
Perceived Access to General Medical and Psychiatric
Care Among Veterans With Bipolar Disorder
John E. Zeber, PhD, Laurel A. Copeland, PhD, John F. McCarthy, PhD, Mark S. Bauer, MD, and Amy M. Kilbourne, PhD

Bipolar disorder is a chronic mental illness
associated with substantial functional impair-
ment, health care costs, and premature mor-
tality.1,2 Patients afflicted with this psychiatric
disorder, which is uniquely characterized by
alternating periods of mania, psychosis, and
depression, require intensive pharmacological
and psychosocial management.3,4 Nearly 70% of
the costs associated with treating bipolar disorder
are attributable to disproportionately high
prevalence rates of co-occurring general medical
disorders, foremost including hypertension, al-
cohol abuse, and diabetes.5,6 The individual and
societal costs of the illness may be considerably
underestimated given the related social and
occupational instability, stigma, and caregiver
burden.7

Unfortunately, recent evidence suggests that
patients with bipolar disorder and other serious
mental illnesses have substantial unmet medi-
cal needs or fail to obtain necessary proce-
dures.8,9 However, little research has explored
how these patients, whose treatment is managed
primarily within mental health specialty clinics,
perceive their level of access to appropriate care
for general medical conditions.

Despite the availability of effective therapies,
bipolar disorder is often inadequately treated
because of other neglected medical conditions
along with financial, cultural, or other barriers.10

Limited access, coupled with poor adherence to
treatment,11 results in a downward-spiraling
obstacle to appropriate care through disruptions
in regular treatment, deteriorating symptoms, and
numerous adverse clinical events. Past examina-
tions have shown that a variety of factors play a
role in the access problems experienced by pa-
tients with serious mental illnesses, including
demographic characteristics, social support,
homelessness, comorbidities or illness severity,
behavioral and lifestyle choices, cultural values
regarding mental illness, health beliefs, and per-
ceptions about treatment convenience or avail-
ability.12–16 Yet, few studies have quantified the
effects of these potential barriers to mental health

and general medical care, and, until recently, most
research efforts focused on schizophrenia rather
than bipolar disorder.17,18

Health service researchers, medical sociolo-
gists, and policy evaluators have used several
conceptual models to frame the issue of treat-
ment access and potential barriers. In their
seminal work, Penchansky and Thomas de-
scribed the 5 ‘‘A’s’’ of access—affordability,
acceptability, accommodation, accessibility
(geographic), and availability—to illustrate di-
mensions of the overall fit between patients
and providers.19 Accessibility and availability are
especially relevant in maintaining longitudinal
treatment retention among patients with serious
mental illnesses, an essential link between access
and subsequent outcomes.20 Becker’s Health
Belief Model incorporated attitudes about dis-
ease susceptibility and treatment benefits, a the-
oretical foundation frequently employed in
access studies.21 The Institute of Medicine

defined access itself as a formal benchmark
outcome for health organizations, particularly
with respect to members of ethnic minority
groups and other patients at risk of encountering
access barriers.22

Numerous factors influence objective mea-
surements of health care use as well as indi-
vidual perceptions of access to health care
services. In recognition of the complex inter-
play of patient factors and health beliefs, we
employed another conceptual framework, the
Andersen–Aday Behavioral Model of Health
Care Use,23 in our study. In the Andersen–Aday
model, patient characteristics are categorized into
3 domains, beginning with predisposing factors,
which are most commonly demographic char-
acteristics or other fixed characteristics. Second,
enabling factors, i.e., variables that can assist or
motivate a patient to seek treatment, including
social support, insurance coverage, and a regular
source of care, are identified. Finally, need factors,
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which represent dimensions such as illness se-
verity and the extent of comorbid psychiatric or
medical conditions, are defined.

