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ABSTRACT 

Introduction: There are multiple reasons why people with mental diseases occasionally delay 

or avoid seeking for help from health services, decreasing access to treatment and recovery. 

The aim of this study was to validate an instrument in Portugal to identify the main barriers to 

access to mental healthcare in patients diagnosed with a mental disorder, so that in the future 

we can find strategies to overcome them.   

Methods: Barriers to Access to Care Evaluation (BACE-3) scale was translated according to 

standard adaptation procedures. The sample consisted in 162 participants with mental 

disorders that attended consultation in primary or specialized care. The survey included other 

scales, such as the Illness and Help-Seeking Behaviour Scale (IHSBS), an adaptation of the      

36-Item Short-Form Health Survey (SF-SP) and the Stigma Scale (SS). 

Results: We obtained a Cronbach’s α of 0.961 for the full BACE-3 scale and of 0.964 for the 

treatment stigma subscale. Respectively, BACE-3 and its stigma and non-stigma-related items 

presented a positive correlation with the SS, with correlation coefficients of 0.570 (p<0.001), 

0.656 (p<0.001) and 0.422 (p<0.001), and a negative correlation with psychological health, 

with coefficients of -0.221 (p=0.009), -0.219 (p=0.010) and -0.171 (p=0.044). Also, BACE-3 

and its non-stigma-related items negatively correlated with physical health, correspondingly 

with correlation coefficients of -0.230 (p=0.006) and -0.248 (p=0.003). 

Discussion: In spite of the small sample size, the scale showed good validity. Further studies 

with test-retest evaluation with bigger samples are needed for better understanding the 

temporal constancy and the relative impact of these barriers. 

Conclusion: The European Portuguese version of BACE-3 scale is a useful instrument to 

evaluate the main barriers to access to care in people with mental disorders.  

Key-words: Mental Health; Mental Health Services; Social Stigma; Psychiatric Status Rating 

Scales; Mental Disorders. 
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RESUMO 

Introdução: Existem múltiplas razões pelas quais as pessoas com doença mental por vezes 

adiam ou evitam a procura de ajuda nos serviços de saúde, diminuindo o acesso ao tratamento 

e recuperação. O objetivo deste estudo foi validar um instrumento em Portugal para 

identificar as principais barreiras no acesso aos cuidados de saúde mental na população com 

doença mental, de modo a que no futuro se encontrem estratégias para ultrapassá-las. 

Métodos: A escala de Avaliação de Barreiras no Acesso a Cuidados (BACE-3) foi traduzida 

consoante as normas padrão de adaptação. A amostra foi constituída por 162 participantes 

com doença mental que foram a consulta em cuidados da saúde primários ou especializados. 

O inquérito incluiu outras escalas, entre elas a Escala de Comportamento de Procura de Ajuda 

e de Doença (IHSBS), uma adaptação do Questionário de Estado de Saúde (SF-36) e a Escala 

do Estigma (SS). 

Resultados: Obtivemos um α de Cronbach de 0,961 para a escala BACE-3 e de 0,964 para a 

subescala de estigma no tratamento. Respetivamente, a escala BACE-3 e os seus componentes 

relacionados e não relacionados com o estigma apresentaram uma correlação positiva com a 

SS, com coeficientes de correlação de 0,570 (p<0,001), 0,656 (p<0,001) e 0,422 (p<0,001), e 

uma correlação negativa com a Saúde Psicológica, com coeficientes de -0,221 (p=0,009),       

-0,219 (p=0,010) e -0.171 (p=0,044). Em adição, a escala BACE-3 e os seus itens não 

relacionados com o estigma correlacionaram-se negativamente com a Saúde Física, 

correspondentemente com coeficientes de correlação de -0,230 (p=0,006) e -0,248 (p=0,003). 

Discussão: Apesar do tamanho reduzido da amostra, a escala apresentou boa validade. 

Estudos futuros com avaliação teste-reteste e com amostras maiores são necessários para 

perceber melhor a consistência temporal e o impacto relativo destas barreiras.     

