
November 2005, Vol 95, No. 11 | American Journal of Public Health Mojtabai | Peer Reviewed | Research and Practice | 2009

 RESEARCH AND PRACTICE 

Trends in Contacts With Mental Health Professionals 
and Cost Barriers to Mental Health Care Among Adults 
With Significant Psychological Distress in the 
United States: 1997–2002
| Ramin Mojtabai, MD, PhD, MPH

flicting influences on access to needed men-
tal health services in the community is diffi-
cult to surmise. My study addresses this de-
ficiency in data by examining recent trends
in prevalence of any contact with mental
health professionals and in financial barriers
to care among individuals in need of such
services in the community. Three specific
study questions were posed regarding sam-
ples of individuals with psychological prob-
lems drawn from the general population:
(1) Did the proportion of individuals who
had any contact with a mental health pro-
fessional in the past year change between
1997 and 2002? (2) Did the proportion of
individuals who reported forgoing mental
health care because of cost change in these
years? (3) Did the proportion of individuals
who reported forgoing use of prescription
medications because of cost change in
these years?

METHODS

Samples
Data for this study were drawn from 6

years of the National Health Interview Survey
(NHIS) conducted between 1997 and 2002.
The design of NHIS has been described pre-
viously in much detail.10–12 Briefly, NHIS is a
continuous cross-sectional survey of health
conditions, disability status, and health care
access and utilization in the US household
population. The survey uses a complex sam-
pling design. Information about all household
members is obtained through an interview
with an informant. One adult (≥18 years) and
1 child from each household are then ran-
domly selected for the more detailed “sample
adult” and “sample child” interviews. Sample
adult interviews are conducted personally
with the selected individuals. The sample for
the present study was drawn from 196101

The burden of unmet need for mental health
care in the community figured prominently
in 2 recent, highly publicized government re-
ports: the President’s New Freedom Commis-
sion on Mental Health report1 and the sur-
geon general’s report on mental health.2

While drawing attention to existing deficien-
cies, disparities, and barriers, both reports
put forward a hopeful vision for the future of
mental health care in the United States and
proposed ways to realize that vision. Consis-
tent with this view, some studies suggested
improvements in the community care of seri-
ous mental conditions in recent years.3–5

The introduction of new medications with
fewer side effects, the development and dis-
semination of evidence-based guidelines for
treatment of common mental disorders, and
changes in public attitudes toward mental
illness6 may have contributed to these
trends.

However, anecdotal reports and observa-
tions by administrators involved in the day-
to-day workings of the mental health care
system present a less optimistic picture.7,8

A recent commentator described how cuts in
the public hospital beds across the country,
disenrollment of many providers from Medic-
aid, and rising costs of medications have led
to a crisis in access to mental health care for
individuals who need such care.7 These
problems are likely compounded by the gen-
eral problems affecting the US health care
system, such as the growing overall cost of
medical care, the enduring problem of the
uninsured and the underinsured, and the en-
demic social disparities in access and distri-
bution of resources.9

Because of the paucity of systematic re-
cent data, the overall impact of these con-
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adults interviewed between 1997 and 2002
(range of final response rates for sample adult
interviews=69.6%–80.4%). All interviews
were conducted with the Computer-Assisted
Personal Interviewing system.11,12

Assessments
Significant psychological distress. Need for

mental health care was operationalized by the
presence of significant psychological distress, as
ascertained by K6, a standardized screening
instrument.13,14 K6 rating is the summary
score of 6 items, assessing nonspecific psycho-
logical distress over the past 30 days (contact
author for available appendix). Items are
rated on a Likert scale from “none” (=0) to
“all the time” (=4). The summary K6 score,
thus, can range from 0 to 24.

