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ABSTRACT

Although vulnerable populations are disproportionately affected by mental disorders, they face significant barriers when it comes to access and service utilization. Research has shown that these groups utilize services less frequently than the general population and remain with significant unmet needs. Barriers are the main factors that contribute to mental health service underutilization among these populations. Some of these barriers are stigma, financial constraints, geographical barriers, systematic discrimination and historical trauma, language barriers, and lack of competent care. Considering the complexity of these factors, there is a need to design effective strategies to address these barriers. Incorporating mental care into primary practice is one of the measures that can be used to address barriers and increase service utilization. There is also a need to incorporate technology into care. Recognizing the role that mental health plays on overall health and well-being can enable health systems and other stakeholders to put measures in place to address the existing barriers that undermine service use. The aim of this review is to investigate how vulnerable groups utilize mental services, including the barriers that hinder utilization and measures that can address these barriers.
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Introduction

Mental disorders contribute to significant disease burden with research showing significant disability and premature mortality associated with these disorders.1–3 According to recent global estimates, 970 million people have mental disorders with anxiety and depressive disorders accounting for most of these cases.4 Although a call to action for more investment and prioritization of mental health has been made by different entities, mental health service utilization remains a challenge for some groups making it difficult to access and use these services effectively.5 Vulnerable populations are some of the groups that still face difficulty when it comes to health service utilization and access.6 Within the context of mental health, vulnerable populations can be broad but generally refer to individuals or groups who experience a higher risk of developing mental disorders or those that face significant obstacles when seeking mental care. Some of these populations include racial and ethnic minorities, people who are economically disadvantaged, the elderly, the homeless population, the lesbian, gay, bisexual, transgender, and queer (LGBTQ) community, veterans, refugees, and immigrants, among others. Vulnerability leaves these populations with unmet mental treatment needs and contributes to significant health disparities. It also makes these groups at risk of developing chronic mental disorders.

Recognizing the significance of mental health on overall health and well-being is the first step towards making mental services more accessible to vulnerable groups. Adequate use of mental care services is vital because of the impact that these disorders have on health and well-being. According to GBD,4 mental health disorders contribute to a high number of disability-adjusted 
life years (DALYS), with the global numbers rising from about 80·8 million in 1990 to 125·3 million in 2019. These disorders also account for high numbers of years lived with disability (YLDs) and years of life lost (YLLs).3,7 Adequate use of services is also necessary to prevent disease progression. Without treatment and early intervention, common mental health disorders are likely to become chronic and increase the burden on healthcare systems. Mental health disorders also contribute to a significant economic burden with the cost of treating mental illness and substance-related disorders averaging $280.5 billion in the US and $2.5 trillion globally in both direct and indirect costs.8,9

A complex interplay of factors, both individual and structural explains why vulnerable populations underutilize mental care. According to Andersen’s behavioral model of health service use, access to health services is determined by individual characteristics, contextual characteristics, health behaviors, and outcomes.10 Predisposing, need, and enabling factors play a role when it comes to a person’s decision to use or not use health services. Examples of predisposing factors are demographic characteristics, social structures, and an individual’s health beliefs.11 Enabling factors make it possible for people to use health services. They include resource availability, social relationships, income, medical insurance, and access to free services, among others. Needs are factors that provide the motivation to use health services. Needs can either be perceived or evaluated. Examples of needs that drive people to use health services are illness, physical conditions, and disease conditions, among others. Figure 1 summarizes how these factors influence health utilization in relation to mental health. In a healthcare system where there is equitable access, every individual has an opportunity to receive the desired care. However, it does not always work, and barriers driven by predisposing and enabling factors drive unequal access and disparities. For instance, vulnerable populations always face financial barriers, stigma and cultural-related factors, geographical barriers, language barriers, barriers related to system discrimination, and a lack of culturally competent care, among other factors. All these affect healthcare utilization for these groups and lead to negative health outcomes.
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Fig 1 | Factors that inform mental health service utilization according to Andersen’s Behavioral Model


Therefore, the aim of this review is to investigate the patterns of mental health service utilization among vulnerable groups. The paper will explore how different vulnerable groups utilize services and the barriers that make this utilization difficult. The paper also recommends the need for effective strategies that can address the identified barriers as a measure of increasing service utilization.

Current State of Mental Health Service Utilization Among Different Vulnerable Groups

Research documents that vulnerable populations are disproportionately affected by mental disorders than the general population, and despite this, their rates of using mental services remain significantly lower.12,13



Racial and Ethnic Groups

According to research, there are significant racial and ethnic differences when it comes to using mental services with African Americans, Hispanics, and Asians using these services less frequently than their White counterparts.14–16 The 2008–2012 National Survey on Drug Use and Health reported that service use was highest among individuals from two or more races, Whites, and American Indian or Alaska Native.17 Black, Asian, and Hispanic adults had the lowest rates of use. The findings were replicated for different types of mental care services including outpatient care, inpatient care, and prescription. Also, the patterns of use among these groups did not change irrespective of the individual’s gender, age, insurance status, and poverty status.