The Andersen–Aday model also recognizes
that nonpatient influences, such as health
system or environmental factors, are poten-
tially associated with outcomes. When the
model was adapted to vulnerable homeless
patients, variables were expanded to include
ability to navigate a health system and the
notion of balancing competing health care
demands.24 Used in studies of various health
conditions and populations,25–27 the Andersen–
Aday model is applicable to health service use,
treatment adherence, and potential access prob-
lems. Enabling factors generally account for the
majority of access problems experienced by pa-
tients, although demographic characteristics and
need factors also play significant roles in deter-
mining access among patients with psychiatric
conditions.28

The prevalence of bipolar disorder in the
United States has remained stable at approxi-
mately 1% to 2% over the past 2 decades,29,30

although inclusion of the clinically important
bipolar disorder spectrum pushes this rate up to
6%.31More significant, there was a 56% increase
in the number of patients hospitalized with a
primary diagnosis of bipolar disorder from 1996
to 2004,32 with attitudes toward seeking mental
health care substantially improving over time.33

These trends support the importance of reducing
access barriers to psychiatric and medical care
across all health care systems.

The Veterans Health Administration (part of
the Department of Veterans Affairs [VA]) pro-
vided care to nearly 80000 veterans with
bipolar disorder in 2004, up nearly 40% from
1999.34 The VA, the nation’s largest integrated
health care system, offers preferential care to
disadvantaged patients, and traditionally access
and treatment cost barriers have been less re-
strictive in general than in other health systems.
The deinstitutionalization efforts of the mid-
1990s greatly expanded outpatient treatment
sites,35 widely considered successful in increas-
ing access to essential care.36,37 As such, the VA
can be viewed as a natural laboratory for studies
pertaining to access.

A recent article documented increasing rates
of psychiatric disorders among Iraq veterans,
patients also suffering from serious physical
ailments.38 Although providing timely access to

mental health treatment in primary care settings
remains a high VA priority, ensuring appropriate
general medical care for a rapidly growing cohort
of veterans with chronic mental illnesses is a
major emerging issue. Our primary objectives
here were to examine self-reported access bar-
riers to mental health and general medical care
among patients with bipolar disorder and to
explore patient factors associated with these
perceptions.

METHODS

We recruited participants from the Contin-
uous Improvement for Veterans in Care–Mood
Disorders (CIVIC-MD) study. This naturalistic
cohort study, which involved patients under-
going treatment for bipolar disorder at a large
urban VA mental health facility in western
Pennsylvania from July 2004 through July
2006, examined patient and provider factors
associated with treatment quality and out-
comes.39 After providing written informed con-
sent, patients completed a baseline survey with a
trained interviewer. To be included, patients
were required to have a diagnosis of bipolar
disorder, cyclothymia, or schizoaffective disor-
der–bipolar subtype based on chart review and a
confirmatory diagnosis from their provider. The
primary exclusion criterion was having an un-
stable medical condition or cognitive impairment
precluding completion of the surveys or provi-
sion of informed consent.

We used self-reported data, including pa-
tient characteristics, symptomatology, sub-
stance use, behavioral factors, and treatment
adherence, in conducting our analyses. Also,
we assessed patients’ perceptions of issues as-
sociated with access to mental health and gen-
eral medical care.

Measures

Dependent variables. We adapted 9 questions
from the Cunningham et al. survey40 to exam-
ine difficulties in accessing VA psychiatric and
general medical care services, our central out-
comes. The Cunningham et al. instrument, de-
rived from the Medical Outcomes Study,
addresses several dimensions of access to and
perceived difficulties in obtaining care when
needed. Patients rated 6 of the items on a 5-point
Likert scale (ranging from strongly agree to
strongly disagree); for the other 3 questions,

patients provided information about appoint-
ment wait times, lags between scheduled visits,
and whether they had recently been able to
access treatment when it was needed.

Patients were asked identical questions re-
garding access to general medical and mental
health treatment. The former was defined as
visits to primary care or medical specialists,
admissions to the hospital, or emergency de-
partment visits for accidents or injuries. The
latter included behavioral care provided by a
psychiatrist or psychologist, a hospital or urgent
care admission with a mental health diagnosis,
and substance abuse treatment. Examples of
access survey items included whether patients
could easily access specialist providers,
whether they had difficulty in being admitted
to a hospital or urgent care facility when nec-
essary, or whether they occasionally avoided
treatment as a result of cost.