K6 was developed by means of modern
item response theory methods to select items
with optimal sensitivity in the 90th to 99th
percentile range of psychological distress in
the general population with consistent psy-
chometric properties across sociodemographic
groups.13,14 In a 2-stage clinical reappraisal
study, K6 was shown to have acceptable psy-
chometric properties to detect serious mental
illness (SMI) in the community.13 SMI was de-
fined as a condition meeting the criteria of 1
of the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV )
disorders as ascertained by the Structured
Clinical Interview for DSM-IV (SCID)15 and a
score of 60 or less on the Global Assessment
of Functioning Scale (GAF).16 In receiver op-
erating characteristics (ROC) curve analyses,17

K6 had an area under curve of 0.86. Area
under curve can be interpreted as the proba-
bility of correctly distinguishing a randomly
chosen individual with SMI from another ran-
domly chosen individual without SMI.18

On the basis of ROC curve analysis, a score
of ≥13 on K6 was selected as the optimal cut-
point that equalizes false-positive and false-
negative results.13 This cutpoint is associated
with a sensitivity of 0.36, a specificity of
0.92, and a total classification accuracy of
0.92. This cutpoint was used in the present
study to define significant psychological dis-
tress, signifying need for mental health care.
Although, because of low sensitivity, many
cases of SMI may not be detected; because of
high specificity, the vast majority of the cases

that are detected would meet the DSM-IV/
SCID criteria for SMI.

Contact with mental health professionals. Any
contact with mental health professionals in
the past year was assessed by 1 question out
of a set of questions about health care re-
ceived from various providers:

“During the past 12 months have you seen or
talked to any of the following health care pro-
viders about your own health?
. . . A mental health professional such as a psy-
chiatrist, psychologist, psychiatric nurse, or clin-
ical social worker.”

Cost barriers to mental health care. The fol-
lowing 2 questions out of a set of questions
were used to assess cost barriers to mental
health care:

“During the past 12 months, was there any
time when you needed any of the following,
but didn’t get it because you couldn’t afford it?
. . . Prescription medicines
. . . Mental health care or counseling.”

As is evident from the question above, pre-
scription medications included all medica-
tions and were not limited to psychotropic
medications.

Data Analysis
Before conducting the analyses, the data

from the 6 years were combined according to
the method recommended by the National
Center for Health Statistics.12 Analyses were
conducted with multivariate binary logistic
regression models to adjust for variations in
characteristics of samples across survey years.
Three regression analyses were run in which
the association of survey year (entered as a
continuous variable ranging from 1 to 6) and
each of the outcomes of interest were exam-
ined. The binary outcomes of interest were
the following: any contact with a mental
health professional, nonuse of mental health
care/counseling because of cost, and forgone
prescription medications because of cost. Var-
iables of gender, race/ethnicity, age, house-
hold income compared with the federal pov-
erty level (FPL), and current insurance type
were also entered into each model to control
for their effects. In addition to testing individ-
ual regression coefficients, the contributions
of multicategory variables (e.g., race/ethnicity,
insurance type) were examined with joint-

hypothesis tests. Next, to assess whether or
not time trends in contacts and in barriers
were similar across sociodemographic groups,
interaction terms between survey year and
each variable were also tested. Regression
analyses were limited to participants with
significant psychological distress.

NHIS survey uses a complex sampling de-
sign. Therefore, frequency weights, strata, and
primary sampling units were used in Stata 8.0
software19 to adjust the parameter estimates
and their standard errors.

RESULTS

Characteristics of Participants With
Significant Psychological Distress

Overall, 3.2% (N=6640) of the partici-
pants across the 6 years were categorized as
experiencing significant psychological dis-
tress. Compared with other survey partici-
pants, those with significant psychological dis-
tress were more likely to be female (65.1% vs
55.7%), from minority racial/ethnic groups
(28.6% vs 24.1%), and in the 45- to 64-year
age group (36.1% vs 28.6%). Participants
with significant psychological distress were
also more likely than other survey partici-
pants to fall in the < 100% or 199%-to-
200% FPL income groups (27.6% com-
pared with 10.0%, for the < 100% FPL
group, and 22.7% compared with 14.4%,
for the 199%–200% FPL group). All com-
parisons were statistically significant at the
P < .001 level.