In one study, the number of Blacks, Hispanics, and Asians who received treatment for major depression was a lot lower than that of Whites.16 The study also established that these minorities were less likely to receive a prescription for their depression compared to their White counterparts.16 Significant differences were also noted across different racial groups with the likelihood of receiving any outpatient services such as specialty outpatient care and non-specialty outpatient care, being lower among racial minority groups, as shown in Figure 2.14 According to the study, service use was lower among Asian and Pacific Islanders at 59%, followed by African Americans at 64%, and 70% for Latino Americans. The highest service utilization was reported among non-Hispanic Whites at 79%.14 Similar findings were reported by another study.15 African Americans and Hispanics did not visit professionals as much as Whites.15 Due to low service use, racial and ethnic minorities report higher unmet mental needs.18 For instance, during COVID-19, racial minority groups reported a higher mental health burden compared to Whites.19
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Fig 2 | Shows the percentage of mental health service utilization among different vulnerable populations 




LGBTQ Community and Sexual Minority Groups

For the LGBTQ community, data on mental service utilization are mixed. Some studies show health disparities in use and access of services, and other studies show that this group utilizes mental care services more than the general population.20–22 However, what remains evident is that this group is disproportionately affected by mental disease than the general population.20 According to Moagi et al.,21 mental health disparities in accessing care resulted from discrimination, lack of social support, and healthcare system exclusion. Due to these barriers, many people in this group had unmet healthcare needs. Another study reported that in Canada, transgender women were 2.4 times more likely to report unmet needs than heterosexual women. For bisexual participants, the likelihood of reporting unmet needs was 1.8 times grater than that of heterosexual women.22 Transgender women had a 1.6 times greater likelihood of reporting untreated depression than heterosexual women.22

The differences in unmet needs of mental health were mostly attributed to discrimination, social factors, inadequate support, and healthcare exclusion because, after adjusting for these factors, these differences were not reported.22 Similarly, Cronin et al.23 (2021) noted that barriers contributed significantly to unmet mental health needs among LGBTQ individuals. Although 66.6% of the 592 study participants had accessed mental care services at one point in their lives, others indicated that they were not able to access these services despite the fact that they were useful.23 Most of the study participants (66%) indicated that they were currently experiencing mental distress, but only 18.2% were able to seek care within the last month. Most of them attributed the failure to seek care to financial barriers, lack of time, and stress attributed to the fact they were a minority.23

Two of the reviewed studies showed people who identified as LGBTQ were highly likely to seek mental support than those who identified as heterosexual.24,25 According to Bourdon et al.,25 LGBT students were highly likely to use these services than heterosexual students. The students mainly used services for depression and anxiety. They were also more likely to see a counselor or therapist and seek treatment from a psychotherapist or from other healthcare professional.25 Similarly, Dunbar et al.24 noted higher rates of mental health service utilization (1.87 times more likely) among sexual minority students than their heterosexual counterparts. Overcoming barriers such as lack of confidentiality, embarrassment, and uncertainty over eligibility for these services played a key role in the high rates of utilization among these students.24 The high rate of mental service use among LGBTQ students could also be informed by need which can be attributed to the fact that these groups of students were more likely to report mental distress than the heterosexual participants. The high levels of mental distress informed their decision to seek care. Besides, the students used these services more because of the negative effects of discrimination, prejudice, and minority-related 
stress that they were likely to experience compared to the heterosexual students. However, it is necessary to understand that both studies were done in a college setting and involved college-going students making generalization of the findings difficult.



Homeless Population

An additional group that is disproportionately affected by mental health utilization is the homeless population. Just like any other vulnerable group, this group faces a lot of disparity when it comes to mental care. According to a study by Rhoades et al.,26 mental health service utilization was mainly informed by need. Need in this case was informed by screening positive for either depression or post-traumatic stress disorder (PTSD). Of the 305 study participants, 26.30% had used mental care services within the past 30 days.26 The study noted that an average of 63.25% of the homeless population did not utilize mental care services and were likely to have unmet needs for care.26 Most of the participants were mainly treated for PTSD and depression.26 Krausz et al.27 established similar findings. Of the 92.8% of the study participants who met the criteria for different mental disorders, including drug dependence, mood disorder, and anxiety disorder, only 14.9% had visited a psychiatrist within the past year. The study also found that only 12.7% of those who had a mental disorder were in the care of a mental health team.27

