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ABSTRACT 

Background/Objectives: Vulnerable populations, particularly those with mental illness, are at a 

significantly higher risk of developing chronic health comorbidities and facing barriers to regular 

healthcare, often resulting in a shorter lifespan than the average population. The purpose of this 

needs assessment of a rural population utilizing a local food bank and soup kitchen is to assess 

the health status of the population in relation to mental health and chronic illness, and to 

determine this population’s access and utilization of primary care services. The data collected in 

this assessment will identify potential needs for formal community partnerships and help develop 

recommendations to improve health status of this potentially vulnerable community. 

Design: This study consisted of a needs assessment involving an orally administered survey to a 

potentially vulnerable population evaluating socio-demographic factors, chronic illness, mental 

health diagnoses, and questions regarding primary care access and utilization using the Primary 

Care Assessment Tool (PCAT).  

Setting: The study took place at the Flagstaff Family Food Center (FFFC), a local food bank and 

soup kitchen in Northern Arizona. Data collection took place during the free dinner meal over 

two site visits. 

Participants: Clients utilizing the FFFC who are English speaking, 18 years of age and older, 

able to give informed consent. 

Results: Data collected shows that a large number of FFFC clientele would be classified as 

vulnerable, and several report mental illness and other chronic illness. One hundred percent of 

survey participants report having health insurance, yet two participants report not having a 

primary care provider (PCP) and using the emergency department for their healthcare needs. 



 

 

 

 

9 

While the majority of clients report having easy access to their PCP, the ongoing care and 

coordination of services appears to be lacking.  

Conclusion: Based on this pilot needs assessment, there is a need for more formal partnerships 

between healthcare providers and organizations and the FFFC to ensure this vulnerable 

population receives adequate care for chronic disease management, mental illness and 

prevention. By providing connections at the FFFC where clients come to receive a free meal, 

some of the common barriers of stigma, transportation and system navigation may be eliminated. 
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INTRODUCTION 

Vulnerable populations, particularly those with mental illness, are at a significantly 

higher risk of developing chronic health comorbidities and facing barriers to regular healthcare, 

often resulting in a shorter lifespan than the average population. The purpose of this project is to 

conduct a needs assessment of a rural vulnerable population utilizing a local food bank and soup 

kitchen in Northern Arizona to assess the health status of the population particularly in relation 

to mental health and chronic illness, and to determine this population’s access and utilization of 

primary care services. The data collected in this assessment will help identify potential needs for 

formal community partnerships and help develop recommendations to improve health status of 

this potentially vulnerable community.  

Background 

Vulnerable populations are defined as the “economically disadvantaged, racial and ethnic 

minorities, the uninsured, low-income children, the elderly, the homeless, those with human 

immunodeficiency virus (HIV), and those with other chronic health conditions including severe 

mental illness” as well as rural residents who may have difficulty accessing healthcare services 

(The American Journal of Managed Care, 2006, p. S348). Aday (1994) defines vulnerable 

populations as those “at risk of poor physical, psychological, and/or social health” and that 

relative risk is influenced by both community and individual characteristics including social 

status, social capital, human capital, demographics, and comorbid conditions (Aday, 1994, p. 

487). Aday (2001) elaborates that the risk of poor health or harm is increased in populations with 

chronic health conditions, low economic status, and few psychological or social resources to help 

them cope with their illness (Aday, 2001). Quite often, these are the same groups of people 
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experiencing health disparities influenced by the social determinants of health. The number of 

vulnerable populations continues to rise as the population ages, and more people risk becoming 

uninsured and are unable to access healthcare services (The American Journal of Managed Care, 

2006). Research has shown that the major risk factors for poor healthcare access include low 

income, lack of regular care, and lack of health insurance (Shi & Stevens, 2005). The purpose of 

this pilot study and quality improvement project was to conduct a needs assessment of a rural 

vulnerable population utilizing a local food bank and soup kitchen to assess the health status of 

this population particularly in relation to mental health, determine this population’s access and 

utilization of primary care services and identify potential needs for formal community 

partnerships to improve access to healthcare services and ultimately health status.  

According to the Centers for Disease Control and Prevention (CDC), mental illness 

affects roughly 25% of adults in the United States (U.S.) and about half of U.S. adults will suffer 

from at least one type of mental illness within their lifetime (2011). The CDC estimates that the 

economic burden of mental illness in the United States was roughly $300 billion in 2002 (2011). 

Research shows that patients with mental illness have higher levels of physical health problems 

and mortality rates than the general population (Levinson Miller, Druss, Dombrowski, & 

Rosenheck, 2003). Psychiatric patients have significantly higher rates of chronic diseases 

including hypertension, cardiovascular issues, diabetes, obesity, asthma, cancer, respiratory 

illnesses, and gastrointestinal problems (McCabe & Leas, 2008). Patients with mental illness also 

have higher rates of tobacco use and alcohol abuse (CDC, 2011).  

The Substance Abuse and Mental Health Services Administration (SAMHSA) defines 

serious mental illness (SMI) in adults as “a mental, behavioral, or emotional disorder (excluding 
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substance use and developmental disorders), functional disability in areas of social and 

occupational functioning, and functional impairment that substantially interferes with or limits 

one or more major life activities” (Raney, Friedebach, Wahrenburger, Levine, & Girois, n.d., 

Slide 18). Patients diagnosed with SMI have even greater challenges regarding access to care and 

resources. They also often experience serious side effects from antipsychotic medications that 

affect their overall physical health and often contribute to comorbidities such as obesity, diabetes 

mellitus, and kidney disease. It is estimated that when compared with the general population, 

people with SMI lose more than 25 years of the normal life span (Raney, Friedebach, 

Wahrenburger, Levine, & Girois, n.d.). 

Patients with mental illness are twice as likely as the general population to die 

prematurely of a preventable or treatable condition (Hyde, 2012). Research has found that 

patients with mental illness do not receive the same preventive services as patients without a 

mental health diagnosis (Hyde, 2012). They often do not receive the same breast cancer 

screenings, colorectal cancer screenings, diabetes-related foot and retinal exams, or counseling 

for alcohol and tobacco cessation because most of their appointment time is focused on mental 

illness (Kilbourne et al., 2011). In addition to chronic disease complications, patients suffering 

from mental illness symptoms are already facing debilitating disruptions in daily routines that 

affect their personal, social, and occupational lives, as well as overall quality of life (CDC, 

2011).  

Chronic disease management accounts for an estimated 86% of the United States’ annual 

healthcare costs (CDC, 2015). SAMHSA estimates that by 2020, public and private spending on 

mental health and substance use disorder treatment in the United States will total over $280.5 
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billion, up from $171.7 billion in 2009 (2014). This estimate considers the effects of the 

Affordable Care Act, which provided insurance for many patients with mental illness who would 

otherwise not have qualified or have been able to afford insurance in past years. The majority of 

patients with mental illness often have other coexisting chronic illnesses. 

Most of the common chronic diseases that affect patients with mental illness can be 

managed in the primary care setting. Primary care is defined by The Johns Hopkins Primary Care 

Policy Center as  

“the level of a health services system that provides entry into the system for all new needs 

and problems, provides person-focused (not disease-oriented) care over time, provides 

care for all but very uncommon or unusual conditions, and coordinates or integrates care, 

regardless of where the care is delivered and who provides it” (p. 1, n.d.).  

The center also describes primary care as the means to the goal of optimal health and health 

equity since primary care centers are often able to provide disease management, preventive 

services, mental health counseling, as well as referrals and help with resources (The John 

Hopkins Primary Care Policy Center, n.d.). Ideally patients receiving routine primary care would 

reduce emergency department visits, acute hospital admissions, and overall spending. 

Some barriers to primary care that have been identified with the SMI patient population 

include their “lack of skills and resources to use the health care system, difficulties in keeping 

appointments, dependency on care-givers, difficulty in following recommended treatment plans, 

and psychiatric patients being more difficult to ‘process’ by the system” (McCabe & Leas, 2008, 

p. 304). Rural locations, socioeconomic factors and access to primary care and mental health 

providers can also affect an individual’s ability to receive treatment. Furthermore, the 

Department of Housing and Urban Development estimates that of the over half million people 



 

 

 

 

14 

experiencing homelessness in the United States, roughly 257,300 people have a severe mental 

illness or chronic substance use disorder (SAMHSA, 2016). 

Local Problem 

Flagstaff, Arizona is a city in northern Arizona that lies on the southwestern edge of the 

Colorado Plateau. With a population of roughly 70,000 people, Flagstaff is one of the largest 

population centers adjacent to the Navajo and Hopi Indian reservations, as well as several rural 

communities in northern Arizona (United States Census Bureau, n.d.). Flagstaff is the largest city 

in Coconino County, which has roughly 135,000 residents, covers 18,608 square miles and is the 

second largest county geographically in the U.S. (Coconino County Public Health Services 

District, 2013). Only 8% of the population is aged 65 years or older (part of this is due to the 

large university in Flagstaff) (Coconino County Public Health Services District, 2013). 

Ethnically, the majority of residents identify as Caucasian, while 27% of residents belong to the 

Navajo, Hopi, Paiute, Hualapai, or Havasupai tribes and 14% identify as Hispanic or Latino 

(Coconino County Public Health Services District, 2013).  

In Flagstaff, nearly a quarter of the community’s population faces socioeconomic 

challenges related to income and cost of living. The estimated median household income in 2014 

was $48,120 (United States Census Bureau, n.d.). As many as 24.9% of community residents 

currently live in poverty (United States Census Bureau, n.d.). In 2014 it was also estimated that 

21.2% of Flagstaff residents younger than 65 years of age do not have health insurance, 

compared with a national average of 12% (United States Census Bureau, n.d.). It is unclear how 

much this rate has changed since the implementation of the Affordable Care Act, or how this 

may be affected with future legislation. 
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Based on information from prior County Health Needs Assessments, Coconino County 

residents have reported that there is a shortage of psychiatric providers and treatment facilities. 

Patients with mental illness often feel the need to “act out” in order to receive the necessary 

treatment for mental health services (EideBailly, 2015, p. 17). The entire county is designated a 

“Mental Health Professional Shortage Area,” while the eastern half of Coconino county is 

federally designated a “Primary Care Health Professional Shortage Area” (Coconino County 

Public Health Services District, 2013). In a community survey conducted as part of the county 

health assessment, participants reported major concerns related to poor access to services 

(including long distances, long waits, or lack of providers), poverty and lack of insurance, 

chronic disease including obesity and poor nutrition, and substance abuse (Coconino County 

Public Health Services District, 2013). All of these concerns are potential factors that increase 

the vulnerability of Coconino County residents. 