In the case of the Likert items, the dependent
variables were dichotomized; patients were
categorized as having experienced an access
problem if they indicated either strong agree-
ment or agreement with a given statement. For
the remaining 3 items, poor access was defined
as an appointment waiting time of more than
30 minutes, a lag of more than 4 weeks
between visits, and failure to receive care
within the preceding 6 months.

Independent variables. We selected salient
predictive variables, based on the literature and
our past work with this sample and focusing on
patient-level dynamics, that characterized each
of the 3 Andersen–Aday model domains.
Representing key predisposing variables were
age, gender, and ethnicity. Age was classified
into 10-year categories, which improved the
interpretability of our estimated odds ratios
(ORs) and closely reflected the distribution of a
continuous variable. Self-reported patient race/
ethnicity was collapsed into 3 categories:
White, African American (the predominant
minority group in the CIVIC-MD study), and
‘‘other.’’ Three enabling factors potentially
influencing access perceptions were being
homeless within the preceding month, living
alone, and relying on either public or VA
transportation for scheduled appointments.

Medical or psychiatric need factors included
admission for any reason within the preceding
year, substance abuse, and current affective
disorder symptomatology. Substance abuse
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was defined as use in the past year of marijuana,
cocaine, stimulants, or other illicit drugs or
consumption of 5 or more drinks on a single
occasion within the preceding month (as mea-
sured via the Alcohol Use Disorders Identifi-
cation Test41). The Internal State Scale, which
produces a summary score based on 15 symp-
toms validated for the identification of manic,
depressive, mixed, and euthymic mood states
among patients with bipolar disorder, was used
to determine the presence of an affective disor-
der episode.42

Study Design and Analysis

The study was cross-sectional in design, and
our analyses focused on patients who met the
inclusion criteria and were seeking care. We
gathered information on the percentage of
patients reporting access problems per the
Cunningham items, including potential barriers
to accessing health care such as distance and
travel time to the medical center, and patient
characteristics. We used multivariable logistic
regression models to predict the probability of
perceiving poor access in both the mental
health and general medical care domains for
each item on the Cunningham et al. instrument.
The Hosmer–Lemeshow test (in which the null
hypothesis equates to a good model fit) and the
area under the receiver-operating curve (the c
statistic) were used to assess model fit. We used
SAS 9.2 (SAS Institute Inc, Cary, NC) to con-
duct all analyses.

RESULTS

Descriptive Findings

Table1summarizes the characteristics of the
study population (N=435). Patients’ mean age
was 49.4 years (SD=10.6); 14% of the partic-
ipants were women, and 23% were members
of ethnic minority groups (including 13%
African Americans). Levels of social support,
measured according to marital status and living
alone, were low. Twelve percent of patients had
recently been homeless, and 16% lived more
than 50 miles (80 km) from a VA medical
center (Table 2 ). More than two thirds of the
sample had attended some college, and 17%
had obtained a degree. Substance abuse was
quite prevalent, with 28% of the patients
reporting drug use in the preceding year, and
21% reporting a recent binge-drinking episode;

55% of the sample experienced affective dis-
order symptoms.

The profile of our sample was representative
of all VA patients with bipolar disorder per the
National Psychosis Registry34; overall, VA pa-
tients’ average age is 51years, 13% are women,
12% are African American, 34% are married,
11% are homeless, 15% travel more than

50 miles for VA care, and the substance abuse
prevalence rate is 31%. Study cohort and reg-
istry differences in overall inpatient days, psy-
chiatric days, outpatient visits, and medication
use were also minimal. The majority of our
study population served in the Vietnam War
era, suffered from chronic bipolar disorder, and
had received VA treatment for many years.