Contact With Mental Health Professionals
Between 1997 and 2002, the proportion

of NHIS participants with significant psycho-
logical distress who reported that they had
had any contact with a mental health profes-
sional in the past year grew from 29.1% to
35.5%. This change was statistically signifi-
cant in the multiple regression model (Table 1).
None of the interaction terms between partici-
pant characteristics and survey year in this re-
gression model was statistically significant.
However, there were significant main effects
for race/ethnicity, age, and insurance. Partici-
pants from minority racial/ethnic groups were
less likely than the non-Hispanic Whites (the
reference group) to have had any contact
with a mental health professional, as were
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TABLE 1—Correlates of Any Contact With Mental Health Professional, Not Affording Mental Health Care, and Not Affording 
Medications Among 6640 Participants of 1997–2002 NHIS With Significant Psychological Distress (K6 Score ≥13)

Had Any Contact With a Could Not Afford Mental Could Not Afford Medications 
Mental Health Professional Health Care in the Past Year in the Past Yeara

B SE t test AOR B SE t test AOR B SE t test AOR

Survey year 0.04 0.02 2.49* 1.04 0.04 0.02 2.02* 1.04 0.08 0.02 4.58*** 1.09

Gender

Male Ref. . . . . . . . . . Ref. . . . . . . . . . Ref. . . . . . . . . .

Female 0.03 0.07 0.51 1.03 0.20 0.08 2.54* 1.22 0.30 0.08 3.94*** 1.35

Race/ethnicity

Non-Hispanic White Ref. . . . . . . . . . Ref. . . . . . . . . . Ref. . . . . . . . . .

Non-Hispanic Black –0.55 0.09 6.12*** 0.58 –0.21 0.11 1.99* 0.81 –0.08 0.09 0.90 0.92

Hispanic –0.58 0.08 7.33*** 0.56 –0.69 0.11 6.17*** 0.50 –0.55 0.10 5.63*** 0.58

Other –0.45 0.20 2.27* 0.64 –0.36 0.21 1.69 0.70 0.14 0.17 0.85 1.15

Joint-hypothesis test Design-based F = 23.40*** Design-based F = 13.09*** Design-based F = 11.67***

Age, y

18–24 Ref. . . . . . . . . . Ref. . . . . . . . . . Ref. . . . . . . . . .

25–44 0.32 0.12 2.67** 1.37 0.21 0.14 1.50 1.24 0.17 0.12 1.41 1.19

45–64 0.10 0.12 0.78 1.10 –0.00 0.14 0.03 0.99 0.16 0.13 1.21 1.17

≥ 65 –1.48 0.17 8.68*** 0.23 –1.62 0.24 6.73*** 0.20 –1.20 0.19 6.46*** 0.30

Joint-hypothesis test Design-based F = 59.51*** Design-based F = 25.67*** Design-based F = 32.48***

Household income, % FPLb

< 100% –0.10 0.10 1.02 0.91 0.19 0.12 1.58 1.20 0.73 0.09 7.79*** 2.08

100–199% –0.09 0.09 1.06 0.91 0.34 0.12 2.94** 1.41 0.67 0.09 7.18*** 1.95

≥ 200% Ref. . . . . . . . . . Ref. . . . . . . . . . Ref. . . . . . . . . .

Joint-hypothesis test Design-based F = 0.99 Design-based F = 3.60* Design-based F = 32.33***

Current health insurance 

coverage

Medicaid 0.68 0.08 8.46*** 1.97 –0.19 0.11 1.71 0.83 –0.12 0.10 1.21 0.89

Medicare 0.43 0.10 4.38*** 1.54 0.29 0.13 2.26* 1.34 0.56 0.10 5.69*** 1.75

No coverage –0.39 0.09 9.04*** 0.68 1.24 0.09 13.43*** 3.46 1.44 0.07 18.59*** 4.23

Private/otherc Ref. . . . . . . . . . Ref. . . . . . . . . . Ref. . . . . . . . . .