As the largest city in Coconino County and northern Arizona, Flagstaff is a major 

medical and psychiatric healthcare destination for the four corners region and northern Arizona. 

There are two inpatient psychiatric units located in Flagstaff, one located at a Level 1 trauma 

center that also serves as the largest regional hospital, and the other at a community mental 

health center. There are several private primary care practices as well as some larger clinics that 

incorporate multiple healthcare services. There are a small number of behavioral health agencies 

as well as a free clinic to provide care to underserved patients without insurance. There is an 

overseeing behavioral health authority that manages the large majority of mental health facilities 

located in northern Arizona, including substance abuse treatment, which has been evolving to 

provide a medical home for patients with mental illness. At least one of the community mental 
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health centers has recently integrated a primary care practitioner into the mental health clinic so 

patients are able to receive all of their care in one location as a designated medical home.  

In spite of having multiple primary care and mental health services available to Flagstaff 

residents, the majority of these centers only serve patients with some form of insurance. With 

large numbers of patients with mental illness being homeless or unable to manage a regular job 

with insurance benefits, a large number of these residents are not likely receiving primary care or 

mental health services. With recent statistics showing high poverty rates, high numbers of 

uninsured residents, and a shortage of psychiatric and medical providers, it would be useful to 

evaluate whether vulnerable Flagstaff residents are able to receive the necessary primary care 

services.  

The Flagstaff Family Food Center (FFFC) is a local food bank and soup kitchen that 

offers a range of social services to vulnerable clients. The facility provides services to those in 

need including daily meals (both sack lunches and dinner), emergency food boxes, bringing food 

to non-profit organizations including local shelters, children’s literacy programs, and a children’s 

backpack program in which kids receive food to take home and prepare (Flagstaff Family Food 

Center Food Bank and Kitchen, 2015). In the 2015 fiscal year, the food center fed between 1,300 

and 1,500 people each day (Flagstaff Family Food Center Food Bank and Kitchen, 2015). This 

same year greater than 1,157,000 pounds of food was supplied to over 40 local Flagstaff 

agencies also fighting hunger and poverty (Flagstaff Family Food Center Food Bank and 

Kitchen, 2015). The organization aims to feed and provide services to the community’s most 

vulnerable residents primarily by making sure no one goes hungry, as well as addressing other 

basic needs. It is expected that a significant proportion of FFFC clients experience significant 
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socioeconomic and health challenges, including serious mental illness. Personal experience with 

the FFFC demonstrates many clients are experiencing homelessness, mental illness, and other 

chronic diseases.  

Clients utilizing the Flagstaff Family Food Center may be potentially vulnerable based on 

Aday’s definitions of vulnerability that is influenced by social status, social capital, and human 

capital (Aday, 2001). Social status can be affected by age, gender, race, and ethnicity (Aday, 

2001). Social capital encompasses an individual’s social support system and can influence a 

person’s self-esteem and mental health (Aday, 2001). Human capital includes education, 

employment, housing (or homelessness), and ability to contribute to society (Aday, 2001). 

Residents utilizing a food bank and soup kitchen are likely to not have the income and resources 

they need to pay their bills, put food on their table, or possibly even access necessary healthcare. 

This can all be influenced by living in a rural location as well as underlying health conditions.  

A quality improvement project involving a pilot survey of residents utilizing FFFC’s 

services will offer a better understanding of this population’s primary care access and healthcare 

service needs, including residents with mental illness who are at a disproportionately higher risk 

for poorer health status and barriers to accessing care. By conducting a survey collecting 

sociodemographic information as well as primary care access and utilization, the data collected 

will serve as a baseline that may be used to tailor or increase this population’s access to 

healthcare services. Key stakeholders of this project would be staff and volunteers at the soup 

kitchen, as well as primary care providers and mental health providers in the Flagstaff area with 

an interest in improving quality of care and optimizing both mental and physical health for the 

city’s most vulnerable and at risk residents, in particular the SMI population. By identifying 
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current access and utilization of primary care services by vulnerable community residents, it may 

be possible to improve health outcomes and chronic disease management. This may then result 

in overall physical health improvements, prevention of chronic diseases and exacerbations, an 

increase in patient longevity and quality of life, and a reduction of emergency department visits 

and inpatient admissions for the most vulnerable population of this area.  

Purpose Statement 

The purpose of this needs assessment and quality improvement project is to evaluate 

access to primary care and utilization for a potentially vulnerable subset of the Flagstaff 

community utilizing a local food bank and soup kitchen. This survey will help describe 

characteristics and socio-demographics of the potentially vulnerable population accessing the 

family food center, health diagnoses of the population particularly related to mental health and 

chronic illness, and access and utilization of primary care. Data collected will include primary 

care services rendered, reported physical and mental illness, socio-demographic factors and 

insurance status of this group of residents. This is a quality improvement project in which 

information will be shared with FFFC to identify needs and improve partnerships for community 

resources for the soup kitchen’s clientele. As a future FNP/PMHNP, I would like to improve 

comprehensive care and chronic disease management for the SMI population by increasing 

primary care utilization, as well as increase collaboration amongst mental health and primary 

care providers to create treatment plans that promote optimal health and quality of life. 
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Study Aims 

Describe the socio-demographic characteristics and health status, including chronic 

disease and mental health conditions, among clients utilizing the Flagstaff Family Food Center 

(FFFC) in Flagstaff, Arizona.  

Describe the access to care and healthcare utilization of clients utilizing the FFFC in 

Flagstaff, Arizona.  

FRAMEWORK AND CONCEPTS 

Theoretical Framework 

The theoretical framework that will guide this DNP project is based on the Social 

Determinants of Health as defined by the Office of Disease Prevention and Health Promotion 

(2016). The overall determinants of health evaluate specific elements including policies, social 

factors, health services, individual behaviors, biology, and genetics and how the relationship of 

these factors affect an individual’s overall health and quality of life (Office of Disease 

Prevention and Health Promotion, 2016). By looking at each of these factors both on an 

individual level as well as collectively on a systems level, researchers are able to identify health 

disparities and barriers to an individual’s functioning and optimal health (Office of Disease 

Prevention and Health Promotion, 2016). 

According to the World Health Organization (WHO), the social determinants of health 

are “the circumstances in which people are born, grow up, live, work and age, and the systems 

put in place to deal with illness” (WHO, 2016, p. 1). Money, power, and resources all affect 

these conditions and an individual’s ability to function and live a healthy life (Marmot & Bell, 

2012). Social and economic policies combined with individual circumstances are often the 
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proponents of health inequities, and significantly affect a person’s chances of obtaining optimal 

health and quality of life (WHO, 2008). This framework is congruent with Aday’s (2001) theory 

on vulnerable populations and increased risk for poor physical and emotional health. 

According to the CDC, the former surgeon general acknowledged that specific social 

determinants of general health need to be in place to effectively support basic mental health 

including “adequate housing, safe neighborhoods, equitable jobs and wages, quality education, 

and equity in access to quality health care” (CDC, 2011a, p. 1). All of these factors mentioned 

are interdependent on each other in affecting a person’s success, health, and quality of life.  

Mental health and substance abuse are expected to exceed all physical diseases in being 

the leading cause of disability worldwide by 2020 (Crowley & Kirschner, 2015). Patients with 

mental illness are a particularly vulnerable population because they are often homeless, 

unemployed, may have learning disabilities, smoke, may receive lower quality health care, or 

experience problems navigating the complex healthcare system (Frances, 2014). In using the 

social determinants of health framework as a lens for a pilot needs assessment study on access 

and utilization of primary care for the Flagstaff community’s most vulnerable residents, potential 

barriers and contributing factors may be identified and better understood to improve accessibility 

to healthcare resources at a local community level. Specific social determinants will include 

gender, ethnicity, education, insurance status, and geographical location. 

Concepts 

Social determinants of health influence a person’s health status, which in turn affects a 

person’s wellbeing, quality of life and health outcomes. Studies have shown that SMI patients 

have higher risks for chronic illness, yet do not receive the same quantity or quality of primary 
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care as patients without mental illness. Research has also shown a correlation between 

socioeconomic factors and health outcomes (Preda & Volgt, 2015). By evaluating social 

determinants in relation to vulnerable residents of the Northern Arizona community, healthcare 

providers may better understand the medical needs and utilization of primary care services of this 

population. 

Common social determinants are the major concepts that will be utilized in this DNP 

project to better understand access and perceptions to primary care. These include availability of 

resources to meet daily needs, social stigmas, exposure to social disorder including violence, 

crime, and appearance of the environment, social support systems, technology, socioeconomic 

status, education, transportation, safety, geography, and physical barriers (Office of Disease 

Prevention and Health Promotion, 2016). Some of the factors that will be specifically evaluated 

in this DNP project are the interactions with the patient’s primary care provider, ongoing care, 

comprehensive services, health insurance status, education, gender, ethnicity, geographical 

location and self-reported illness. 

The social determinants used as the key concepts in this DNP project are defined by the 

Office of Disease Prevention and Health Promotion - Healthy People 2020 (2016). Resources 

needed to meet daily needs are defined as access to job opportunities or disability funding, 

financial support, healthy foods, and housing (Office of Disease Prevention and Health 

Promotion, 2016). Socioeconomic conditions such as poverty and income also influence an 

individual’s health, as well as his or her ability to pay for health insurance and healthcare 

services. This study will specifically evaluate education level and insurance status through the 
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sociodemographic questions, and PCP counseling on healthy diet and lifestyle changes will be 

evaluated in the PCAT survey. 

Social aspects are components of the social determinants of health and include; attitudes, 

norms, perceptions of health, and stigma that is often associated with mental illness. Although 

this will not be directly evaluated in this study, social disorder refers to an individual’s exposure 

to crime, violence, or even the presence of trash or broken windows in their neighborhood. 

Social support includes the individual’s network of friends, family, spiritual group, and others 

with whom he or she interacts. All of these aspects have a significant impact on an individual’s 

health, though due to this study’s focus on an individual’s access to primary care and utilization 

they will not be addressed in this needs assessment. 

Geographical location and distance (determined by RUCA score) is another determinant 

that will be assessed in this study. The RUCA score will be used in place of zip code to maintain 

patient confidentiality and avoid any potential possibility of patient identification. Many 

vulnerable residents do not drive or may not have a vehicle, and many parts of rural Northern 

Arizona do not have public transportation. Public safety can also vary in rural areas, as well as 

residential location and geography that may impact an individual’s accessibility to healthcare 

services. 