Table 2 shows the percentages of patients
experiencing access problems, reporting dis-
tance and transportation barriers, and report-
ing perceived difficulties in obtaining care
when needed. About one third of the patients
traveled more than an hour to receive care,
approximately 30% required public transpor-
tation or a VA shuttle to access services, and
another 20% relied primarily on friends or
family members to drive them. Across treat-
ment domains, 8% to 69% of patients ac-
knowledged problems accessing specific men-
tal health or general medical services, including
difficulty in being admitted for a medical rea-
son (10%), lack of access to psychiatric (23%)
or medical (21%) specialists, difficulty locating
convenient treatment sites for their mental
health condition (15%), and forgoing medical
care because of cost (16%). As documented
previously,43 patients’ perceptions of their access
to general medical care were significantly worse
overall than were their perceptions of access to
mental health treatment.

Access Problems and Predisposing,

Enabling, and Need Factors

In the multivariable models, several patient
factors were significantly associated with diffi-
culties in obtaining necessary care; results are
summarized in Tables 3 and 4. The overall fit
of the model to the data proved to be good
(c =0.729–0.838), with highly insignificant
Hosmer–Lemeshow values.

With respect to mental health care services,
demographic characteristics (i.e., predisposing
factors) played a minimal role in perceived
access problems; age, gender, and ethnicity
were significant in only 3 of the 9 outcomes.
With 2 exceptions, the patients potentially at
greater risk of experiencing difficulties—older
and minority patients—generally fared better
than did younger and White patients, respec-
tively. For example, older veterans were less
likely to avoid treatment because of cost
(OR=0.68; 95% confidence interval

TABLE 1—Sample Characteristics:

Continuous Improvement for Veterans

in Care–Mood Disorders Study,

2004–2006

Characteristic No. (%)

Womena 62 (14.3)

Race/ethnicitya

White 336 (77.3)

African American 58 (13.3)

Other 41 (9.4)

Educational level

Some college 299 (68.7)

College degree 75 (17.3)

Income, $

< 10 000 134 (31.6)

10 000–20 000 120 (28.3)

20 001–30 000 74 (17.5)

30 001–40 000 52 (12.3)

> 40 000 44 (10.4)

Homeless during past

4 weeksb

53 (12.2)

Married 131 (30.2)

Receives non-VA care 206 (47.3)

Lives aloneb 154 (35.4)

Uses public or VA

transportationb

129 (29.6)

Current affective disorder

episodec

240 (55.2)

Substance abuse

Recent binge drinking

episode or past-year

drug usec

91 (20.9)

Binge drinking or any

drug use in past year

123 (28.3)

Admitted within past yearc 98 (22.5)

Note. VA = Department of Veterans Affairs. The mean
age (predisposing factor) of the sample (N = 435) was
49.4 years (SD = 10.6).
aPredisposing factor used in multivariable analyses.
bEnabling factor used in multivariable analyses.
cNeed factor used in multivariable analyses.
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[CI]=0.48, 0.92), and African Americans were
less likely to experience lags between visits
(OR=0.48; 95% CI=0.25, 0.92). No gender
differences existed in terms of mental health
access, nor were any specific factors associated
with emergency department services or ability
to obtain care when needed.

Enabling and need factors, however, were
more commonly associated with poor access. In
particular, recent homelessness and current
affective disorder symptoms, along with recent
hospitalization, were often significant predic-
tors. The most important access barrier for
homeless veterans was being admitted when
needed (OR=2.90; 95% CI=1.28, 5.82), al-
though cost-related problems (OR=2.27; 95%
CI=1.04, 4.83) and overall inability to obtain
necessary mental health care (OR=2.07; 95%

CI=1.05, 4.28) were also significant. The
presence of current affective disorder symp-
toms was significantly associated with 6 of the
mental health outcomes, most notably forgoing
care because of cost (OR=2.43; 95%
CI=1.03, 4.76), difficulty in locating conve-
nient treatment sites (OR=2.35; 95%
CI=1.18, 4.49), and inability to access needed
care within the preceding 6 months (OR=1.99;
95% CI=1.02, 2.12).

