
sumers with serious mental illness.
Furthermore, with the exception of
financial barriers, few studies have
compared barriers to mental health
care and medical services. Thus it is
unclear whether consumers perceive
similar barriers to mental health care
and medical care. In this study we
examined perceived person-level, in-
terpersonal, and system-level barri-
ers to medical and mental health
care among consumers with serious
mental illness; assessed the relation-
ship between demographic charac-
teristics, clinical factors, and per-
ceived barriers; and determined the
extent to which perceived barriers
are similar or unique to different
types of clinical care.
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Methods
Data were drawn from a larger study
designed to test the effectiveness of a
brief three-month, critical time inter-
vention for veterans with serious
mental illness. Participants were re-
cruited from four inpatient psychi-
atric units within the Veterans Affairs
(VA) Capital Health Care Integrated
Service Network (VISN 5). Partici-
pants were 18 to 70 years of age, lived
within 50 miles of the inpatient facili-
ty, and had a chart diagnosis of schiz-
ophrenia spectrum disorder (schizo-
phrenia, schizoaffective disorder, or
psychosis not otherwise specified) or
mood disorder (major depression or
bipolar disorder). All participants
were at risk of treatment dropout; risk
factors were defined as diagnosis of a
co-occurring substance use disorder
in the past year, medication nonad-
herence for the past year per the pa-
tient or the patient’s medical chart, or
an inpatient admission in the past two
years, followed by a readmission,
emergency visit, or no outpatient vis-
its within 30 days postdischarge.
Consumers who consented to par-
ticipate completed a 90-minute inter-
view, which included assessments of
demographic and clinical characteris-
tics and barriers to clinical care. Items
modified from the Medical Expendi-
ture Panel Survey were used to assess
respondents’ perceived barriers lead-
ing to difficulty with, delay in, or lack
of receipt of mental health care (21
items) and medical care (22 items) in
the six months before hospitalization.
In the absence of predefined cate-
gories of barriers, a priori consensus
among investigators yielded six dis-
tinct categories: money and finances,
transportation and distance, time
constraints, provider and institutional
constraints, alliance and rapport with
service providers and staff, and per-
sonal factors. The Brief Psychiatric
Rating Scale was used to assess the
nature and severity of psychopatholo-
gy in the past week. Self-reported al-
cohol and drug use in the past month
was assessed with two questions from
the Schizophrenia Patient Outcomes
Research Team survey (10). Items
from the National Health and Nutri-
tion Examination Survey III (11)
were used to assess self-reported
presence of 14 medical conditions,
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which ranged from cancer and dia-
betes to dental and vision problems.

Of 212 inpatients approached, 156
provided informed consent and 56
(26%) refused. Twenty patients were
withdrawn from the study because of
changes in the discharge plan, par-
ticipant request, or other reasons
(12), leaving a study group of 136
participants. Interviews were com-
pleted by trained clinical interview-
ers between February 2003 and
April 2005 during the patients hos-
pitalization or, for 56 participants,
shortly after discharge (9.5+£9.9
days). The study was approved by
the institutional review board at the
University of Maryland School of
Medicine. Additional details con-
cerning participants and methods
are available elsewhere (12).

Results

A total of 123 participants were male
(90%), 58 were Caucasian (43%), and
78 (57%) were African American. A
total of 123 participants (90%) had a
high school or equivalent (GED) lev-
el of education, and 48 (35%) had a
schizophrenia spectrum disorder di-
agnosis. Psychiatric symptoms ranged
from none to mild or moderate
(mean+SD total symptoms=2.03x
.60). A total of 107 participants (79%)
reported at least one current medical
condition, with a mean number of
medical conditions of 3.53+2.33. Sev-
enty-five participants (55%) reported
current vision problems, 58 (43%)
dental problems, 54 (40%) high blood
pressure, 35 (26%) stomach prob-
lems, 33 (24%) skin problems, and 32
(24%) breathing problems.

Table 1 summarizes the six identi-
fied barriers to accessing mental
health care and medical treatment.
Sixty-seven percent of participants re-
ported one or more barriers to ac-
cessing mental health care (2.47+2.60
barriers), and 60% reported one or
more barriers to medical care (2.24+
3.03 barriers). Personal factors were
the most frequently endorsed barrier
to both mental health care (56%) and
medical care (43%).