Patients with mental illness, as well as other vulnerable populations, are at a higher risk 

for shorter life expectancy due to poorly managed common chronic illnesses including diabetes, 

hypertension, and heart disease (McCabe & Leas, 2008). Thus, it is imperative that these 

vulnerable populations receive adequate outpatient care and preventive screenings. Of particular 

concern are patients with mental illness, including SMI, who are disproportionately higher risk 
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for poorer health outcomes (Aday, 2001). The likelihood of visiting a primary care provider for 

new and chronic health concerns will be assessed as well as services offered. Access to 

preventive and comprehensive services includes recommended immunizations, family planning, 

mental health services or counseling, and urgent care. Comprehensiveness of services includes 

counseling by PCP regarding diet, exercise, sleep, interpersonal relationships, safety, and 

reviewing medications, all of which is an essential part of preventive care. By incorporating the 

social determinants of health theory, independent factors can be examined to better understand 

primary care utilization in this vulnerable population.  

SYNTHESIS OF EVIDENCE 

A literature search was conducted via PubMed and PsychINFO for recent articles using 

the search terms of primary care access, barriers to primary care, health disparities, quality of 

care, chronic illness, seriously mentally ill, psychiatric patients, mental health patients, and 

mental illness. Filters for this search included articles published in the last ten years and articles 

written in English. Given the expected prevalence of mental health issues in this client 

population and disproportionately greater health disparities experienced, the focus was on the 

most vulnerable. Articles that were included in this synthesis of evidence provide information on 

health disparities among SMI patients, chronic illness and disease management in SMI patients, 

SMI patient perspectives and identified barriers to primary care treatment, provider perspectives 

on barriers to care for SMI patients, integrated care models, and attempts to improve primary 

care for SMI patients. For this paper 10 full text articles were evaluated. 
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Barriers to Primary Care for SMI Patients 

Four studies published after 2008 were reviewed based on their assessments of SMI 

patient as well as healthcare provider perspectives on what keeps SMI patients from receiving 

adequate primary care services. One qualitative study performed semi-structured interviews with 

patients who self-identified as having mental health or substance abuse issues, as well as service 

providers, to identify the underlying mechanisms resulting in poor primary care access for this 

particular population (Ross et al., 2015). Patients reported socioeconomic factors including 

poverty, housing, and access were significant issues as well as psychiatric symptoms, anxiety, 

medication side effects, substance use and stigma felt around non-behavioral health providers 

(Ross et al., 2015). Another qualitative study with similar intent found that patients reported 

difficulty in going to medical appointments alone, trouble expressing medical concerns, felt they 

are not taken seriously by medical providers, transportation difficulties, and felt providers 

sometimes ignored their physical complaints to focus on their mental illness (McCabe & Leas, 

2008). Some of these same factors were identified in another study done among veterans with 

bipolar disorder who reported homelessness, living alone, social isolation, transportation, travel 

time, waiting room waits and costs as barriers in accessing medical care (Zeber, Copeland, 

McCarthy, Bauer, & Kilbourne, 2009). 

In Ross et al.’s (2015) study, providers identified scope of practice, knowledge regarding 

mental health treatment, and attitudes surrounding mental health and substance use as possible 

barriers, along with system factors such as scheduling, location, and lack of communication 

between disciplines (Ross et al., 2015). Although this was a smaller study, the perspectives of the 

providers interviewed were similar to those of another study that interviewed Veterans Health 
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Administration (VHA) providers regarding barriers and also found the previously mentioned 

themes of stigma, limited communication between providers, and provider knowledge about 

caring for SMI patients (Kilbourne, Greenwald, Bauer, Charns, & Yano, 2012). In the study by 

McCabe and Leas (2008), providers felt that potential obstacles amongst SMI patients include 

limited health literacy, limited financial resources, fear, stigma, lack of support, and feelings of 

disempowerment or low self-esteem (2008). 

Some common themes were identified amongst all of these studies, which increase the 

likelihood that similar barriers may be found in the northern Arizona population of SMI patients. 

Most of these studies were qualitative which likely gives a more accurate portrayal of 

perspectives in this population. However, a potential weakness is that all of these studies have 

smaller numbers of participants (common in qualitative studies) and may not accurately depict 

the general SMI population or provider population. 

Trials of Colocation of Primary Care and Mental Health Services 

Six studies published between 2006 and 2013 were reviewed based on their analysis of 

providing primary care in the outpatient mental health setting, also known as integrated primary 

health care services or reverse colocation. Colocation is the concept of providing both primary 

care and mental health services in one clinic, either putting a mental health provider into a 

primary care clinic or adding a PCP to a behavioral health practice. One study did a descriptive 

analysis of patients enrolled in a colocation program, compared with patients only utilizing 

mental health services at the same location, and found that patients allocated to the colocation 

group were more likely to be homeless, to require more case management, and had more 

frequent psychiatric hospitalizations, though did not necessarily have a greater number of 
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medical concerns (Shackelford, Sirna, Mangurian, Dilley, & Shumway, 2013). These findings 

display the importance of providing patients with more severe psychiatric illness the colocation 

services of primary care because they may be less likely to make it to appointments with multiple 

providers in varying locations. Another descriptive study of a new, shared care model evaluated 

services provided by the primary care doctor as well as referrals made in a newly converted 

colocation clinic (Ungar, Goldman, & Marcus, 2013). The most common services included 

intake assessments, diagnostics, physicals, medication reviews, and referrals to dietitians, 

additional mental health services, and addiction services (Ungar, Goldman & Marcus, 2013). 

Part of this ongoing study includes evaluating patient outcomes after utilizing this new service. 

A different study evaluated an intervention of providing primary care by a nurse 

practitioner in the behavioral health setting to a randomly selected experimental group compared 

with a control group receiving the usual treatment (Boardman, 2006). This study had impressive 

results in that the experimental group had 42% lower number of emergency department visits 

compared to the control group, routine contact with the patient’s PCP was 50% higher in the 

experimental group, and physical examinations were 70% higher (Boardman, 2006). The 

experimental group also had higher rates of screening for hypertension and diabetes (common 

chronic illnesses in the SMI population), nutritional counseling, and addiction counseling 

(Boardman, 2006). A study done at the Veterans Health Administration had similar findings 

when comparing preventive screenings and outcomes between patients that utilized colocated 

clinics compared to patients who used clinics without co-located services (Kilbourne et al., 

2011). SMI patients receiving care at co-located clinics at a greater likelihood of receiving foot 

exams, colorectal cancer screenings, alcohol misuse screenings, and having better blood pressure 
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control compared to patients who do not have access to colocated services (Kilbourne et al., 

2011).  

Another study evaluated an intervention that provided care managers to patients in the 

experimental group who advocated for patients, communicated with medical providers, provided 

health education for patients, and helped navigate the healthcare system and potential barriers to 

receiving primary care (Druss et al., 2010). The intervention group received a significantly 

higher number of preventive services compared to the usual care group and even had improved 

Framingham Cardiovascular Risk Scores in comparison (Druss et al., 2010). This article shows 

that there are definitely barriers to SMI patients receiving adequate primary care services. 

Strengths, Weaknesses, and Gaps 

All of these studies identify the need for improving primary care access to SMI patients, 

and the benefits of co-locating mental health and primary care services so that patients are able to 

receive comprehensive mental and physical healthcare in one place. The implementation of 

colocation services has definitely been in response to overcoming some of commonly identified 

barriers to care in mentally ill patients. While these studies look at specific populations and 

service locations, it is likely that many of these barriers and service models can be adapted and 

applied to the Northern Arizona behavioral health service providers and SMI population.  

Because these models are fairly new, it will be important to monitor future research 

regarding actual health outcomes in SMI patients utilizing colocation services. These studies 

show the increased number of screenings, physicals, and some improvements in blood pressure, 

but they lack long-term outcomes. These studies also do not evaluate the common issue of 
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communication between medical and mental health providers or care collaboration. Data on 

patient and provider perspectives of the colocation models is also lacking.  

METHODS 

Design 

This pilot needs assessment was conducted using a quantitative descriptive design to 

evaluate patient demographics, chronic disease, healthcare utilization, and barriers to receiving 

primary care among clients receiving services at a local, rural food center, the Flagstaff Family 

Food Center (FFFC), using a validated orally administered quantitative survey, the Primary Care 

Assessment Tool (PCAT) (Johns Hopkins University Bloomberg School of Public Health, 2016). 

These data will be used for future quality improvement to enhance community services offered 

by the FFFC. A pilot study is used to evaluate and test methods, gain insight on recruitment 

strategy success, and gain an idea of the number of participants required to obtain an accurate 

analysis (Polit & Beck, 2012). Part of this project will be assessing whether the FFFC survey was 

a useful and feasible tool in assessing needs of community residents. Quantitative data collection 

can be utilized to provide consistency in collection and reporting in order to reduce bias and 

enhance objectivity (Polit & Beck, 2012). The quantitative descriptive methodology is 

appropriate for this pilot study in order to accurately depict sample characteristics including 

socioeconomic factors, to gather health information related to comorbidities, and to be able to 

minimize and analyze potential biases (Polit & Beck, 2012).  

Setting 

This study took place over multiple visits to the Flagstaff Family Food Center (FFFC) 

and soup kitchen located in Flagstaff, Arizona. The Flagstaff community is a major healthcare 
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center for the four corners region and Coconino County. The food center is a food bank and 

kitchen that provides meals, emergency food boxes, and other free services to people in need. 

There is a large communal dining area located in the FFFC just off of the main serving area and 

kitchen, as well as some more private areas adjacent to the dining room. Clients were invited to 

participate in the survey in the main dining area, or in the private office space adjacent to the 

dining area. 

Sample 

All clients presenting to the FFFC for dinner were invited to participate in the orally 

administered survey via face-to-face invitation during the time that the free dinner is served daily 

between 4 and 5:30 pm with the option of a private space to ensure participant privacy and 

confidentiality. Clients were approached either while waiting outside before the FFFC opened 

doors for dinner, while waiting in line for dinner, or while eating their meal in the common 

dining area. Clients were invited via face-to-face invitation by the principal investigator and 

given a verbal explanation of the purpose of the voluntary survey. Verbal consent was received 

and participants were provided with additional information regarding the study, the option to opt 

out of the survey at any point in time, as well as printed contact information should they have 

further questions. 