A greater number of the conceptual model
factors influenced perceived access to general
medical care. Older age and African American
or ‘‘other’’ race/ethnicity were associated with
better self-reported access in several models.
Gender was significant only with respect to 2
outcomes; one was access to medical special-
ists, in which women reported difficulty twice

as often as did men (OR=2.06; 95% CI=1.11,
3.86). All 6 enabling and need factors were
again associated with access problems, al-
though substance abuse was somewhat posi-
tively associated with lag between appoint-
ments and ability to locate convenient
treatment sites.

As with mental health care services, the
dominant influences predicting limitations in
obtaining needed general medical care were
homelessness, living alone, an inpatient stay,
and current affective-disorder symptomatol-
ogy. The strongest associations included those
between homelessness and medical admissions
(OR=3.06; 95% CI=1.28, 6.37), homeless-
ness and ability to obtain emergency care when
needed (OR=2.37; 95% CI=1.13, 4.90), cur-
rent affective-disorder symptoms and access to
specialists (OR=2.06; 95% CI=1.18, 3.74),
and living alone and convenient treatment
locations (OR=1.76; 95% CI=1.03, 3.07).

DISCUSSION

Because the VA assigns priority to individ-
uals with the greatest needs and the fewest
resources or treatment alternatives, provision
of adequate care to vulnerable patients has
long been one of the VA health system’s
greatest strengths. Unfortunately, the percep-
tions of our study participants with respect to
their ability to obtain essential care did not
coincide with this notion. Among our patients
undergoing VA treatment for bipolar disorder,
15% to 20% experienced difficulties in
accessing different forms of health care when
needed.

Self-reported problems were more common
in the case of general medical services, but it
was rather disheartening to note that a sizable
segment of our sample experienced difficulty
in locating mental health specialists or conve-
nient treatment sites. Individuals with enabling
or need risk factors faced even greater chal-
lenges in obtaining essential care. Coupled with
multifaceted and possibly injurious health
beliefs, financial limitations, and other personal
circumstances that interfere with care-seeking
behaviors, this scenario raises multiple con-
cerns. However, our findings can be used to
help identify patients at risk for access prob-
lems, simultaneously encouraging new

TABLE 2—Self-Reported Difficulties in Accessing Mental Health and General Medical Care:

Continuous Improvement for Veterans in Care–Mood Disorders Study, 2004–2006

Perceived Access Problem No. (%)

Distance and travel barriers

Relies on public or VA transportation 129 (29.6)

Lives more than 50 mi (80 km) from VA clinic 71 (16.3)

Needs to travel more than 1 h for VA appointment 152 (34.9)

Mental health

Once you get to this clinic, how long do you usually have to wait to see a provider?

(Responding ‘‘yes’’ to > 30 min)

78 (18.7)

On average, how long is it between your clinic visits at the VA? (Responding ‘‘yes’’ to > 4 wk) 232 (57.0)

If I need care, I cannot get admitted to the hospital without trouble. (Agree/Strongly agree) 35 (8.1)

It is hard for me to get care in an emergency. (Agree/Strongly agree) 38 (8.8)

Sometimes I go without the care I need because it is too expensive. (Agree/Strongly agree) 48 (11.1)

I don’t have easy access to the treatment specialists I need. (Agree/Strongly agree) 98 (22.6)

Places where I can get care are not easy to get to. (Agree/Strongly agree) 66 (15.2)

I am not able to get care whenever I need it. (Agree/Strongly agree) 56 (12.9)

During the last 6 mo, did you ever need care but could not get it? (Agree/Strongly agree) 75 (17.4)

General medical

Once you get to this clinic, how long do you usually have to wait to see a provider?

(Responding ‘‘yes’’ to > 30 min)

94 (23.0)

On average, how long is it between your clinic visits at the VA? (Responding ‘‘yes’’ to > 4 wk) 270 (69.1)

If I need care, I cannot get admitted to the hospital without trouble. (Agree/Strongly agree) 45 (10.4)

It is hard for me to get care in an emergency. (Agree/Strongly agree) 77 (17.8)

Sometimes I go without the care I need because it is too expensive. (Agree/Strongly agree) 70 (16.2)

I don’t have easy access to the treatment specialists I need. (Agree/Strongly agree) 91 (21.0)

Places where I can get care are not easy to get to. (Agree/Strongly agree) 70 (16.2)

I am not able to get care whenever I need it. (Agree/Strongly agree) 79 (18.3)

During the last 6 mo, did you ever need care but could not get it? (Agree/Strongly agree) 91 (21.0)

Note. VA = Department of Veterans Affairs. Denominators are less than 435 because of missing or nonapplicable data
(between 1 and 7 cases per access item).
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interventions or outreach efforts to address the
situation.