Conclusão: A versão portuguesa da BACE-3 é um instrumento útil para avaliar as principais 

barreiras no acesso aos cuidados de saúde nas pessoas com doença mental. 
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Palavras-chave: Saúde Mental; Serviços de Saúde Mental; Estigma Social; Escalas de 

Graduação Psiquiátrica; Transtornos Mentais. 
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INTRODUCTION 

In Portugal, the records of patients with mental disease in primary healthcare show increasing 

numbers for all disorders. On one hand, it can mean greater accessibility to primary 

healthcare, but on the other hand it can be translated in increased help-seeking.
1
 Regarding the 

prevalence of patients receiving hospital treatment, the number of admissions has decreased 

slightly. This may be due to a decline in accessibility to specialized healthcare in addition to 

the impact of the work delivered by the local services.
2
  

Comprehending barriers and facilitators of healthcare for patients with mental disorders is 

crucial for healthcare and mental healthcare organizations to approach patient-centered care.
3
  

There are multiple reasons why people with mental diseases occasionally avoid or delay 

seeking for help from health services.
4
 These barriers are sorted into instrumental barriers, 

including not knowing where to go for help,
4,5

  financial barriers (transportation, housing, 

payment),
3,4,6

  lack of structural support (inability or inconvenience to obtain appointments at 

the doctor’s office)
3,6,7

  and attitudinal barriers, such as lack of perceived need for treatment,
5,6

  

pessimism regarding effectiveness of treatment,
4,6

  thinking the problem will resolve itself,
4
  

preferring to solve it on one’s own,
4–6

  deciding to wait until the problem ‘goes away’, 

favouring informal over formal support of help
7
 and fear of being hospitalized against one’s 

will.
4
 Moreover, mental-illness related stigma, including the one that exists in the healthcare 

system and among healthcare providers,
8
 has been described as being potentially more 

harmful than the illness itself,
9
 affecting help-seeking behaviours and decreasing access to 

treatment and recovery.
8,9

  

Although the existence of these different types of barriers is clearly recognized, we are still 

unaware of the relative impact they may have on access to mental healthcare.
4
  

Delays in receiving treatment have been associated with poor outcomes.
5
 For instance, 

lengthy delays in untreated psychotic illnesses are related with having more symptoms,
4
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poorer functioning, lower quality of life,
4,5

 neurocognitive dysfunction, longer-lasting first 

hospitalizations, neuroanatomical changes such as decrease in grey matter volume
5
  and 

decreased likelihood of remission.
4
 Furthermore, these delays may be associated with 

unfavourable events, namely the involvement with criminal justice and involuntary 

admissions under mental legislation
4
 as well as in bipolar disorder it can increase the risk of 

substance misuse and suicide attempts.
5
  

In this study, we aimed to validate an instrument in Portugal targeted to identify the main 

barriers for initiation and perpetuation of mental healthcare in patients diagnosed with a 

mental disorder, allowing the opportunity to find strategies to overcome them. 
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METHODS 

Ethics 

This study was approved by the Ethics Committee of Coimbra University Faculty of 

Medicine and of the Centre Regional Health Administration (Appendix 1) and also by the 

National Data Protection Committee (Appendix 2). 

Sample and recruitment 

A quasi-random convenience sample was defined by all patients with diagnosed mental 

disorder who attended consultation on the chosen health institutions between November 2017 

and February 2018 in primary and specialized care in Coimbra and Aveiro regions. The 

inclusion criteria also included ability to conscientiously understand the purpose and the 

methods of this project. No exclusion criteria were used.  

Taking into account consensus on psychometric instruments development, we aimed to obtain 

a minimum of 10 participants per scale item – 300 patients were calculated to be recruited.
10

 

Investigators sent a request for participation and further received authorization from 6 primary 

healthcare facilities chosen by convenience (USF Briosa and USF Coimbra Centro, integrated 

in ACES Baixo Mondego; USF São João de Ovar, USF Aveiro-Aradas, USF Flor de Sal and 

USF Viva Saúde in ACES Baixo Vouga) and 2 Hospitals (CHUC in Coimbra; CHBV in 

Aveiro).  

In primary healthcare institutions, either investigators in the waiting room or their attributed 

Family Physician invited all previously signalized patients with diagnosed mental disorder to 

participate. In hospitals, the distribution was made only by the investigators before or after 

their appointments. Informed written consent was obtained in duplicate, one for the 

investigators and another for the participant (Appendix 3).  