It is estimated that 20 to 30 clients were invited to participate in the survey, though only 

10 agreed to participate. Several clients appeared untrusting or uninterested in talking to 

someone they did not know. Inclusion criteria included clients utilizing FFFC services who are 

over 18 years of age and English-speaking. Most participants agreed to complete the interview 

either while waiting outside for the FFFC doors to open, or while they ate their free meal. Most 
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clients who agreed to participate appeared engaged and comfortable answering questions 

regarding access and utilization, though slightly less comfortable answering direct questions 

about chronic illness or mental health diagnoses. Typically, the clients appeared more 

comfortable and more forthcoming with information the further into the interview. 

It was hypothesized that this sample population would include low socioeconomic 

individuals, including those who are uninsured, underinsured, and may have a range of chronic 

diseases and psychiatric mental health diagnoses, including mental illness. Given the role of 

Flagstaff as a central hub in northern Arizona for medical and social services, it was also 

hypothesized that clients would likely be from the immediate Flagstaff area or coming from 

further more rural areas lacking in services.  

Participants gave verbal consent and questions were asked by myself, eliminating 

possible exclusions if a person was unable to read or write in English and to provide consistency. 

Participants were informed that the survey was entirely voluntary and any information they 

reported would be confidential and no identifiers would be recorded in order to maintain 

anonymity. Participants were not compensated to participate in this study. The study aimed to 

evaluate potential barriers to vulnerable adults receiving primary care, and a language barrier 

could be a potential bias to the study. Given that this is a descriptive study using an extensive, 

detailed survey tool, a sample of 10 to 12 participants was targeted, with a minimum of 6 

participants.  

Data Collection 

Data collection was conducted using the Primary Care Assessment Tool (PCAT) survey 

with permission from Johns Hopkins University Bloomberg School of Public Health (2016). The 
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PCAT tool (Appendix A) was originally developed by The Johns Hopkins Primary Care Policy 

Center for Underserved Populations to evaluate the quality and extent of provider services at a 

primary care setting where patients would be receiving the majority of their care (Shi, Starfield, 

& Xu, 2001). The PCAT Adult Consumer/Client survey is based on self-reported information 

regarding the patient’s (or caretaker’s) experience using health care resources (Shi, Starfield, & 

Xu, 2001). The PCAT survey has been validated and used in multiple studies, including Dr. Shi, 

Dr. Starfield, and Dr. Xu’s study titled “Validating the Adult Primary Care Assessment Tool” 

(2001). The survey has been validated for use in assessing specific populations, geographical 

areas, health plans, sites of care, or specific healthcare needs (Shi, Starfield, & Xu, 2001). The 

modified PCAT tool used in this survey consists of 28 questions in addition to the nine question 

sociodemographic survey, and takes an average of 10 to 20 minutes to complete. Specific 

questions were included that covered four specific domains related to access and utilization. 

The PCAT questionnaire covers four key domains of primary care including first contact 

care, continuity, comprehensiveness, and coordination of care (Shi, Starfield, & Xu, 2001). First 

contact care refers to whether a patient consults his or her primary care provider when he or she 

has a new health care concern (that is not a serious emergency) (The Johns Hopkins Primary 

Care Policy Center, n.d.). Continuity refers to ongoing care over time in which a patient utilizes a 

health care “home” seeing the same provider who is familiar with his or her health concerns (The 

Johns Hopkins Primary Care Policy Center, n.d.). Coordination of care addresses the patient’s 

need for comprehensive services beyond what his or her primary care provider may be able to 

provide, including mental health and other specialist referrals (The Johns Hopkins Primary Care 

Policy Center, n.d.). Comprehensive care includes addressing preventive health screenings, 
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health coaching, behavioral health, counseling on diet and exercise, and other services that go 

beyond just treating a physical ailment (The Johns Hopkins Primary Care Policy Center, n.d.).  

Questions address whether a participant visits PCP when they have a health problem, if 

there is someone available at their PCP’s office if their PCP is not able to see them, if there is 

continuity amongst staff, and what other services are provided (Primary Care Policy Center, 

1998). Sociodemographic factors included insurance coverage, gender, age, ethnicity, and 

education (Primary Care Policy Center, 1998). In addition to the PCAT questionnaire, 

participants were also asked nine additional questions including a brief checklist where 

participants could voluntarily report diagnosed chronic illnesses and mental health diagnoses and 

SMI status. 

The client’s Rural Urban Commuting Area (RUCA) code was recorded by myself in 

place of the client’s reported zip code (Appendix A). The RUCA code classifies “U.S. census 

tracts using measures of population density, urbanization, and daily commuting” and is used to 

“delineate metropolitan, micropolitan, small town, and rural commuting areas based on the size 

and direction of the primary commuting flows” (United States Department of Agriculture, 2016, 

p.1). The RUCA code ranges from 1 to 10.5, with numbers closer to 1 being more urbanized 

areas (greater than 50,000 people is considered metropolitan) and closer to 10 being more 

isolated, rural areas (WWAMI RUCA Rural Health Research Center, n.d.). In this survey the 

client reported their zip code, which was then found on a chart with the corresponding RUCA 

code for their zip code, and the RUCA code was then recorded on the paper survey by myself, 

thus eliminating any identifiable information such as zip code or geographical location. This 

information was recorded in order to understand rural versus urban residency status, and if 
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clients are likely local Flagstaff residents, or traveling longer distances in order to receive the 

free meal at the FFFC. 

All clients presenting to the FFFC for dinner were invited to voluntarily participate in this 

survey and had to be over 18 years of age and able to verbally consent for his or herself. After 

informed consent was obtained, survey questions were asked by myself, the principal 

investigator, and then recorded. Data collection was conducted via the modified PCAT tool 

through face-to-face oral administration of the survey by myself, which is efficient, inexpensive, 

and allows availability to answer any questions related to the survey (Polit & Beck, 2012). 

Participants were explained the purpose of the project when I read them the disclosure statement, 

and were required to give verbal consent to avoid collecting identifiable information such as a 

signature. As the principal investigator, I recorded the participant’s answers to sociodemographic 

questions and the PCAT questions on a paper survey. No identifiable information was recorded. 

Participants were offered a private area to complete the survey to maintain privacy, though most 

preferred to answer questions while they ate their meal. The data collection took place on 

February 23 and 24, 2017, during the dinner hours that are offered at the FFFC between 4:00 pm 

and 5:30 pm daily. Each interview took approximately 10 to 20 minutes to complete.  

Ethical Considerations 

According to the Belmont Report outlining the “basic ethical principles that should 

underlie the conduct of biomedical and behavioral research involving human subjects,” the three 

essential ethical values to take into account when conducting research are respect for persons, 

beneficence, and justice (U.S. Department of Health & Human Services, [USDHHS], 1979, p. 

1).  
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Respect for persons is defined as treating individuals as autonomous as well as protecting 

individuals who may be considered to have diminished autonomy (USDHHS, 1979). Patients 

with mental illness are considered a vulnerable population and some may be considered to have 

diminished autonomy (depending on severity and current state of illness). In conducting a 

general survey using the PCAT survey, participants were welcomed to voluntarily participate in 

the survey and were asked to provide verbal informed consent. Participants were informed that 

they could withdraw from the study at any time, that none of their information would be shared 

with the FFFC or any related services, and that no identifiable information would be collected. 

They were also invited to complete the survey in a private area to maintain patient 

confidentiality. All data collected was de-identified (no identifiable information was collected, 

and a RUCA score was written down in place of zip code) and scanned and stored in a locked 

password protected computer. 

Beneficence is defined by the USDHHS as an obligation to ensure no harm is done to the 

patient and to maximize possible benefits to enhance a person’s well-being (USDHHS, 1979). In 

this study surveying clients’ use of primary care services and barriers to primary care, clients 

provided information via an oral survey. This involved verbally answering a questionnaire 

regarding their healthcare use, follow up, availability of services, insurance status, general health 

history, and socioeconomic factors that should not cause any harm to the participant. Benefits of 

this study will not likely pertain to the individual participant, but the data collected will be used 

to inform the FFFC of more comprehensive, integrated services to clients utilizing these facilities 

as part of quality improvement. 
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The USDHHS (1979) defines justice in the context of human subject research as equal 

distribution of the benefits or burdens of research amongst the population. In the case of this 

study, a vulnerable population was purposely selected because of a previously identified injustice 

and healthcare inequity in primary care services. Research has shown vulnerable populations are 

at increased risk for poor health and harm, and that SMI patients have significantly higher 

mortality rates, and receive lower quality of primary care services including fewer preventive 

screenings. The purpose of this study was to survey clients of the FFFC in order to identify 

utilization of primary care services and needed resources. All patients over the age of 18 years 

old, English speaking and able to give consent were welcome to complete the survey. Data 

analysis incorporated all participants results regardless of history, though another focus within 

this prospective study could be on patients who have self-reported mental illness. The survey 

was conducted by reading the questions and recording the participants’ verbal responses, which 

eliminated issues if a participant was unable to read or write.  

Data Analysis 

Data for all variables and PCAT survey questions were entered into Microsoft Excel and 

SPSS software for descriptive statistical analysis. Sample characteristics were evaluated using 

socio-economic, demographic, and geographical data collected to better understand the sample 

population (Polit & Beck, 2012). Reported chronic illnesses were analyzed and compared. 

Frequency distributions, standard deviations, and both univariate and bivariate descriptive 

statistics were used to assess the population sample. PCAT survey results were analyzed to 

evaluate participant’s access and utilization of primary care services. 
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Dissemination 

The results from this study will be used to assess utilization of primary care services and 

sociodemographic factors of clients of the FFFC, particularly among vulnerable patients with 

mental illness. These data will be shared with the FFFC where this needs assessment was 

conducted to help better understand the population they serve and improve access to services 

beyond what they provide. The results from this study may help providers understand the impact 

of the Affordable Care Act on this community in requiring insurance, the expansion of Medicaid 

throughout Arizona, and potential changes in community mental health in providing more 

colocated services and patient centered medical homes. The data obtained from this pilot study 

will be disseminated via an executive summary with possible options for quality improvement 

and future partnerships, further assessment with a larger sample size, and potentially a 

presentation at the FFFC staff meeting. With the potential future changes in the Affordable Care 

Act and insurance coverage, it will be imperative to continue to reassess this population and see 

if there are major changes in the number of people who have insurance, and how many clients 

are using the emergency department as their main source of healthcare. There will also be 

potential to share the results at psychiatric, primary care and rural health conferences via posters 

and presentations. 