Similar to the findings of earlier studies,
enabling factors (as defined by Andersen and
Aday) were significant predictors of perceived
access problems. Perhaps not surprising,
homelessness was a particularly ominous risk
factor, one associated with several inpatient
and outpatient outcomes (e.g., being admitted
when necessary and experiencing cost-related
access problems).44–46 However, living alone
also affected how patients viewed their access to
health care services, supporting theoretical as-
sumptions and previous research.47 The most
influential model domain was need, with current

affective-disorder symptoms appearing to be ex-
tremely important with respect to mental health
and general medical care access alike. Medical or
psychiatric conditions sufficiently serious to
warrant recent hospitalizations also influenced
several outcomes, increasing the likelihood of
self-reported access difficulties by approximately
2-fold.

Transportation issues generally proved in-
significant, and predisposing demographic
characteristics played a relatively little role in
shaping patients’ perceptions. This latter find-
ing may help mitigate concerns about potential
gender and ethnic disparities in access to care;
if anything, in comparison with White patients,

minority group patients had better perceptions
of their perceived access to VA care. However,
as with the somewhat mixed findings for sub-
stance abuse, caution is urged in interpreting
ORs for gender and ethnicity because they
could have been confounded with illness se-
verity or health-seeking behavior rather than
solely problems in access to care.

Equally troubling is the issue of patients
forgoing treatment because of cost. The aver-
age annual income of our bipolar cohort was
less than $14000, compounded by minimal
social support48 or other resources. In 2002, the
VA raised copayments for pharmacy and out-
patient services, with further increases antici-
pated. Higher medication copayments dramati-
cally affect use of psychotropic drugs, and
evidence suggests that members of minority
groups are especially sensitive to such cost-
related barriers.49,50 In our study, minority pa-
tients were also more likely to have low incomes,
be homeless, live alone, and abuse substances.
Accordingly, efforts to continually narrow gaps in
access or other disparities should remain a key
VA priority area.

Understanding Access Perceptions and

Possible Interventions

Possible explanations for access problems
begin with the challenge of balancing multiple
treatment needs within a complex health care
organization. General medical providers may
not be comfortable treating patients with seri-
ous mental illness; likewise, individuals with
bipolar disorder may feel insecure accessing
providers outside the mental health realm.51,52

Presumably, given the VA’s integrated primary
care system and mental health liaison resources,
these issues are less problematic within the VA
than they would be within other care systems.
However, perhaps such perceptions are relative
among patients with bipolar disorder and im-
mense medical needs.

Recognizing how veterans with debilitating
psychiatric conditions perceive their level of
access to general medical care can inform
efforts designed to help balance ‘‘competing
demands’’ as patients and providers jointly
work toward holistic pursuit of recovery goals
and better treatment retention. Such an em-
phasis on care coordination within a collabo-
rative model framework has proven useful in
the treatment of bipolar disorder.53

TABLE 3—Multivariable Models Predicting Poor Access to Mental Health Care: Continuous

Improvement for Veterans in Care–Mood Disorders Study, 2004–2006

Goodness-of-Fit

Model Outcome and Significant Predictors OR (95% CI) P c Statistic Hosmer–Lemeshow Test