Investigators informally clarified patients that, if they didn’t have the opportunity to fill in all 

the questionnaire, priority was to be given to the first scale, for the reason that it is the main 



10 
 

instrument in this study, and that they were always available to elucidate patient’s doubts and 

concerns. Once written consent was signed, questionnaires were filled in by the participants; 

the diagnosis was registered by their attending doctor according to DSM-5.
11

 Then, 

participants were asked to leave the documents in closed boxes properly identified located in 

the waiting rooms. Each questionnaire was attributed a number, with the purpose of 

guaranteeing patient’s confidentiality.  

Instruments 

The first part of the questionnaire aimed to collect demographic data. The survey included 

other related scales, namely on illness and help-seeking behaviour (IHSBS),
12,13

 physical and 

psychological health (SF-SP)
14–16

  and stigma (SS),
17

 in prior to complement the study and 

evaluate the concordance between the acquired data (Appendix 4). 

The experimental Portuguese version of BACE-3 scale, the fundamental instrument in this 

study, is a 30-item measured in a Likert scale scored from ‘not at all’ (0 points) to ‘a lot’ (3 

points), with higher scores indicating a greater barrier. Items number 5, 14, 24, 27, 28 and 29 

also included a ‘not applicable’ option. It encompasses the BACE treatment stigma subscale 

score, which describes the stigma-related barriers by calculating the mean ratings of the 

answers to these items. The non-stigma-related barriers can be classified into instrumental and 

attitudinal barriers. A score for these barriers may be calculated similarly as for the       

stigma-related barriers. The prevalence of  both stigma-related and non-stigma-related barriers 

was calculated based on mean response and standard deviation, the percentage of people 

reporting they had felt the barrier to any degree (percentage of participants who answered 1, 2 

or 3) and the percentage thinking the barrier as a major barrier (percentage of participants who 

circled 3).
4,18

  

IHSBS is translated into European Portuguese and validated in Portugal with good fidelity.
13

 

This self-report questionnaire evaluates help-seeking behaviour, illness behaviour and health 
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worries through 17 statements scored on a Likert Scale from ‘strongly disagree’ (1 point) to 

‘strongly agree’ (5 points).
12,13

  

SF-SP is an adapted version of a general health item from SF-36, which is validated in 

Portugal
16

 and used to assess the individual’s general perception about his physical and 

psychological health in two items, scored from ‘very bad’ (1 point) too ‘very good’ (5 

points).
14–16

  

SS is a measure of stigma in mental illness that was provisionally translated into European 

Portuguese and it is still not validated in Portugal. It contains 28 questions that emerged from 

earlier qualitative research into patients’ experience of mental illness. Each one of the items is 

scored on a 5 point Likert scale varying from ‘strongly disagree’ (1 point) to ‘strongly agree’ 

(5 points).
17

  

Translation 

BACE-3 was neither validated in Portugal nor translated into European Portuguese. Also, it 

was not adapted to our country’s clinical reality. A Brazilian Portuguese version has been 

developed,
19

 but its psychometric properties and clinical use have not been reported.  

Additionally, there are no instruments or questionnaires in our country that assess barriers in 

accessing mental health care. The investigators obtained consent from the original authors. 

After that, accordingly to the standard adaptation procedures,
18

 the first step was the 

translation into local language, followed by back-translation performed by a different group 

of translators. Afterwards, the study team discussed the translation to resolve any disputed 

items. Investigators applied this trial version to a sample of patients from both primary and 

specialized care and noted their suggestions. Lastly, using the information gathered from all 

these stages, we obtained a final Portuguese language version of the scale. 

 



12 
 

Analysis 

Inferential statistical analysis was conducted using IBM
®
 SPSS

®
 Statistics version 23. The 

internal consistency of the BACE was determined by Cronbach’s α. After finding a non-

normal distribution of the sample answers to the scales using Kolmogorov-Smirnov test, 

construct validity was obtained through nonparametric Spearman’s test with a significance 

p<0,05 to correlate all the results obtained through the scales in use.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



13 
 

RESULTS 

Participants 

This study accounted for a total of 162 participants, of which 94 (58.0%) completed the 

survey in specialized care and 68 (42.0%) in primary healthcare. 