RESULTS 

Socio-Demographics 

Socio-demographic, education, and health insurance characteristics of the survey sample 

are summarized in Table 1. The mean age is 55.5 years and 60% of survey participants are male. 

Almost half (40%) of survey participants identified their ethnicity as American Indian or Alaska 
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Native, while the other 60% identified as non-Hispanic white. Most of the participants (80%) had 

completed high school or an associate’s degree. All 10 survey participants reported having health 

insurance coverage, with 90% having Medicaid or Medicare.  

Eighty percent of participants were identified as having a Rural-Urban Commuting Area 

Code (RUCA) of 1, which is defined as being in the primary flow of an urbanized metropolitan 

area, or community greater than 50,000 residents (WWAMI RUCA Rural Health Research 

Center, n.d.). The other 20% of participants were identified as having a RUCA code of 10.1 

which is designated as an isolated rural town or rural area away from an urbanized area 

(WWAMI RUCA Rural Health Research Center, n.d.).  

TABLE 1. Socio-demographic Characteristics of Ten Flagstaff Family Food Center Clients Who 

Participated in the Modified PCAT Survey. 

Variable MeanSD  

Age (meanSD years) 55.5  10.5  

 N % 

Sex 

 Male 6 60 

 Female 4 40 

Ethnicity 

 Non-Hispanic White 6 60 

 American Indian or Alaska Native 4 40 

Health Insurance Status 

 Medicaid or Medicare 9 90 

 Veteran’s Administration Benefits 1 10 

 Private Insurance 0  

 No Insurance 0  

RUCA score 

 Urbanized Metropolitan Area 8 80 

 Isolated Rural Area Away from Urbanized Area 2 20 

Highest Level of Education 

 Less than high school 1 10 

 High school 5 50 

 Associate’s Degree 4 40 

 Bachelor’s Degree 0 0 

 Post Graduate School 0 0 
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Chronic Disease and Mental Illness 

Health related characteristics including reported diagnoses, mental illness and SMI 

designation are summarized in Table 2. Seven participants reported a diagnosis of mental illness; 

three with depression, one with anxiety, one with bipolar disorder, and two participants reported 

both depression and anxiety. Only one participant reported bipolar disorder, and this was the 

same client that also reported serious mental illness (SMI) status. Several survey participants also 

reported chronic illness diagnoses. The most common chronic illness was hypertension (n= 5), 

followed by diabetes (n= 3).  

TABLE 2. Reported Mental Health and Chronic Illness Diagnoses (N=10) 

Variable  N % 
Mental Health Diagnoses*   

 Depression 5 50 

 Anxiety 3 30 

 Bipolar Disorder 1 10 

 Psychosis 0  

 Mood Disorder 0  

Chronic Illness Diagnoses*   

 High blood pressure 5 50 

 Diabetes 3 30 

 High Cholesterol 2 20 

Serious Mental Illness Designation   

 Yes, SMI 1 10 

 No, not SMI 7 70 

 Not sure/ I don’t know 2 20 

*Participants could report more than one diagnosis   

Healthcare Utilization and Access 

The next part of survey consists of the modified PCAT survey questions that are divided 

into the four main attributes of first contact, ongoing care, coordination of care, and 

comprehensiveness of services.  
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First Contact 

First contact care is defined by the creators of the PCAT tool as the care that is pursued 

when a new health concern arises and is not a serious emergency (Johns Hopkins Bloomberg 

School of Public Health, 2016). The first three questions (B1 through B3) pertain to first contact 

and utilization of the patient’s primary care provider for general checkups, a new health problem, 

or needing a referral for a specialist. Most (70%) of participants reported they would definitely or 

probably go to their PCP for a regular check-up and 60% would go to their PCP for a new 

problem (Table 3). Two participants reported they do not have a PCP, and often go to the 

emergency department for any medical needs, in which case they often answered “not sure/don’t 

remember” for the majority of the remainder of the survey since the questions were not entirely 

applicable. Survey questions C3 through C7 addressed First Contact Access to PCP and evaluate 

if the client would be able to get in for an appointment the same day, if PCP is available for 

phone advice, if there is a call number available for after hours, and access to a call provider at 

their PCP office during closed hours. More than half (60%) reported being able to access same 

day appointments. Only one participant (10%) had the ability for after-hours contact. 

TABLE 3. First Contact Healthcare Access and Utilization (N=10) 

PCAT Question Question 

# 
Definitely/ 

Probably 

Frequency (%) 

Probably Not/ 

Definitely Not 
Not sure/ 

Don’t 

remember 
Go to PCP for Regular Checkup B1 7 (70) 3 (30) 0 (0) 
Go to PCP for new health problem B2 6 (60) 3 (30) 1 (10) 
Go to PCP for specialist referral B3 5 (50) 4 (40) 1 (10) 
Access to PCP on Same day C3 6 (60) 2 (20) 2 (20) 
Is PCP available for phone advice C4 4 (40) 4 (40) 2 (20) 
Access to Call number if PCP 

closed  
C5 1 (10) 7 (70) 2 (20) 

Access to Call person if PCP closed  C7 0 (0) 9 (90) 1 (10) 
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Ongoing Care  

Ongoing care is defined in the context of the PCAT tool as “the longitudinal use of a 

regular source of care over time, regardless of the presence or absence of disease or injury” 

(Johns Hopkins Bloomberg School of Public Health, 2016, p. 1). This is congruent with the idea 

of a patient having a medical home in which the patient and provider develop a person-focused 

relationship over time and an understanding of one another’s expectations and treatment needs 

(Johns Hopkins Bloomberg School of Public Health, 2016). Questions D1 through D9 of the 

PCAT survey ask about ongoing care and whether when a client goes to his (or her) PCP he is 

taken care of by the same doctor or nurse, if there are staff members at the office that know him 

best, if his PCP treats him like a person versus a medical problem, and if his PCP knows which 

problems are most concerning to that particular individual. The results of these questions are 

displayed in Table 4. Half of participants responded that they do not see the same doctor or nurse 

each time, as many as 60% feel their PCP knows what problems are most important to them, and 

50% feel their PCP knows them as a person rather than a medical problem. 

TABLE 4. Ongoing Healthcare (N=10) 

PCAT Question Question 

# 

Definitely/Probably 

Frequency (%) 

Probably Not/ 

Definitely Not 

Frequency 

(%) 

Not sure/ 

Don’t 

remember 

Frequency 

(%) 
See same doctor or nurse each time D1 3 (30) 5 (50) 2 (20) 

See MD or RN who knows you 

best 

D4 4 (40) 4 (40) 2 (20) 

Feel PCP knows you as person vs. 

medical problem 

D7 5 (50) 3 (30) 2 (20) 

Feel PCP knows what problems 

important to you 

D9 6 (60) 2 (20) 2 (20) 
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Coordinated Care 

Coordinated care is the coordination of health care services so patients are able to receive 

appropriate treatment for both their physical and mental health problems (Johns Hopkins 

Bloomberg School of Public Health, 2016). This includes both facilitating and follow up on 

specialist referrals, as well as patient access to medical records. The results of the questions 

related to coordinated care (E8 through F3) are displayed in Table 4. It should be noted that 

questions E8 through E12 were only answered if the client responded “yes” to having ever 

visited a specialist, so the sample size for these questions was only eight. The majority of clients 

answered that their PCP did not help them set up the specialist appointment or follow up after 

specialist visit. However, most clients did report that their PCP had their medical records on file 

and were easily accessible to the client. 

TABLE 5. Coordination of Care (N=8 for questions E8 – E12; N=10 for questions F1-F3) 

PCAT Question Question 

# 

Definitely/ 

Probably 

Frequency 

(%) 

Probably Not/ 

Definitely Not 

Frequency 

(%) 

Not sure/ 

Don’t 

remember 

Frequency 

(%) 
PCP discusses options for specialist E8 2 (25) 5 (62.5) 1 (12.5) 
PCP helps with making appt for 

specialist 

E9 2 (25) 5 (62.5) 1 (12.5) 

PCP sends written info for reason for 

specialist visit 

E10 3 (37.5) 4 (50) 1 (12.5) 

PCP follows up after specialist visit E12 3 (37.5) 4 (50) 1 (12.5) 
Bring own med records to PCP F1 1 (10) 7 (70) 2 (20) 
Access to own medical record F2 6 (60) 2 (20) 2 (20) 
Availability of medical record F3 6 (60) 2 (20) 2 (20) 

Comprehensiveness of Services 

This section refers to the variety of services offered through a client’s PCP practice 

including prevention, health promotion, health coaching, immunizations, acute care of minor 

injuries, counseling for common mental health problems, connections to local resources, among 
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other services (Johns Hopkins Bloomberg School of Public Health, 2016). The results for this 

section (questions G2 through H7) are listed in Table 6. Greater than 50% of survey participants 

responded that most services listed in the survey are probably or definitely available through 

their PCP including immunizations, family planning, counseling for mental health issues, 

stitches, advices about healthy diet, sleep, and exercise, home safety, and medications. The only 

exception to services offered was only 40% of clients thought their PCP provided counseling on 

family conflicts. 

TABLE 6. Comprehensiveness of Services Provided and Available (N=10) 

PCAT Question Question 

# 

Definitely/ 

Probably 

Frequency 

(%) 

Probably Not/ 

Definitely Not 

Frequency 

(%) 

Not sure/ 

Don’t 

remember 

Frequency 

(%) 
Immunizations G2 7 (70) 1 (10) 2 (20) 

Family planning/birth control G6 5 (50) 2 (20) 3 (30) 

Counseling for mental health G8 6 (60) 2 (20) 2 (20) 

Sewing up a cut needing stitches G10 6 (60) 2 (20) 2 (20) 

Advice about healthy food and sleep H1 5 (50) 2 (20) 3 (30) 

Home safety & med storage H2 5 (50) 2 (20) 3 (30) 

Ways to handle family conflicts H4 4 (40) 3 (30) 3 (30) 

Advice about exercise H5 6 (60) 1 (10) 3 (30) 

Checking and discussing 

medications 

H7 7 (70) 0 (0) 3 (30) 

DISCUSSION 

This needs assessment was a voluntary survey of potentially vulnerable clients utilizing 

the Flagstaff Family Food Center for a free meal conducted over two separate site visits during 

dinner time hours. The study aims were to describe socio-demographic characteristics and health 

status of the FFFC clientele, including chronic disease and mental health conditions, as well as 

describe these clients’ access to care and healthcare utilization. The goal was to determine if this 
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population is considered vulnerable or has high rates of mental illness, and determine if they 

receive adequate primary care services. 