Wait > 30 min for appointment 0.759 0.789

Inpatient within past year 2.42 (1.35, 4.34) .003

Current affective episode 1.87 (1.09, 2.97) .046

Time between visits > 4 weeks 0.752 0.611

Age, per decade 1.29 (1.05, 1.60) .021

African American 0.48 (0.25, 0.92) .045

Lives alone 0.68 (0.44, 1.05) .097

Current affective-disorder episode 0.68 (0.43, 1.08) .099

Difficulty being admitted when needed 0.811 0.359

Homeless in past month 2.90 (1.28, 5.82) .036

Difficulty obtaining care in an emergencya 0.735 0.790

Sometimes forgoes care because of cost 0.756 0.899

Age, per decade 0.68 (0.48, 0.92) .026

Lives alone 2.64 (1.35, 3.88) .005

Homeless in past month 2.27 (1.04, 4.83) .046

Current affective-disorder episode 2.43 (1.03, 4.76) .048

Poor access to specialists 0.741 0.339

Age, per decade 0.82 (0.65, 1.08) .098

Current affective-disorder episode 1.63 (0.92, 2.84) .086

Difficulty locating places to receive care 0.740 0.595

Current affective disorder episode 2.35 (1.18, 4.49) .036

Difficulty obtaining care when neededa 0.812 0.229

Inability to access needed care during past 6 months 0.809 0.525

Homeless in past month 2.07 (1.05, 4.28) .049

Inpatient in past year 2.31 (1.28, 3.84) .005

Current affective-disorder episode 1.99 (1.02, 2.12) .048

Note. OR = odds ratio; CI = confidence interval. Only factors reaching statistical (P < .05) or trend (P < .10) significance levels
are presented; full model results are available from the authors.
aThere were no significant predictors for this outcome.

RESEARCH AND PRACTICE

724 | Research and Practice | Peer Reviewed | Zeber et al. American Journal of Public Health | April 2009, Vol 99, No. 4



McCarthy et al. explored the benefits of
‘‘chained’’ outpatient clinic visits (i.e., stacking
or scheduling appointments for multiple pro-
viders on the same day, such as primary care,
podiatry specialist, social worker, and so on,

instead of scheduling appointments on several
different days) when possible, which could
reduce accessibility barriers while further sup-
porting the collaborative care environment.54

Improving scheduling systems in an effort to

avoid lengthy delays or gaps in care, offering
telemedicine or telephone consults as appropri-
ate, and engaging in case management efforts
such as improved follow-up care may help ad-
dress access problems before clinical outcomes
worsen.

In addition, specialized interventions such as
culturally competent care and discussions re-
garding health beliefs could target the patients
most at risk for access problems. Finally, an
increased focus on developing sustained, posi-
tive patient–provider relationships can en-
courage treatment retention while minimizing
perceived access problems. The benefits of
healthy therapeutic alliances within bipolar
populations include improved treatment ad-
herence, reduced affective disorder symptom-
atology, and better overall clinical out-
comes.55,56 Collectively, these efforts are
justified as health care organizations strive to
integrate and improve the quality of medical care
provided to challenging patient populations.

Limitations

We acknowledge several possible limitations
of these findings. For example, CIVIC-MD was
an observational study focusing on patients
recruited from a single urban clinic. Also, vet-
erans are frequently considered different
(older, predominantly male) and perhaps sicker
than other patients, potentially limiting gener-
alizability outside the VA. However, our study
group was quite similar to populations such as
Medicaid recipients, and treatment access may
be less problematic in urban than in rural
settings.57,58 Because nearly half of our patients
used non-VA care to some degree, the access
problems reported may have been mitigated by
treatment received elsewhere. However, most of
the out-of-system use reported involved phar-
macy services, and we specifically asked patients
about their perceived access to VA care.

Finally, although the Andersen–Aday model
fit our data well, undoubtedly future efforts
to incorporate external access factors (e.g., cul-
tural environment, health system structure)
will improve the analytical models in use and
enrich our understanding of access perceptions.
Future CIVIC-MD reports will incorporate chart
review information and administrative data in
an effort to examine further the potential rami-
fications of poor access, treatment adherence,
and satisfaction with VA care. In addition, a

TABLE 4—Multivariable Models Predicting Poor Access to General Health Care: Continuous

Improvement for Veterans in Care–Mood Disorders Study, 2004–2006

Goodness-of-Fit

Model Outcome and Significant Predictors OR (95% CI) P c Statistic Hosmer–Lemeshow Test