Concerning the demographic data (Table 1), the mean age was 41 years (range 18 to 82) and 

the majority of participants were female (69.1%), single (46.9%) or married/in a civil 

partnership (38.9%). In terms of education, a higher percentage of participants attended high 

school (27.8%), middle school (24.0%) or had a bachelor’s degree (21.0%). The most 

frequent occupations were specialists of intellectual and scientific activities (14.8%), personal 

services and security workers and sellers (13.0%) and nonqualified workers (10.5%). Most 

were working (36.4%) or unemployed (18.5%) and the less significant number of people were 

on sick leave (9.9%). The most common diagnoses were depression (45.1%) and anxiety 

disorders (29.6%). 

Table 1 - Demographic data of the sample 

Variable  n % 

Gender (n=161) 
Female 112 69.1 

Male 49 30.2 

Age (n=162) Mean=41.019±16.547 Range=18-82 

Relationship status 

(n=161) 

Single 76 46.9 

Married/Civil partnership 63 38.9 

Divorced/Separated 19 11.7 

Widowed 3 1.9 

Level of education 

(n=159) 

 

Elementary school 29 17.9 

Middle School 39 24.0 

High school 45 27.8 

Bachelor 34 21.0 

Master 10 6.2 

PhD 2 1.2 
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Employment situation 

(n=157) 

Working 59 36.4 

Sick leave 16 9.9 

Unemployed 30 18.5 

Student 27 16.7 

Retired 25 15.4 

Medical diagnosis 

(n=162) 

Depressive Disorders 73 45.1 

Anxiety Disorders 48 29.6 

Bipolar and Related Disorders 16 9.9 

Schizophrenia Spectrum and Other 

Psychotic Disorders 

20 12.3 

Personality Disorders 7 4.3 

Substance-Related and Addictive 

Disorders 

5 3.1 

Feeding and Eating Disorders 3 1.9 

Obsessive-compulsive and related 

disorders 

4 2.5 

Neurodevelopmental disorders 4 2.5 

Somatic Symptom and Related Disorders 2 1.2 

Dissociative Disorders 2 1.2 

Sleep-Wake Disorders 4 2.5 

Trauma- and Stressor-Related Disorders 10 6.2 

 

Descriptive analysis 

In what relates to stigma-related barriers (Table 2), ‘concern about what people at work might 

think, say or do’ was not only the most commonly reported barrier to any degree in this 

category (65.12%), but also the highest rated major barrier in this survey (22.09%). Other 

frequently reported items were ‘feeling embarrassed or ashamed’ (59.87%) and ‘concern that 

I might be seen as weak for having a mental health problem’ (57.69%). The latter was also the 

second most frequently reported major barrier (14.10%) and ‘concern that it might harm my 

chances when applying for jobs’ was the third (13.00%). Furthermore, the BACE treatment 

stigma subscale score was 0.86 (±1.04), ranging from 0 to 3. 
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Table 2 - Frequencies, percentages and mean scores of stigma-related barriers 

Stigma-related barriers 
Total 

(n) 

Mean 

(sd) 

% 

Reporting 

barrier to 

any degree 

% 

Reporting as 

a major 

barrier 

28. Concern about what people at work 

might think, say or do 
86 

1.27 

(1.17) 
65.12 22.09 

3. Concern that I might be seen as weak for 

having a mental health problem 
156 

1.00 

(1.06) 
57.69 14.10 

5. Concern that it might harm my chances 

when applying for jobs 
100 

0.93 

(1.08) 
51.00 13.00 

24. Concern that my children may be taken 

into care or that I may lose access or custody 

without my agreement 

62 
0.65 

(1.03) 
33.87 12.90 

 

12. Concern that I might be seen as ‘crazy’ 158 
0.86 

(1.05) 
49.37 12.66 

21. Not wanting a medical health problem to 

be on my medical records 
155 

0.78 

(1.05) 
43.23 12.26 

9. Feeling embarrassed or ashamed 157 
1.00 

(1.02) 
59.87 12.10 

26. Concern about what my friends might 

think, say or do 
154 

0.84 

(1.03) 
48.05 11.04 

19. Concern that people might not take me 

seriously if they found out I was having 

professional care 

158 
0.88 

(1.02) 
51.27 10.13 

17. Concern that people I know might find 

out 
155 

0.73 

(0.98) 
43.23 9.68 

14. Concern that I might be seen as a bad 

parent 
83 

0.61 

(0.98) 
32.53 8.43 

8. Concern about what my family might 

think, say, do or feel 
157 

0.72 

(0.95) 
43.95 7.01 

 