The socio-demographic survey results showed that the 60% of study participants were 

male, the average age was 55 years, compared with the 49.4% male population estimated for 

Coconino County (United States Census Bureau, n.d.). Per U.S. census data, 67.1% of Coconino 

County residents are between age 18 and 65 so it is not surprising that survey ages range from 35 

to 71 years of age (n.d.). The fact that most clients (80%) reported a RUCA score of 1, indicating 

they live in an urbanized area makes this population less likely to live in rural areas with very 

limited access to providers. However, Coconino County is designated as both a mental health 

professional and primary care health professional shortage area, with residents voicing concerns 

via a county needs assessment that access is poor and barriers include long distances, long waits, 

and provider shortages (Coconino County Public Health Services District, 2013). Thus, access to 

providers may still be challenging for this population, including finding transportation and long 

wait times for appointments. 

It can be assumed that because this survey was completed at a free food bank and soup 

kitchen that the majority of clients have some sort of socioeconomic disadvantage, though the 

FFFC serves anyone regardless of income. Low income, ethnicity, limited access to resources, 

and limited human capital (or productive potential, which is limited by lower education) 

characterizes this survey sample as vulnerable and thus higher risk for poor health outcomes in 

accordance with Aday’s definitions (Aday, 2001). 

Of survey participants 40% identified as American Indian or Alaska Native, which is 

higher than the Coconino County average of 27% (U.S. Census Bureau, n.d.). Racial and ethnic 
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minorities are considered vulnerable populations, often having poorer health, fewer resources, 

historical patterns of discrimination or segregation, more limited educational opportunities, and 

higher exposure to environmental risk factors often found in minority neighborhoods or 

communities when compared with the general population (Aday, 2001). This finding is not all 

that surprising given that the Flagstaff community is adjacent to the Navajo and Hopi 

reservations, and is where many of these Native American populations receive their healthcare. 

Patients are transferred from Indian Health Services healthcare facilities to Flagstaff for a higher 

level of care, and they are not always provided transportation back to their home communities. 

Limited resources in reservation communities also contribute to this population’s vulnerability to 

poor health outcomes. 

The fact that 100% of survey participants reported having health insurance coverage, 

primarily Medicaid or Medicare benefits, was a surprising finding. Lack of insurance coverage is 

one of the major barriers to quality care listed in studies evaluating primary care utilization and 

vulnerable patients, as well as a major factor for increased risk of vulnerability to poor health 

outcomes (Aday, 2001; Levinson Miller, Druss, Dombrowski, & Rosenheck, 2003; Shi & 

Stevens, 2005). That all participants are insured could be related to the recent changes 

implemented by the Affordable Care Act, and it will be interesting to see how this number 

compares to future Coconino County census results since the most recent data shows as many as 

14.6% of residents under 65 years of age are uninsured (U.S. Census Bureau, n.d.). This finding 

excludes insurance coverage as a potential barrier to this sample’s access to care and yet three 

clients report they do not have a PCP, and two are still utilizing the emergency department for 

most of their healthcare needs. Research has found that vulnerable populations are more likely to 
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use the emergency department for primary care and other healthcare needs than the general 

population (Small, 2011). Increased emergency department use has been linked to the barriers to 

primary care mentioned in this literature review including poverty, stigma, psychiatric 

symptoms, anxiety associated with the stigma of mental illness, substance use, as well as health 

disparities (Crayton, 2015; McCabe & Leas, 2008). It appears that even though participants have 

health insurance coverage, some clients still do not utilize a PCP for basic health maintenance or 

new concerns despite high numbers of reported chronic illness including depression and 

hypertension. Further investigation would be useful to find out if this is due to a lack of 

providers, difficulty getting appointments, transportation issues and travel times, price of copays, 

or lack of health literacy and ability to navigate the healthcare system. 

Several clients reported chronic illnesses including diabetes, hypertension, high 

cholesterol, or a combination of the three. The CDC estimates that about 1 in 3 adults, or 32% of 

Americans, has high blood pressure while in this sample it is as high as 50% of participants 

(2016). The CDC also estimates that as many as 9.3% of the U.S. population (or 29.1 million 

people) have diabetes, compared to 30% of this small sample (2015a). Of survey participants 

20% also reported high cholesterol, while the national estimate of adults is 12.1% of people 20 

years of age and over (CDC, 2017). The rates of these illnesses were higher than those of the 

national averages, which may be an effect of this being a vulnerable population, or the fact that 

patients with mental illness are at higher risk of obesity, heart disease, high cholesterol and 

diabetes (McCabe & Leas, 2008). In reviewing the literature one study found that in patients 

with SMI, as high as 88% of this population has at least one significant medical illness, while 

another study had similar results showing at least 74% of patients with SMI having a chronic 
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medical condition (Boardman, 2006). The high rates of comorbidities among this population is 

concerning since research has found that patients with mental illness die from cardiovascular 

related illness three times more often than the general population (McCabe & Leas, 2008). Much 

of this is related to lifestyle choices and medication side effects, but it is also thought to be 

related to vulnerability and barriers to primary care treatment, including poverty, substance 

abuse, the stigma of mental illness, transportation, deficiency in health literacy, difficulty 

keeping appointments, and difficulty communicating with providers less familiar with patients 

with mental illness (McCabe & Leas, 2008). These patients may have difficulty getting 

transportation to appointments, scheduling an appointment that is in a reasonable timeframe, or 

finding providers who know how to treat their medical condition without solely focusing on their 

mental illness. Many of these barriers mentioned are the same for vulnerable populations. 

Of total participants, 50% with a diagnosis of depression is high compared to the national 

average reported by the CDC that 16% of people over age 18 years of age in the United States 

have depression (CDC, 2013). SAMHSA estimates that as many as 18% of people in the United 

States experience some sort of anxiety disorder in a given year, so this group of participants also 

has higher rates of anxiety (30%) when compared to national levels (SAMHSA, 2015). As 

mentioned previously, patients with mental illness are already at risk of the social inequities of 

health and poor health outcomes, so it is not all that surprising that a number of these patients 

have multiple comorbidities and are in need of high quality care to manage these illnesses.  
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First Contact 

Several clients reported easy access to their PCP and regular utilization of services, while 

two clients deny having a PCP and primarily using the Emergency Department for care. The 

majority who reported a regular PCP also reported easy access to their PCP if needing a same 

day appointment, which is a surprising finding to anyone working in healthcare or seeking their 

own treatment who is often faced with one to three-month wait times. Only 50% reported they 

would go to their PCP for a specialist referral, which is also interesting since most Medicaid and 

Medicare plans require referrals for this, and concerning that these clients may not be receiving 

the care they need.  

Ongoing Care 

For these questions, over half of participant’s report that their PCP knows what problems 

are most important to them and treat them like a person rather than a medical problem, yet only 

30% report seeing the same provider each time. Ongoing care and follow up could be assumed to 

be lacking in these circumstances if the client has to see a new provider each visit since much of 

the appointment may often be spent reviewing history and developing a patient-provider 

relationship. With stigma being one of the barrier to vulnerable populations receiving primary 

care, it is crucial that this population has some consistency in providers in order to encourage 

regular follow up and adherence to treatment plans. 

Coordinated Care 

It should be noted that only eight participants responded to these questions relating to 

specialist referral and follow up (N=8), though all participants responded to the questions 

regarding medical records. Only 20% of clients reported discussing specialist options with their 



 

 

 

 

48 

PCP, which one can assume that the coordination of specialist care is deficient. This also applies 

in regards to specialist referrals and PCP follow up, which is essential when referring for mental 

health services and ensuring patients with mental illness are able to find specialized providers, 

schedule an appointment, and understand any new medications prescribed. The lack of 

communication between providers suggests a need for better integration of primary care and 

other services (particularly behavioral health), perhaps by improving partnerships or even 

referring patients to a more comprehensive combined behavioral and medical healthcare home.  

Comprehensiveness of Services 

In regards to services available, the majority of participants reported most services 

surveyed are available at their PCP’s office or clinic. It is questionable how often this services 

are actually being utilized by this population and if most services are offered to this population 

during most visits. In an article by Boardman et al., (2006) as well as an article by Druss et al., 

(2010) both studies found that patients with mental illness frequently do not receive the same 

preventive services and counseling at primary care appointments as that of the general 

population. One reason for this is quite often most of the appointment may be spent addressing 

the patient’s mental illness rather than other preventive and chronic illness concerns. With over 

half of participants reporting a mental illness diagnosis, it is concerning that these patients may 

not be receiving adequate counseling and preventive screenings. 

This study has several limitations. The first barrier is the small sample size that may not 

be representative of the entire population of clients utilizing the FFFC. It is beneficial that the 

data were collected over multiple site visits versus just one visit so that there was a new group of 

clients each day. Future studies would benefit from multiple visits at different times of year to 
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obtain a larger, more diverse sample in order to better understand the clientele’s socio-

demographics and use of primary care services. Another limitation is that survey results are 

based on clients’ self-reported answers, which may be subject to recall, misclassification bias, 

misinformation, or willingness to truthfully disclose personal information. A chart review may 

be more useful in understanding aspects from the providers’ perspective of the patient-primary 

care provider relationship, though this may be difficult if patients do not regularly go to 

appointments with their PCP. 

In retrospect, the PCAT tool appeared to be an appropriate tool for this population 

sample. It provided insights into the four domains of primary care access and utilization for this 

vulnerable population, and the sociodemographic survey provided information to better describe 

the sample’s characteristics. The language was understandable and well received by the study 

participants. It may be useful in the future to add some additional questions in regards to how 

long the participant has had insurance, as well as perceived health status. 

CONCLUSION AND RECOMMENDATIONS 

Vulnerable populations have the right to equal access to preventive and primary 

healthcare, as well as equivalent quality of care and quality of life as the general population. 

There are significant health disparities among vulnerable populations, particularly those with 

mental illness, resulting in higher mortality rates and shorter lifespans. Barriers to receiving 

primary care have been shown to be related to socioeconomic factors, access to providers, 

transportation, psychiatric illness symptoms, stigma, as well as provider perceptions and 

knowledge regarding treating patients with mental illness. Methods to increase primary care 

utilization and chronic disease management in vulnerable populations, particularly those with 



 

 

 

 

50 

mental illness, include colocation of services and integrated care models to essentially provide 

patients with a medical home that addresses all of their mental and physical health needs. 