Joint-hypothesis test Design-based F = 65.85*** Design-based F = 76.75*** Design-based F = 121.20***

Note. B = regression coefficient; SE = standard error; AOR = adjusted odds ratio obtained in logistic regression analyses.
a These data present main effects of various predictors before entering the interaction term age × survey year.
bAcross the years, family incomes for 22.0% of NHIS participants could not be ascertained. However, these cases were not excluded from the analyses. Instead, they were combined with the
reference group (≥ 200% FPL), which is the largest income group. The impact of this decision on the results of the analyses was assessed by entering a dummy variable for missing data into the
regression models along with dummy variables for the < 100% FPL and 100%-to-199% FPL income groups. The dummy variable for missing income data was not significant in any of the models,
justifying the decision to include them in the ≥ 200% FPL income group for these analyses.
c Includes employer-sponsored insurance, other private insurance, VA, Tricare, and other military insurance.
*P < .05; **P < .01; ***P < .001.

participants in the ≥65-year age group com-
pared with those in the 18- to 24-year age
group (the reference group) and participants
without insurance compared with those with
private insurance coverage (the reference
group), whereas participants in the 25- to 44-
year age group were more likely than those in
the 18- to 24-year age group to have had any
contacts, as were participants with public in-
surance compared with those with private in-
surance (Table 1).

Cost-Related Barriers to Mental
Health Care

Between 1997 and 2002, the proportion of
NHIS participants with significant psychologi-
cal distress who reported that they could not
afford mental health care grew from 15.6% to
20.0%. This change was statistically significant
in the multiple regression analysis (Table 1).
None of the interaction terms between partici-
pant characteristics and survey year in this re-
gression model was statistically significant.

However, there were significant main effects
for gender, race/ethnicity, age, income, and in-
surance. Participants from racial/ethnic minor-
ity groups compared with non-Hispanic Whites
and participants in the ≥65-year age group
compared with those in the 18- to 24-year age
group were less likely to report not affording
mental health care, whereas females compared
with males, participants in the 100%-to-199%
FPL income group compared with those in
the ≥200% FPL income group (the reference
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FIGURE 1— Percentage of 1997–2002 National Health Interview Survey participants who
reported not being able to afford medications in the past year, by age group.

group), and participants without insurance or
with Medicare compared with those with
private insurance, were more likely to report
not being able to afford mental health care
(Table 1).

Further analyses showed that the increase
in the proportion of participants who reported
not affording mental health care was limited
to the group who had not had any contacts
with a mental health professional in the past
year. In this group, 11.4% in 1997 compared
with 17.2% in 2002 reported not affording
mental health care (P<.05). No significant dif-
ferences across the years were noted among
participants who had had any contact with a
mental health professional, 25.7% of whom
in 1997 and 25.0% in 2002 reported not af-
fording mental health care. As these numbers
indicate, overall, a larger proportion of partici-
pants who had had any contact with a mental
health professional compared with those who
had no such contact reported occasions of for-
going mental health care because of cost
(25.3% vs 13.3%, respectively; P<.001).

Cost-Related Barriers to Prescription
Medications

Between 1997 and 2002, the proportion
of NHIS participants with significant psycho-
logical distress who reported that they could
not afford medications grew from 27.7% to
34.1%. This increase was statistically signifi-
cant in the multiple regression model includ-
ing all survey years and adjusting for various
sociodemographic characteristics of the sam-
ples (Table 1). Furthermore, the interaction
between age and survey year was statistically
significant (P<.001). Further regression
analyses within each age group showed that
the increase in the proportion of participants
who reported not being able to afford med-
ications was significant only in the 45- to
64-year and the ≥ 65-year age groups (both
at P < .001 level) and was not significant in
the 2 other age groups. This interaction ef-
fect is depicted in Figure 1.

In addition, there were significant main ef-
fects for gender, race/ethnicity, age, income,
and insurance on cost-related barriers to
medications (Table 1). Hispanic participants
compared with the non-Hispanic Whites and
participants in the ≥65-year age group com-
pared with those in the 18- to 24-year age

group were less likely to report not affording
medications. The main effect for the ≥65-
year age group changed little after entering
the interaction term with survey year in the
regression model (B=−1.54, SE=0.32, t=
4.83, P<.001, adjusted odds ratio=0.21). As
is apparent in Figure 1, individuals in the
≥65-year age group were consistently less
likely to report not affording medications
across survey years. Female participants com-
pared with males, those in the <100% and
100%-to-199% FPL income groups, com-
pared with the ≥200% FPL income group,
and participants without health insurance or
with Medicare compared with those with pri-
vate health insurance, were more likely to re-
port not affording medications (Table 1).