Relationships  between demo-
graphic and clinical characteristics
and perceived barriers were assessed
with Spearman’s rank-order correla-
tions. Number of barriers to mental

health care and number of barriers to
medical care, overall and within each
barrier category, were summed to de-
termine total number of barriers to
each type of care. Older participants
were more likely to report fewer al-
liance- or rapport-related barriers to
mental health care (r=—21, p=.016),
whereas married participants report-
ed greater financial barriers (r=.20,
p=.022) and more provider constraint
barriers (r=.27, p=.002) to medical
care. The only association between
service-connected disability or month-
ly income and any barrier to care was
that participants receiving benefits for
service-connected disabilities and
those with a higher monthly income
reported fewer perceived transporta-
tion and distance barriers to medical
care (r=—20, p=.018, and r=-18, p=
.04, respectively).

Psychiatn'c symptoms were associat-
ed with a significantly greater total
number of barriers to mental health
care (r=.27, p=.002) and greater finan-
cial barriers (r=.21, p=.015), provider
constraints (r=.22, p=.011), alliance
and rapport problems (r=.23, p=.009),
and personal factors (r=.29, p<.001).
Similarly, psychiatric symptoms were
related to greater total perceived bar-
riers to medical care (r= .26, p=.002)
and greater barriers associated with al-
liance and rapport (r= .26, p=.002) and
personal factors (r= .30, p<.001).

Having any medical condition (r=
.20, p=.023) and a greater number of
medical conditions (r=.27, p=.002)
were significantly related to per-
ceived barriers to medical care, both
overall and related to alliance or rap-
port (any condition, r=.20, p=.023;
number of conditions, r=.27, p=.002),
personal factors (any condition, r=
21, p=.014; number of conditions, r=
.31, p<.001), and provider constraint
barriers (any condition, r=.22, p=
.011; number of conditions, r=.19, p=
.025). The only association between
medical conditions and barriers to
mental health care was that number
of medical conditions was related to
greater personal factor barriers (r=
22, p=.01). Drug use in the past
month was associated with greater
provider constraint barriers to mental
health care only (r=.18, p=.039). Al-
cohol use in the past month was not
related to any barrier measure.
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Table 1

Perceived barriers to mental health care and medical care among veterans with serious mental illness

Mental health care Medical care Both
(N=136) (N=135) (N=135)
Barrier® N % N % N % 22 P
Money or finances 23 17 26 19 17 13 .60 44
Couldn’t afford care 14 10 16 12
Too expensive to get to care 16 12 16 12
Transportation or distance 32 24 26 19 21 16 2.25 13
Care too far away 22 16 17 13
No transportation 28 21 22 16
Time constraints 32 24 28 21 20 15 .80 37
Problem getting time off work 10 7 9 7
Did not have time 23 17 15 11
Too many things to do 18 13 21 16
Provider or institutional constraints 29 21 28 21 15 11 .04 .85
Too long to get care 22 16 19 14
Refused services 9 7 6 4
Not given appointment 9 7 14 10
Alliance and rapport 24 18 26 19 13 10 17 .68
Afraid provider would yell at me 6 4 6 4
Afraid of what the provider would say 20 15 11 8
Don't like the provider 5 4 9 7
Provider thinks problems are
caused by mental illness na na 16 12
Personal factors 75 56 58 43 49 36 8.26 <.01
Personal crisis 39 29 33 24
Couldn’t explain self 36 26 25 19
Don’t know how to make appointment 12 9 8 6
Forgot when appointment was 47 35 39 29
Any barrier 93 67 81 60 70 52 3.13 .08

@ For each barrier category, a dichotomous variable was created to reflect whether or not any barrier was endorsed. The barriers child care, language,
and physical accessibility (too hard to get into building, too hard to get around inside of building) were excluded because of low rates of endorsement

(N=1).
b MceNemars chi square test statistic; df=1

McNemar’s tests of association
were calculated to examine the rela-
tionship between barriers to mental
health care and medical care, overall
and within each barrier category.
Overall there was no difference in the
proportion of participants who re-
ported barriers to mental health
treatment and barriers to medical
treatment (Table 1). However, the
proportion of participants citing per-
sonal factors as barriers to mental
health care (56%) was significantly
greater than the proportion of partic-
ipants citing personal factors as barri-
ers to medical care (43%). Barriers to
mental health care and barriers to
medical care were not significantly
different for the five remaining barri-
er categories.