This needs assessment conducted at the FFFC shows that this is a vulnerable population 

on multiple levels including low socioeconomic status, education, ethnicity, diagnoses of mental 

illness, and reported chronic illness. The findings from this survey were consistent with the 

literature review on the challenges for vulnerable populations accessing primary care services. 

Despite vulnerability, all of these clients self-reported having health insurance coverage, yet still 

do not appear to be receiving adequate healthcare services. The Flagstaff Family Food Center 

may use data from this pilot study in combination with further data collection among a larger 

sample and perhaps over several seasons to accommodate any seasonal variability, to identify 

and implement strategies to increase primary care utilization for vulnerable and SMI patients in 

the Flagstaff community and surrounding areas, including health literacy activities. This has the 

ability to improve overall quality of life, reduce emergency department visits and hospital 

admissions, and reduce the overall economic burden of mental illness and chronic disease in 

Coconino County. Some ways the FFFC is able to improve healthcare for their clientele include 

establishing formal partnerships with local community health and behavioral health clinics. The 

following recommendations are possible ways the FFFC could improve care for their clientele:  

• Improve health literacy and education through educational materials, health fairs, and 

even occasional classes offered after the free meal at the FFFC. This could include blood 

pressure management (including diet and lifestyle), blood glucose monitoring and 

diabetes education, coping mechanisms for depression and anxiety, and resources for 

further information and provider contact information. This may also include local 



 

 

 

 

51 

resources available for Native American populations utilizing the FFFC, including Sacred 

Peaks Health Center and Flagstaff branches of Indian Health Services. Local provider 

groups and health professions students from local or regional health professions programs 

may serve as potential resources.  

• Establish partnerships with local clinics serving low income and Medicaid populations 

such as North Country Healthcare, The Guidance Center, or the Poore Free Medical 

Clinic which cares for the uninsured. Develop health fairs monthly or quarterly at FFFC 

with these clinics, as well as referrals to set up actual appointments. Staff from these 

organizations may serve as potential resources, improving the continuity of care. The 

Poore Free Medical Clinic provides both medical and psychiatric services, as do North 

Country Healthcare and The Guidance Center which patients with Medicaid can utilize. 

• Establish the role of health navigator at the FFFC, by employing a social worker or 

registered nurse. The health navigator would be there multiple days per to educate clients 

and connect them with the healthcare resources they need. Federally funded health 

navigators are currently stationed at the Coconino County community health center and 

health department and may serve as potential resources. 

• Establish partnerships with neighboring tribal health promotion programs to ensure the 

needs of the large percentage (40%) of Native American/Alaskan Native clients utilizing 

the FFFFC. This population would receive information about resources that may be 

available to them. Cultural competency trainings could also be offered to staff and 

volunteers both at the FFFC and throughout the Flagstaff healthcare provider community.  
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These are small changes yet formal partnerships the FFFC could make to improve healthcare 

access to their clientele. System level changes such as maintaining legislation in support of the 

Affordable Care Act and increasing the number of behavioral health homes to provide quality 

integrated care need to be the future of improving health for vulnerable populations. Ideally by 

providing all vulnerable patients, particularly those will mental illness, appropriate primary care 

and chronic disease management, mortality rates in this population will decrease and average 

lifespan will be more comparable to that of the general population. 
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APPENDIX A: 

DEMOGRAPHIC SURVEY AND PRIMARY CARE ASSESSMENT TOOL 
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Demographics Survey 
 
What is your age: ___________ 
 
What is your Rural-Urban Commuting Area Code: _______________ 

 
What gender do you identify as: 
 [ ] Male 
 [ ] Female 
 [ ] Other: ________________________ 
 
What race do you identify as: 
 [ ] American Indian or Alaska Native 
 [ ] Hawaiian or Other Pacific Islander 
 [ ] Asian or Asian American 
 [ ] Black or African American 
 [ ] Hispanic or Latino 
 [ ] Non-Hispanic White 
 
What is your current insurance status: 
 
What is the name of your current healthplan:________________________ 
 
Please indicate if you have been diagnosed with any of these conditions in the past. Check all 
that apply: 
[ ] Diabetes  
[ ] High blood pressure  
[ ] High cholesterol 
 
Please indicate if you have been diagnosed with any of these conditions in the past. Check all 
that apply: 
[ ] Anxiety 
[ ] Depression 
[ ] Bipolar Disorder 
[ ] Psychosis 
[ ] Mood Disorder 
  
What is the highest level of school you have completed: 
[ ] less than high school 
[ ] high school 
[ ] associate’s degree 
[ ] bachelor’s degree 
[ ] post graduate school 
 

PCAT ASAS 1 
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B. FIRST CONTACT – UTILIZATION 

Please check the one best answer 

 Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

B1 When you need a regular general 

checkup, do you go to your PCP 

before going somewhere else? 

4  3  2  1  9  

B2 When you have a new health 

problem, do you go to your PCP 

before going somewhere else? 

4  3  2  1  9  

B3 When you have to see a specialist, 

does your PCP have to approve or 

give you a referral? 

4  3  2  1  9  

C. FIRST CONTACT - ACCESS 

Please check the one best answer 

 Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

C3 When your PCP is open and you get 

sick, would someone from there see 

you the same day? 

4  3  2  1  9  

C4 When your PCP is open, can you get 

advice quickly over the phone if you 

need it? 

4  3  2  1  9  

C5 When your PCP is closed, is there a 

phone number you can call when 

you get sick? 

4  3  2  1  9  

CJ When your PCP is closed and you 

get sick during the night, would 

someone from there see you that 

night? 

4  3  2  1  9  
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D. ONGOING CARE 

Please check the one best answer 

 Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

D1 When you go to your PCP’s, are you 

taken care of by the same doctor or 

nurse each time? 

4  3  2  1  9  

D4 If you have a question, can you call 

and talk to the doctor or nurse who 

knows you best? 

4  3  2  1  9  

D7 Does your PCP know you very well 

as a person, rather than as someone 

with a medical problem? 

4  3  2  1  9  

D9 Does your PCP know what problems 

are most important to you? 
4  3  2  1  9  

E. COORDINATION 

E2. Have you ever had a visit to any kind of specialist or special service? 

1  Yes 

2  No (Skip to question F1.) 

9  Not sure/don’t remember (Skip to question F1.) 

Please check the one best answer 

 Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

E8 Did your PCP discuss with you 

different places you could have gone 

to get help with that problem? 

4  3  2  1  9  

E9 Did your PCP or someone working 

with your PCP help you make the 

appointment for that visit? 

4  3  2  1  9  

E10 Did you PCP write down any 

information for the specialist about 

the reason for the visit? 

4  3  2  1  9  

E12 After you went to the specialist or 

special service, did your PCP talk 

with you about what happened at the 

visit? 

4  3  2  1  9  
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F. COORDINATION (INFORMATION SYSTEMS) 

Please check the one best answer 

 Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

F1 When you go to your PCP, do you 

bring any of your own medical 

records, such as shot records or 

reports of medical care you had in 

the past? 

4  3  2  1  9  

F2 Could you look at your medical 

record if you wanted to? 
4  3  2  1  9  

F3 When you go to your PCP, is your 

medical record always available? 
4  3  2  1  9  

G. COMPREHENSIVENESS (SERVICES AVAILABLE) 

Please check the one best answer 

Following is a list of services that you or 

your family might need at some time. For 

each one, please indicate whether it is 

available at your PCP’s office? 

Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

G2 Immunizations (shots) 4  3  2  1  9  

G6 Family planning or birth control 

methods. 
4  3  2  1  9  

G8 Counseling for mental health 

problems 
4  3  2  1  9  

G10 Sewing up a cut that needs stitches 4  3  2  1  9  

H. COMPREHENSIVENESS (SERVICES PROVIDED) 

Please check the one best answer 

In visits to your PCP, are any of the 

following subjects discussed with you? 

Definitely Probably Probably 

not 

Definitely 

not 

Not sure/don’t 

remember 

H1 Advice about healthy foods and 

unhealthy foods or getting enough 

sleep. 

4  3  2  1  9  

H2 Home safety, like getting and 

checking smoke detectors and 

storing medicines safely 

4  3  2  1  9  

H4 Ways to handle family conflicts that 

may arise from time to time 
4  3  2  1  9  

H5 Advice about appropriate exercise 

for you 
4  3  2  1  9  

H5 Checking on and discussing the 

medications you are taking 
4  3  2  1  9  
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APPENDIX B: 

LETTER OF SUPPORT 
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APPENDIX C: 

EVIDENCE APPRAISAL TABLE 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Boardman, J. 

(2006). Health 

access and 

integration for 

adults with serious 

and persistent 

mental illness. 

Familes, systems, & 

health, 24(1): 3-18. 

Evaluate 

development of an 

integrated model of 

behavioral and 

primary health care 

for patients with 

serious mental 

illness. 

Performance 

improvement 

project 

Retrospective 

record review, 

literature review 

and quasi 

experimental 

design. The 

intervention group 

would receive 

primary care from 

a nurse 

practitioner in the 

behavioral health 

setting, while the 

control group 

would receive 

treatment as usual.  

Patients were 

randomly selected 

into experimental 

and control 

groups from a 

group of 500 

patients with 

serious mental 

illness currently 

receiving 

outpatient mental 

health services in 

Salem, MA. 76 

patients 

completed the 

study, 39 in the 

experimental 

group and 37 in 

the control group. 
Patients had to be 

over 18 years old, 

be their own legal 

guardian, use 

behavioral health 

services, willing 

to participate, 

have an SMI 

diagnosis, and be 

able to provide 

informed consent. 

 

Data was collected 

between January 1, 

2003 and June 30, 

2003 from the 

behavioral health care 

records and nurse 

practitioner contacts 

(experimental group). 

Primary health care 

records were requested 

for both groups for the 

designated time 

period. Service 

utilization records 

were also obtained 

Emergency 

department visits 

were 42% lower in 

the experimental 

group compared with 

the control group. 

Routine contact with 

PCP was 50% higher 

in the control group, 

and physical 

examinations were 

70% higher. Health 

care screenings for 

hypertension and 

diabetes were 

significantly higher in 

the experimental 

group (44% 

compared with 0%). 
The experimental 

group had higher 

rates of nutritional 

counseling, as well as 

addiction counseling 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Druss, B. (2010). A 

randomized trial of 

medical care 

management for 

community mental 

health settings: the 

Primary Care 

Access, Referral, 

and Evaluation 

(PCARE) study. The 

American journal of 

psychiatry, 167(2): 

151-159. 

Tests a population 

based medical care 

management 

intervention to 

improve primary 

medical care in 

community mental 

health settings for 

patients with severe 

mental disorders.  