However, findings by Folsom et al.28 were different with the homeless population being highly likely to utilize services than the non-homeless population. The study, which comprised 10,340 participants with different mental conditions, including schizophrenia, bipolar disorder, and major depression, found that the homeless population was highly likely to use mental care services particularly residential treatment, inpatient psychiatric hospitalization, and emergency psychiatric treatment.28 The utilization of outpatient treatment, day treatment, and case management was, however, lower.28



Military Personnel and Veterans

Another vulnerable group that underutilizes mental care are military personnel on active duty and veterans. Despite the high risk of developing mental conditions, this group was highly unlikely to seek help because of barriers such as stigma and career concerns. According to Kline et al.29 military veterans underutilized mental care. Of the 924 veterans who reported a mental or substance use disorder (SUD), only 27% reported using mental care.29 Besides, only 433 of the 4069 study respondents reported using mental care. Similarly, findings were reported by Hines et al.30 According to the study, of 19% of the study participants who reported stress and emotional problems, only 42% sought care. Similarly, out of the 6% of participants who had alcohol problems, 31% sought care.30 Therefore, service utilization was still low. Addressing stigma was one of the main factors that informed mental service utilization.31 Veterans and military personnel were also likely to use mental care if they were female, had a functional impairment, and were of a lower rank.30 Concerns about stigma and the impact that mental service utilization was likely to have on their careers contributed significantly to poor mental help-seeking.32



Refugee and Immigrants

Refugees and asylum seekers are another vulnerable group that is disproportionately affected by mental disorders. While this group has a high number of mental health needs, it underutilizes care. According to Satinsky et al.,33 asylum seekers and refugees in Europe underutilized mental services more than the general population. Different barriers, such as language, stigma, lack of awareness, and poor help-seeking behavior, contributed to these low rates of service utilization.33 Similarly, Abebe et al.34 reported that service utilization remained significantly lower among immigrants, including children and adolescents, compared to the general population.34 PTSD, depression, and anxiety are the most reported mental disorders that inform refugees’ decisions to seek care.33–37

Barriers that Affect Service Utilization Among Vulnerable Groups

Various barriers make it challenging for vulnerable populations to use care, as summarized in Figure 3. The shame and stigma associated with mental disorders contribute to underutilization of mental care services by vulnerable populations. It is this shame and stigma that inform fear of discrimination and the subsequent refusal to seek help. Past studies show that vulnerable groups are more likely to perceive stigma related to mental disorders than the general population.38 Stigma among vulnerable populations can result from many factors. For instance, cultural factors surrounding mental illness can be a barrier to help-seeking behavior. Personal beliefs and societal attitudes towards mental illness can also lead to perceived stigma regarding mental illness.39 Negative beliefs about mental care can also contribute to stigma and low utilization care.40 Stigma leads to shame and makes vulnerable groups not seek help when needed. Other than delayed treatment in seeking care, stigma also contributes to social isolation, discrimination, and reduced adherence to mental treatment.41 For instance, one study established that stigma affected help-seeking behavior among military personnel on duty and contributed to dropping out from treatment.31 Fear of being victims of stigma just for seeking care was also reported by asylum seekers as one of the reasons why they did not seek care.42
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Fig 3 | Barriers to mental health service utilization among vulnerable populations


Vulnerable populations are also likely to experience financial constraints which can affect mental health service utilization. Financial barriers make it almost impossible for vulnerable groups to access mental care because they limit affordability. It becomes difficult to access mental health services without insurance coverage.28 Out-of-pocket costs can also be prohibitive, especially for vulnerable groups who are economically disadvantaged. For instance, insufficient access to adequate financial resources was commonly mentioned as a barrier to care by a group of asylum seekers in Switzerland.42

Lack of awareness of the available health services is an additional barrier that limits service utilization. For instance, vulnerable groups that are not well-versed with mental health issues or how the systems in that particular country work may not be aware of where to seek services when required. According to Satinsky et al.,33 a lack of awareness on the available services was a commonly reported barrier to seeking and receiving the right care.

Systematic discrimination and historical trauma have also been cited as barriers that undermine service utilization by vulnerable groups. This is particularly the case for racial and ethnic minorities. Research shows that systematic discrimination and historical trauma are some factors that contribute to health disparities among minority communities.43 One study has even linked structural racism to intergenerational transmission of depression.44 For racial and ethnic minorities, this historical trauma and systematic discrimination can lead to reluctance to seek mental care leading to the worsening of the mental illness and the likelihood of the illness becoming chronic.45 The distrust created by these traumatic experiences increases difficulty for minority groups to seek care because they feel the experiences may repeat themselves.