Discussion

Veterans with serious mental illness at
risk of treatment dropout perceived a
number of barriers to accessing care.

Over two-thirds of the veterans in our
study reported at least one barrier to
mental health care and 60% reported
at least one barrier to medical care.
Consistent with previous studies of
veterans (3), our findings showed that
structural barriers and financial barri-
ers were less likely than other barriers
to be reported, which may reflect eas-
ier access to and greater coverage of
clinical care, owing to the structure of
the VA health care system (4). Trans-
portation and distance barriers were
also relatively low; however, low rates
may be an artifact of the exclusion of
individuals living more than 50 miles
away. In contrast, personal factors
were often cited as barriers, particu-
larly with regard to mental health
services.

Although most barriers appeared to
affect access to medical care and
mental health treatment similarly,
personal factors were different.
Greater perceived barriers associated
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with personal factors may reflect dif-
ferent attitudes toward mental illness
and medical illness. In regard to men-
tal health care, consumers may prefer
to solve mental health problems
themselves, believe problems will im-
prove without treatment, or view
treatment as largely ineffective (13).
Moreover, consumers’ perceptions of
the quality of communication and
their relationship with their provider
may affect utilization of mental health
care (14).

Psychiatric illness may pose one of
the most significant barriers to med-
ical and mental health care. We found
that more severe psychiatric symp-
toms were associated with more per-
ceived barriers to medical care and
mental health care, both overall and
to specific barrier categories. Individ-
uals with serious mental illness gener-
ally have fewer financial resources,
less stable living situations, and ill-
ness-related cognitive and social skills
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deficits, all of which may affect access
to and effective utilization of clinical
services. Alternatively, psychiatric
symptoms themselves may impede
negotiation of the health care system,
communication of treatment needs,
and advocating for care (6,7).

Contrary to previous findings, we
found few significant relationships
between barriers and age. Notably
perception of barriers generally has
been greater among younger con-
sumers, typically age 30 and under
(3,13), whose numbers were limited
in our sample. However, among pa-
tients with co-occurring mental dis-
orders and medical conditions, the
association with greater perceived
barriers to accessing medical care is
consistent with earlier studies and
may reflect greater dissatisfaction
with aspects of consumer-provider
communication regarding illness and
treatment, which is compounded
when dealing with multiple medical
conditions (4).

This study was limited by its re-
striction to veterans with serious
mental illness who were hospitalized
for psychiatric issues and at risk of
treatment dropout. Thus the find-
ings may not generalize to all con-
sumers receiving outpatient mental
health care at VA facilities or receiv-
ing inpatient or outpatient care in
the community. Nevertheless, it pro-
vides important information con-
cerning perceived barriers in a par-
ticularly vulnerable population at a
critical juncture in care. Because our
inquiry did not specify barriers to VA
or non-VA services, it is unclear if re-
sponses reflect access to VA care,
non-VA care, or both. However, si-
multaneous use of VA and non-VA
services among those with serious
mental illness rarely occurs (9,15).
Finally, because we assessed per-
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ceived barriers to clinical care and
not actual utilization of services, the
extent to which barriers identified by
consumers are actually associated
with difficulties with, delays in, or
lack of receipt of treatment remains
unclear. Nevertheless this study sug-
gests that psychiatric symptoms may
contribute to barriers among this
group, which could affect service
use.

Conclusions

Veterans with serious mental illness at
risk for treatment dropout perceived
barriers to accessing clinical care.
Psychiatric symptoms and illness
severity may pose one of the most sig-
nificant barriers to care. Strategies to
overcome barriers are needed and
should target illness-related factors
that may impede service use.
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