DISCUSSION

The strengths of the NHIS data are repre-
sentative sampling of the US population and
the large sample size, as well as the use of
the same questions for assessing psychologi-
cal distress, contact with mental health pro-
fessionals, and barriers across survey years.20

Nevertheless, these data have limitations and

the results of the present study are con-
strained by these limitations. First, a large
share of the mental health care provided in
the community is delivered by primary care
physicians and informal providers. NHIS
does not collect information on these sources
of mental health care. Nor does NHIS collect
information on the number of visits with
mental health professionals or the treatments
received in these visits. Second, medication
use and the type of medications were not as-
sessed. Therefore, it is not clear what propor-
tion of participants could not afford psycho-
tropic medications specifically. Third, K6
items mostly assess depression and anxiety
symptoms. Unfortunately, NHIS does not in-
clude measures of other forms of psychopa-
thology. Fourth, perceived need for mental
health care was not assessed. Individuals who
perceive a stronger need for mental health
care are more likely to seek care, or to seek a
larger volume of care, and also more likely to
face the barriers that limit access to such
care. Thus, perceived need may explain the
finding that individuals who had any contacts
with mental health professionals were also
more likely to report not affording such care.
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Finally, the questions about barriers asked if
the participant had forgone “needed” mental
health care or medications. Cultural factors
likely influence how participants conceptual-
ize and report “need” in this context.21 How-
ever, while these factors could potentially
bias comparisons across racial/ethnic groups,
it is unlikely that the time trends found in
this study could be significantly biased be-
cause the same sampling and assessment
methodology was used across survey years.

Despite these limitations, the findings of
the study reveal important recent trends in
access to outpatient specialty mental health
care sector. The observed recent increase in
the proportion of individuals with significant
psychological distress who had any contact
with a mental health professional is encourag-
ing and suggests improvements in access.
However, it is disconcerting that, as recently
as 2002, about two thirds of adults with sig-
nificant psychological distress received no
professional mental health care.

The proportion of participants with signifi-
cant psychological distress who reported not
affording mental health services also grew.
This increase was limited to those participants
who had not had any contacts with mental
health professionals in the past year, suggest-
ing that financial barriers prevented these
individuals from seeking such care. Cost of
health care in the United States has grown at
a faster pace than other consumer goods.9 As
a result, cost is now a major barrier to access
to mental health care.22 It is also notable that,
even among individuals who had any contact
with a mental health professional, a large pro-
portion reported not affording mental health
care/counseling. Thus, even in this group,
cost barrier presents a major limitation to
access to further needed care.

The well-known insurance, racial/ethnic,
age, and income disparities in use of mental
health services persisted through the study pe-
riod. The effect of current insurance status on
affordability of mental health care/counseling
and prescription medications was larger than
the effects of any other variable, as a cursory
examination of odds ratios associated with this
variable in Table 1 suggests. Furthermore, of
all disparities in access to health services, the
disparities due to lack of health insurance cov-
erage or undercoverage are potentially the

most straightforward to address administra-
tively. Although ideological disagreements
among policymakers and cost considerations
preclude implementation of a universal health
plan in near future, piecemeal solutions are
possible. Currently, many states provide state-
sponsored medication insurance plans for the
near-poor. Extension of these plans to all
states may ameliorate the cost barriers to
medications in these income groups.

Racial/ethnic disparities in contact with
mental health professionals persisted with
little change across the survey years, as evi-
denced by the significant main effects and
nonsignificant interaction terms in regression
models. This finding is consistent with the re-
sults of the 2002 National Survey on Drug
Use and Health (NSDUH), which reported
significantly lower rates of 12-month treat-
ment for mental health problems among mi-
nority groups,22 and it echoes recently voiced
concerns about the lingering racial/ethnic dis-
parities in access to mental health care.23,24

Furthermore, black and Hispanic participants
were less likely to report not affording mental
health care, and Hispanic participants were
less likely to report not affording medications.
It is unlikely that these findings indicate fewer
cost barriers among the racial/ethnic minori-
ties. The findings may simply indicate less
demand for such services among minority
groups. Unless an individual seeks needed
services, he or she will not face barriers to
such services.