Language barriers and a lack of culturally competent care can also contribute to reluctance to seek care for vulnerable groups. This mainly affects refugees, asylum seekers, and ethnic minority groups that have limited English proficiency and cultural differences with the host community. Research shows that language barrier is a factor that limits care utilization among refugee and immigrant populations.46,47 Lack of interpreters and language services can affect how these groups utilize mental care because of limited communication between the patient and the provider.33 Cultural competence is also regarded as essential in improving service utilization because it increases trust in the health system.48

Geographic and transportation barriers mainly affect the elderly population and people residing in rural areas. For such populations, low use of mental services results from limited access to mental care facilities.49 The limited access to facilities leaves these populations with only the option of traveling long distances to seek care. For elderly adults, access to transportation is an important determinant of health, which can affect access to care and contribute to poor health outcomes.50 In the case of elderly adults dealing with mental illnesses, it is instrumental to have reliable means of transportation to care facilities to increase adherence to treatment. Lack of reliable transport can lead to care discontinuation and subsequent poor outcomes.

Strategies to Improve Service Utilization for Vulnerable Populations

Improving service utilization among vulnerable groups is challenging because of the multifaceted nature of factors and barriers that make utilization challenging. For different vulnerable populations, these barriers and individual characteristics leave these groups vulnerable and facing health disparities that lead to poor mental outcomes. As such, there is a need for multifaceted strategies that can effectively address these barriers. The first is to increase access to affordable mental care. For many vulnerable populations, underutilization remains a challenge because of the lack of affordability.52 This, coupled with the lack of medical insurance coverage and expensive out-of-pocket expenses, makes many vulnerable populations not to seek care when needed. One of the ways that providers can increase access to mental services is by integrating care. Integrating care services into clinical settings and primary care can increase access and utilization of mental services by vulnerable populations.

Leveraging technology such as telehealth can improve access to care for elderly populations and those residing in rural areas. One of the limitations that make it challenging to access mental care for such populations is the lack of adequate facilities. Telehealth is showing a lot of promise when it comes to improving health outcomes for these populations.53

Providing culturally competent care that takes into account the cultural needs of different populations can also improve service utilization for vulnerable groups. Considering the sensitivity of mental health and the beliefs surrounding the same, it is vital to have mental providers who are aware of these differences and how they impact the use of services.53 One way to address the cultural competence barrier is to have a diverse workforce that mirrors different groups.

Furthermore, education campaigns can play a crucial role in raising awareness about mental health and reduce stigma-related barriers. Providing education improves mental health literacy and makes people more aware of their health and why it is important to seek care.38

The reviewed studies establish that mental health service utilization remains a challenge for vulnerable populations despite the fact that these groups are disproportionately affected by mental illnesses. Barriers related to stigma, financial constraints, historical trauma, language, geographical barriers, and lack of awareness of the available services still plague these groups and contribute to mental health disparity. There is a need to design effective multifaceted strategies that can address these barriers and increase service utilization. Based on the important role mental health plays on overall health and well-being, effective strategies that promote utilization are instrumental to improving mental health outcomes for these groups.



Conclusion

Despite the advancements and progress that have been made in addressing mental illnesses over the years, some groups still face disparities and inequities in care stemming from low utilization of health services. For these groups, mental care services remain a luxury they cannot access or even afford leaving them with unmet mental health needs. Taking into account the significance of mental health on overall health and well-being, there is a need to address the barriers that contribute to low service use by these groups. Some of these barriers stem from systematic discrimination and historical trauma that have made it impossible for racial minority groups to trust healthcare systems. The barriers are also related to language, inadequate culturally competent providers, financial constraints, stigma, and a lack of awareness of the available care. Addressing these barriers can lead to significant improvement in service utilization. People are more likely to seek care if they feel comfortable with the healthcare system, are aware of the services provided, and can afford them. They are also likely to seek care if they feel comfortable with the care provider and can clearly explain their problems. With effective strategies, this is possible. For instance, integrating mental care into primary care can increase the number of people who have access to these services and make mental care more affordable. Mental health providers can also leverage technology to reach communities that are affected by geographical and transportation barriers.

Future studies can focus on how technology can be integrated into care to increase service utilization for vulnerable communities that lack access. Focusing on this area will bring into perspective the challenges these communities face and how technology can help to address these challenges by bringing care closer to the people. However, it is important to take note of the challenges that can occur in relation to technology especially in such areas with respect to poor connectivity and inadequate internet access, and how they can contribute to the burden of underutilization. Also, digital literacy barriers can affect utilization of these services and contribute to negative outcomes. Therefore, future areas of research can explore how these barriers can be addressed to support technology integration into care.
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