Wait > 30 min for appointment 0.729 0.731

Age, per decade 0.82 (0.64, 1.08) .097

Inpatient within past year 1.92 (1.10, 3.37) .022

Current affective-disorder episode 2.04 (1.15, 3.65) .016

Time between visits > 4 weeks 0.762 0.509

Substance abuse 0.58 (0.36, 0.94) .028

Difficulty being admitted when needed 0.750 0.972

Lives alone 1.83 (0.94, 3.56) .075

Homeless in past month 3.06 (1.28, 6.37) .012

Current affective-disorder episode 1.87 (0.84, 4.14) .099

Difficulty obtaining care in an emergency 0.751 0.244

Age, per decade 0.74 (0.57, 0.92) .022

Homeless in past month 2.37 (1.13, 4.90) .023

Current affective-disorder episode 1.86 (1.03, 3.51) .046

Sometimes forgoes care because of cost 0.838 0.394

Age, per decade 0.76 (0.58, 0.96) .042

African American 0.34 (0.12, 0.95) .029

Homeless in past month 1.85 (0.85, 4.04) .091

Current affective-disorder episode 1.71 (0.89, 3.25) .093

Poor access to specialists 0.764 0.310

Female 2.06 (1.11, 3.86) .025

Current affective episode 2.06 (1.18, 3.74) .017

Substance abuse 1.57 (0.93, 2.64) .092

Difficulty locating places to receive care 0.771 0.406

Age, per decade 0.70 (0.53, 0.92) .010

Other race/ethnicitya 0.81 (0.34, 1.30) .096

Lives alone 1.76 (1.03, 3.07) .047

Homeless in past month 2.03 (1.04, 4.38) .050

Substance abuse 0.61 (0.53, 1.12) .099

Difficulty obtaining care when needed 0.761 0.422

Age, per decade 0.76 (0.58, 0.97) .034

Inability to access needed care during past 6 months 0.811 0.900

Female 2.01 (0.92, 3.87) .097

African American 0.84 (0.52, 0.94) .030

Other race/ethnicitya 0.77 (0.45, 0.92) .025

Inpatient within past year 1.51 (1.04, 3.29) .045

Current affective-disorder episode 1.98 (1.06, 3.65) .048

Note. OR = odds ratio; CI = confidence interval. Only factors reaching statistical (P < .05) or trend (P < .10) significance levels
are presented; full model results are available from the authors.
aRace/ethnicity other than White or African American.
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longitudinal follow-up will address issues of
causal direction between access perceptions and
patients’ efforts to obtain necessary treatment.

Wallace Stevens observed that ‘‘conceptions
are artificial, but perceptions are essen-
tial,’’59(p164) suggesting an important lesson for
health systems in their ongoing efforts to pro-
vide appropriate care. Notwithstanding the VA’s
organizational endeavors to enhance access to
outpatient services, additional efforts to recon-
cile these plans with patients’ perceptions about
their health care environment are essential,
particularly in the case of vulnerable patient
subpopulations. Recognizing how individuals
with bipolar disorder report the availability of
psychiatric or general medical treatment and
their ability to obtain necessary care should
represent a sentinel benchmark for ongoing
quality improvement strategies. The objective of
minimizing access barriers within a collabora-
tive care system is essential as the VA antici-
pates a massive influx of returning Gulf War
veterans, new enrollees with significant health
conditions.

Conclusions

The access problems observed in our study
could have been exacerbated by demographic
changes, in addition to the aforementioned
increase in diagnosed cases of bipolar disorder
in the United States. Foremost, a rapidly aging
population is a major concern for the VA and
other health systems because the numerous
competing medical needs experienced by the
elderly population demand attention. Notwith-
standing the VA system’s accomplishments
over the past decade with respect to ensuring
treatment equity and access among vulnerable
patients, the goal of better integrating medical
care into mental health specialty settings re-
mains a challenge. It is paramount for a well-
integrated system to address psychiatric as well
as medical care, because both realms make
substantial contributions to a person’s overall
health status and quality of life. j
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