Individuals in the ≥65-year age group
were less likely to have contacts with mental
health professionals than younger individuals.
This may be because of less perceived need
or better ability to cope with psychological
distress in this age group. It may also be be-
cause of use of other formal or informal pro-
viders for mental health problems. For exam-
ple, data from the Epidemiological Catchment
Area (ECA) study suggest that older individu-
als with current psychiatric disorders are less
likely than younger individuals to receive
care in the mental health specialty sector and
more likely to receive mental health treat-
ment from general medical providers.25 Un-
fortunately, other sources of mental health
care besides mental health professionals were
not assessed in the NHIS survey. Perhaps as
a result of less demand, the ≥65-year age

group were also less likely to report that men-
tal health care/counseling was unaffordable.

It is also notable that in the ≥ 65-year and
the 45- to 64-year age groups, the propor-
tion of subjects who reported not affording
prescription medications grew between
1997 and 2002. As middle-aged and older
individuals are more likely than other groups
to use medications, these findings likely re-
flect the inordinate cost burden imposed on
these age groups by the rapid rise of medica-
tion prices. Between 1997 and 2002, the
national spending on prescription drugs more
than doubled.26 Partly in response to the
growing cost burden of medications for
older age groups, the US Congress recently
passed a Medicare prescription drug bill.27,28

Future research needs to assess the impact
of this initiative on affordability of medica-
tions for the Medicare enrollees.

Income level had no impact on the proba-
bility of contact with a mental health profes-
sional. This is encouraging and suggests that
use of mental health services is not signifi-
cantly impeded by income inequality. How-
ever, participants in the 100%-to-199% in-
come groups were more likely than those in
the ≥200% income group to report forgoing
mental health care because of cost and almost
twice as likely to forgo medications. A similar
effect with regard to affording medications
was observed in the <100% FPL income
group. These findings, especially with regard
to access to medications are cause for con-
cern. In recent years, many new psychotropic
medications with better side effect profiles
have been introduced. However, the rapidly
growing prices of these new medications in-
creasingly limits their benefits only to popula-
tion groups who can afford them.

The findings with regard to the effect of
gender are puzzling. Female participants were
not more likely to have any contact with a
mental health professional, whereas they
were more likely to forgo mental health care
and medications because of cost. In past stud-
ies, females with mental health problems
were generally more likely to perceive a need
for professional help and to receive such
help.29,30 However, females may be more
likely to receive such help from general
medical providers rather than from mental
health professionals.31 Future research needs
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to explore trends in the use of medical ser-
vices and informal providers for mental
health complaints.

In conclusion, the trends in the use and
cost barriers to mental health care presented
here reflect the effects of the counteracting
forces briefly discussed in the introduction of
the paper. On the one hand, the demand for
mental health care among individuals suffer-
ing from psychological problems seems to
have increased in recent years. On the other
hand, the growing costs of mental health care
and prescription medications, without a corre-
sponding increase in health insurance cover-
age, has led to a growing cost barrier to such
services. Although the problem of unmet
need for care and cost barriers is not unique
to mental health care, the trends may be
more pronounced in this area, as a recent re-
port from the Community Tracking Study did
not reveal significant increases in unmet need
or cost barriers to medical care between
1997 and 2001.32

Barring unforeseeable developments—such
as drastic improvements in the coverage of
public insurance plans—the trends of the recent
past are likely to continue in the near future.
The demand for mental health care will likely
grow, but so will the cost barriers to such care.
It is also unlikely that the endemic socioeco-
nomic disparities in access to needed mental
health care will significantly decline in the near
future. The technological advances in treatment
of mental disorders will benefit most those indi-
viduals who can pay for these services or who
are covered by generous insurance plans,
whereas the growing demand for such services
among the poor and the uninsured will increas-
ingly face financial barriers.
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