 

Regarding attitudinal barriers (Table 3), ‘wanting to solve the problem on my own’ was the 

most frequently reported barrier to any degree in the entire the survey, indicating that 68.59% 

of the participants experienced that this issued stopped, delayed or discouraged them from 

getting or continuing professional care for a mental health problem. Other common attitudinal 
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barriers were often identified, such as ‘concerns about the treatments available (e.g. 

medication side effects)’ (65.41%) and ‘dislike of talking about my feelings, emotions or 

thoughts’ (63.69%). The top major barriers in this category were ‘fear of being put in the 

hospital against my will’ and ‘dislike of talking about my feelings, emotions or thoughts’ and 

both achieved equal percentages (17.83%), followed by ‘wanting to solve the problem on my 

own’ (17.31%). Moreover, the mean score for the attitudinal barriers was 0.88 (±1.03), 

ranging from 0 to 3. 

 

Table 3 - Frequencies, percentages and mean scores of attitudinal barriers 

Attitudinal barriers 
Total 

(n) 

Mean 

(sd) 

% 

Reporting 

barrier to 

any degree 

% 

Reporting 

as a major 

barrier 

4. Fear of being put in the hospital against 

my will 
157 

0.90 

(1.17) 
43.95 17.83 

18. Dislike of talking about my feelings, 

emotions or thoughts 
157 

1.21 

(1.12) 
63.69 17.83 

2. Wanting to solve the problem on my own 156 
1.16 

(1.06) 
68.59 17.31 

25. Thinking I did not have a problem 153 
0.88 

(1.05) 
50.33 13.07 

20. Concerns about the treatments available 

(e.g. medication side effects) 
159 

1.08 

(1.01) 
65.41 11.95 

22. Having had previous bad experiences 

with professional care for mental health 
157 

0.66 

(0.99) 
37.58 10.19 

13. Thinking that professional care probably 

would not help 
159 

0.80 

(0.98) 
49.69 9.43 

7. Thinking the problem would get better by 

itself 
154 

0.94 

(0.95) 
61.04 9.09 

23. Preferring to get help from family or 

friends 
154 

0.75 

(0.92) 
48.70 7.14 

10. Preferring to get alternative forms of 

care (e.g. traditional/religious healing or 

alternative/complementary therapies) 

154 
0.38 

(0.79) 
23.38 5.19 
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Referring to instrumental barriers (Table 4), ‘difficulty taking time off work’ was the 

uppermost scored item regarding the percentage of participants who reported it as barrier to 

any degree (61.25%) and, at the same time, the item with the highest percentage as a major 

barrier (17.50%). The second and third most-highly scored items as a barrier to any degree 

were ‘being unsure where to go to get professional care’ (52.56%) and ‘being to unwell to ask 

for help’ (51.95%). The remaining top major barriers were ‘not being able to afford the 

financial costs involved’ (15.38%) and ‘being to unwell to ask for help’ (11.69%). In addition, 

the instrumental barriers’ mean score was 0.66 (±0.95), ranging from 0 to 3.  

 

Table 4 - Frequencies, percentages and mean scores of instrumental barriers 

Instrumental barriers 
Total 

(n) 

Mean 

(sd) 

% 

Reporting 

barrier to 

any degree 

% 

Reporting 

as a major 

barrier 

27. Difficulty taking time off work 80 
1.10 

(1.10) 
61.25 17.50 

11. Not being able to afford the financial 

costs involved  
156 

0.91 

(1.08) 
51.28 15.38 

16. Being to unwell to ask for help 154 
0.89 

(1.03) 
51.95 11.69 

30. Having no one who could help me get 

professional care 
154 

0.58 

(0.91) 
35.06 7.79 

29. Having problems with childcare while I 

receive professional care 
62 

0.61 

(0.91) 
37.10 6.45 

1. Being unsure where to go to get 

professional care 
156 

0.79 

(0.90) 
52.56 6.41 

6. Problems with transport or travelling to 

appointments 
153 

0.41 

(0.79) 
26.14 5.23 

15. Professionals from my own ethnic or 

cultural group not being available 
153 

0.16 

(0.49) 
11.76 1.31 
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Reliability and internal consistency 

Cronbach’s α for responses to the 30 items of the BACE-3 scale was 0.961. Although we 

found Cronbach’s α value of 0.962 for questions number 2, 10 and 16 and 0.963 for question 

number 6, no single item elimination would significantly increase the internal consistency of 

the scale.  

Additionally, we obtained a Cronbach’s α of 0.964 for the BACE treatment stigma subscale 

score, which also implies that no changes should be made in order to augment the internal 

consistency of the instrument.  

Construct validity 

BACE-3 scale, stigma-related and non-stigma-related items were significantly positively 

correlated with the SS, respectively with correlation coefficients of 0.570 (p<0.001), 0.656 

(p<0.001) and 0.422 (p<0.001) (Table 5).  

Additionally, BACE-3 and its non-stigma-related items showed a significant negative 

correlation with the physical health component of SF-SP scale, with Spearman’s rho of -0.230 

(p=0.006) for the BACE-3 full scale and of -0.248 (p=0.003) for the non-stigma-related 

barriers. BACE-3 and all its subscales also revealed a significant negative correlation with the 

psychological health constituent of SF-SP scale, with a correlation coefficient of -0.221 

(p=0.009) for the BACE-3 scale, -0.219 (p=0.010) for the stigma-related barriers and -0.171 

(p=0.044) for the non-stigma-related barriers (Table 5).   

This study found no correlation between IHSBS and BACE-3 scale neither with any of the 

BACE-3 subscales (Table 5). 
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Table 5 - Correlation between BACE-3 full scale plus subscale scores and SS, SF-SP and 

IHSBS 

*p<0,05; **p<0,01 

BACE-3 – Barriers to Access to Care Evaluation 

SS – Stigma Scale 

SF – Saúde Física / Physical Health  

SP – Saúde Psicológica / Psychological Health 

IHSBS – Illness and Help-Seeking Behaviour Scale 

 

 

 

 

 

 

 

 

 

 
BACE-3 

Stigma-related 

barriers 

Non-sigma-

related barriers 

SS 

Correlation 

coefficient 
0.570** 0.656** 0.422** 

Significance p <0.001 <0.001 <0.001 

SF 

Correlation 

coefficient 
-0.230** -0.145 -0.248** 

Significance p 0.006 0.088 0.003 

SP 

Correlation 

coefficient 
-0.221** -0.219** -0.171* 

Significance p 0.009 0.010 0.044 

IHSBS 

Correlation 

coefficient 
-0.039 0.041 -0.094 

Significance p 0.626 0.609 0.236 
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DISCUSSION 

The main goal of this study was to create and subsequently validate the Portuguese version of 

the BACE-3 scale and provide Portuguese healthcare services with a valuable tool to evaluate 

the barriers to access to care.  

Strengths and limitations 

One of the main strengths of this study is inherent to the characteristics of the BACE-3 scale 

itself, namely its comprehensiveness and openness to evaluate not only the extent to which 

the barrier is experienced at any level, but also when it is perceived as a major barrier.
4
 

Regarding the strength of the translation, the independent back-translation and the discussion 

of the translation by the study team ensured the test items were not susceptible to conceptual 

deviations from the original scale. Another favourable aspect focuses on the diversity of the 

sample, consisting of patients attending primary and specialized healthcare, with different 

backgrounds and diagnoses. 

This study has several limitations, such as the sampling bias, regarding that we obtained a 

quasi-random convenience sample (which means that not all patients with mental disorder had 

the same probability to be included in the survey), the restrict inclusion of healthcare users 

(which left out those who use it less or do not use it at all) and the small sample size 

compared to the estimated number of patients previously calculated to be recruited. Moreover, 

the under-representation of the male gender may be due to male patients being generally less 

significant healthcare users and the large prevalence of depression and anxiety diagnoses can 

be explained by the fact that depression and anxiety are the main nosologic entities of the    

so-called group of common mental disorders.
1
 Also, the necessity for investigators to 

elucidate some of the patients' doubts about the content of the items may compromise the 

application of the scale to the Portuguese population, since these inhabitants’ low literacy can 

lead to difficulty interpreting the scale’s items.   



21 
 

Prevalence of stigma-related and non-stigma-related barriers to access to care 

The attitudinal component accounted for the highest score (0.88), followed by the stigma-

related (0.86) and the instrumental (0.66) types of barriers. The most regularly reported 

barrier to any degree was also attitudinal, which reinforces the significant impact of this type 

of barriers in access to mental healthcare. Similarly, a national USA survey described the 

desire to solve the problem on one’s own as the most frequent motive for not seeking 

treatment and concluded that attitudinal barriers were more commonly reported than 

instrumental barriers.
6
  

Stigma also plays an important role hindering the access to mental healthcare and 

subsequently delaying treatment. Although ‘concern that it might harm my chances when 

applying for jobs’ was the top stigma-related barrier in the BACE key paper
4
 and in a study 

that reported treatment barriers to mental healthcare,
5
 it was only ranked as the third top major 

barrier in this survey. However, it shares similarities with ‘concern about what people at work 

might think, say or do’, the top stigma-related barrier to any degree and major barrier, as they 

both are related with employment. In fact, people with history of mental disorder face many 

adversities in the employment market, namely stigma, employer’s reluctance in hiring them 

and a perceived risk of failure.
20

 We should also take into account that most of the 

participants were employed (36.4%), drawing closer to the perspective regarding co-workers 

reactions rather than the idea of the adversities searching for a job. 

Regarding instrumental barriers, ‘difficulty taking time off work’ and financial concerns were 

both mentioned as highly-rated major barriers and they could be connected as economic 

insufficiency might make time lost from work too costly.
21

  

Additional data with bigger samples, including less and non-frequent healthcare users, is 

needed for a deeper understanding of the relative impact of these barriers. 



22 
 

Validity assessment 

Overall, internal consistency values were considered adequately good for the BACE-3 scale 

(α=0.961) and BACE treatment stigma subscale (α=0.964). Cronbach’s α value of the BACE 

treatment stigma subscale is deemed an argument in favour when analysing these items as an 

independent scale of stigma. 

A test-retest was not performed to access the reliability of the Portuguese version of BACE-3 

and it could have been an important measure of the temporal constancy. 

Concerning the construct validity, the BACE treatment stigma subscale correlated positively 

with the SS, which reinforced the fact that the BACE stigma treatment subscale could 

consistently measure stigma on its own. Furthermore, the BACE-3 scale correlated negatively 

with SF-SP scale, meaning that either worse physical or psychological health perceptions 

were associated with more barriers to access to care. Firstly, it is important to recognize the 

subjective perception obtained by the SF-SP scale does not always correspond to reality. 

Secondly, this population may also be less empowered, even negligent, managing their own 

health. This happens especially in patients with severe mental illness which are largely 

present in this sample since the majority was recruited in specialized care. Other studies also 

stated that, as result of stigmatization, patients with mental disorders commonly receive 

poorer quality care for their physical health problems,
8,9

 due to the misattribution of the 

physical symptoms to their mental disorder,
8
 which could contribute to an increase in 

morbidity and premature mortality.
9
 Regarding psychological health, our results are consistent 

with a study that found that more severe psychiatric symptoms were associated with more 

perceived barriers to mental healthcare, as patients with severe mental illness usually have 

less financial resources, unstable living situations, social and cognitive skills deficits and 

fewer capacity of pleading for care.
22
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CONCLUSION 

Based on these study findings, we conclude that the European Portuguese version of the 

BACE-3 scale shows good internal consistency and validity for people with mental disorders. 

In the future, it can become a useful tool to investigate the main barriers to access to mental 

health care and understand their negative impact in help-seeking and treatment. Moreover, we 

believe that the stigma-related items in this instrument can also be applied and a measure of 

stigma on its own, as we can observe according to the good internal consistency and 

statistically significant positive correlation with the SS.   
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Appendix 2 – Authorization from the National Data Protection Committee 
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Appendix 3 – Informed consent 
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Appendix 4 – Questionnaire 
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