Not identified Patients in the 

intervention group 

had care managers 

that communicated 

and advocated for 

them with medical 

providers, 

provided health 

education to 

patients, and had 

additional support 

in overcoming 

barriers to 

healthcare and 

navigating the 

healthcare system. 

407 subjects were 

randomized to 

either care 

management or 

usual care by 

using a 

computerized 

algorithm.  

Interviews were 

conducted at 6 and 12 

months. 2 full time 

RNs followed a care 

protocol aimed at 

helping patients 

overcome patient, 

provider, and system 

level barriers to 

primary care often 

experienced by 

patients with mental 

disorders. Bivariate 

analyses were 

conducted to examine 

differences between 

groups, assess 

randomization, and 

compare baseline and 

follow up. Random 

regression was used to 

analyze changes in 

groups over time. 

 

 

 

 

 

 

 

 

 

At a 12 month follow 

up on the intervention 

group, 58.7% of 

patients had received 

recommended 

preventive services 

vs. only 21.8% of the 

control group. They 

were more likely to 

receive care for 

cardiometabolic 

conditions,have lower 

cardiovascular risk 

scores, and to have a 

primary care 

provider. Health 

related quality of life 

was also significantly 

improved in the 

intervention group 

and higher than the 

control group 

(z=3.15, p=0.002).  
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Kilbourne, A., 

Greenwald, D., 

Bauer, M., Charns, 

M., & Yano, E. 

(2012). Mental 

health provider 

perspectives 

regarding integrated 

medical care for 

patients with serious 

mental illness. Adm 

Policy Ment Health, 

39: 448-457.  

To understand 

mental health 

provider and general 

medical provider 

perspectives related 

to barriers and 

facilitators of 

integrated care for 

patients with SMI.  

Not identified Qualitative study 

in which providers 

were interviewed 

in depth via 

telephone. 

Providers from a 

national sample of 

Veteran Health 

Administration 

Facilities that 

scored in the top 

or bottom 

percentile of 

medical care 

quality. A sub 

sample of 8 

facilities was 

selected by 

stratified 

purposeful 

sampling by 

region and quality 

of care scores. 4 

had high scores 

and 4 had low 

scores on 

processes of care 

measures. 32 

providers were 

interviewed.  

 

 

 

 

 

 

 

Interviews were 45-60 

minutes each and 

included a set of 

planned questions as 

well as probes for each 

question based on 

initial response. 

Grounded theory was 

used in reviewing 

interview notes and 

coding themes were 

identified in addition 

to predetermined 

themes based on 

previously established 

barriers.  

Common themes 

included barriers in 

communication, 

responsibility, 

accountability, 

coordination of 

medical procedures, 

and general medical 

provider perceptions 

of SMI patients.  
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Kilbourne, A., 

Pierraglia, P., Lai, 

Z., Bauer, M. 

Charns, M., 

Greenwald, D., 

Welsh, D., 

McCarthy, J., & 

Yano, E. (2011). 

Quality of general 

medical care among 

patients with serious 

mental illness: Does 

colocation of 

services matter? 

Psychiatric services, 

62(8): 922-928. 

Conducted to 

determine whether 

patients with SMI 

receiving care in 

VA mental health 

programs with 

colocated general 

medical clinics were 

more likely to 

receive adequate 

medical care than 

patients in programs 

without colocated 

medical clinics. 

Not identified Cross sectional 

study involving a 

chart review of a 

random sample of 

VA patients with 

SMI under specific 

care programs. 

The chart review 

evaluated quality 

indicators 

including common 

preventive 

screenings and 

outcomes for 

common 

conditions (HTN, 

DM blood sugar, 

and lipid control). 

Patients at to have 

at least one 

diagnosis of SMI 

in FY 2006 or 

2007 and was 

based on ICD-9 

codes 

(schizophrenia, 

schizoaffective 

disorder, bipolar 

disorder or other 

psychotic 

disorders). They 

were randomized 

from VA facilities 

and the VA 

Mental Health 

Program Survey. 

Data was collected 

through chart reviews. 

Process of care 

indicators were 

evaluated including 

diabetes-related foot 

exams, diabetes-

related retinal exams, 

screenings for 

colorectal cancer, 

breast cancer 

screening, alcohol 

misuse, & tobacco 

cessation counseling. 

Outcome indicators 

included blood 

pressure control 

(<140/90), HbA1C 

level (<9%), lipids 

(LDL<120).  

 

 

 

 

 

 

 

 

 

 

 

 

SMI patients 

receiving care at 

colocated clinics 

(compared to those 

without colocation) 

were more likely to 

receive foot exams 

(OR=1.87, p<0.05), 

colorectal cancer 

screenings, and 

alcohol misuse 

screenings. Blood 

pressure control was 

also significantly 

better although this 

was not the case with 

HgbA1c.  
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

McCabe, M. & 

Leas, L. (2008). A 

qualitative study of 

primary health care 

access, barriers, and 

satisfaction among 

people with mental 

illness. Psychology, 

Health & Medicine, 

13(3): 303-312. 

 

Qualitative study 

assessing access and 

satisfaction with 

health care services 

among patients with 

mental illness. This 

study also seeks to 

find barriers to 

services among 

mental health pts. 

Not identified Data was collected 

through semi-

structured 

interviews 

including 14 open 

ended questions 

for the psychiatric 

patients. 

Healthcare 

providers were 

interviewed with 9 

open ended 

questions.  

20 participants 

who attended 

psychiatric 

rehabilitation 

centers and were 

either diagnosed 

with 

schizophrenia or 

major depressive 

disorder. 15 

mental health 

facilities were 

approaches and 7 

agreed to 

participate in the 

study. Patients 

were recruited by 

posters. 

16 mental health 

care providers 

were interviewed. 

Interviews were 

recorded (with the 

exception of 3 

participants objecting 

and were thus written 

by hand). Common 

themes were identified 

and continually 

revised, refined, and 

reshaped as themes 

emerged.  

Themes from the 

perspectives of the 

psychiatric patients 

included awareness 

and access to 

services, barriers, 

quality of care, 

technical quality of 

health care providers, 

time, communication 

with providers, 

financial aspects, 

general satisfaction, 

and improvement of 

services 

Themes identified in 

the provider group 

that they see as 

barriers for mental 

health patients 

include limited 

knowledge about 

health, limited 

financial resources, 

fear, stigma, lack of 

social support, and 

feelings of 

disempowerment and 

low self-esteem. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Mitchell, A., 

Malone, D., & 

Doebbeling, C. 

(2009). Quality of 

medical care for 

people with and 

without comorbid 

mental illness and 

substance misuse: 

systematic review of 

comparative studies. 

The British journal 

of psychiatry 194: 

491-499. 

 

To investigate 

whether the quality 

of medical care 

received by mental 

health patients is 

different from the 

care received by 

patients without 

mental illness. 

Not identified Systematic review 

of current 

literature that 

evaluates quality 

of medical care 

received by 

patients with and 

without mental 

illness 

Studies were 

found by 

searching 

MEDLINE, 

EMBASE, 

PsychINFO and 

other databases 

using specific 

search terms 

related to chronic 

illness and SMI. 

Specific date 

ranges were 

identified and 

studies had to be 

inclusion criteria . 

The preliminary 

search yielded 

428 results that 

were then 

narrowed down to 

40 that actually 

compared patients 

with and without 

mental health 

problems. 

Studies had to include 

quality of care 

evaluation including 

access, outcome, 

patient experience, 

process, and structure. 

Once the studies to be 

reviewed were 

identified they were 

divided into types of 

care including general 

medicine, 

cardiovascular, 

diabetes care, 

HIV/hepatitis, and 

cancer care and 

compared. 31 

comparative studies 

were evaluated, 

Results varied in the 

studies as far as the 

magnitutue of 

inequality in quality 

of care, though in 

general, mental 

illness seemed to 

affect quality of care 

in all disease states. 

Cardiovascular and 

diabetes care were the 

most studied and 

most studies found 

inferior care of 

mental health patients 

to varying degrees.  

Explanations for 

inequalities included 

competing demands 

for mental and 

physical 

interventions, 

adherence to 

treatment, attendance 

to follow up 

appointments, access, 

provider attitude, and 

substance use. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Ross, L., Vigod, S., 

Wishart, J., Waese, 

M., Spence, J., 

Oliver, J., 

Chambers, J., 

Anderson, S., & 

Shields, R. (2015). 

Barriers and 

facilitators to 

primary care for 

people with mental 

health and/or 

substance use 

issues: a qualitative 

study. BMC Family 

Practice, 16(135): 

1-13. DOI 

10.1186/s12875-

015-0353-3 

 

Qualitative study 

aiming to identify 

the mechanisms 

underlying poor 

primary care access 

for patients with 

mental health and/or 

substance use issues 

Grounded theory 

 

Community based 

participatory action 

Semi-structured 

interviews with 

both patients and 

service providers. 

N=85 adults self-

identified as 

having SMI 

and/or substance 

use issues 

 

N=17 service 

providers from 

various 

disciplines who 

work with this 

population 

Interviews were 

recorded and 

transcribed verbatim 

and then analyzed 

using the grounded 

theory to identify 

emergeing categories 

and key themes. Then 

a coding framework 

was developed to 

organize the barriers 

and facilitators to 

primary care into 

themes at client, 

service provider, and 

system levels. 

Client level factors 

included socio-

economic factors 

such as housing, 

access, and poverty as 

well as mental health 

experiences such as 

medication side 

effects, substance use, 

mental health 

symptoms such as 

anxiety and 

psychosis, and 

stigma.  

Provider factors 

included knowledge 

regarding mental 

health and substance 

use, scope of practice, 

& attitudes and 

beliefs towards 

mental health and 

substance use.  

Systems level factors 

included finding a 

provider, timing, lack 

of availability, and 

lack of collaboration 

of care and 

communication 

amongst providers. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Shackelford, J., 

Sirna, M., 

Mangurian, C., 

Diley, J., & 

Shumway, M. 

(2013). Descriptive 

analysis of a novel 

health care 

approach- Reverse 

colocation-Primary 

care in a community 

mental health 

“home.” The 

Primary Care 

Companion for CNS 

Disorders, 15(5). 

doi: 

10.4088/PCC.13m0

1530 

 

Assessed 

demographic, 

mental, and physical 

health variables of 

patients at a 

community mental 

health “home.” 1 

group of patients 

was receiving 

collocated primary 

care, and the other 

randomly chosen 

group of patients 

were only receiving 

mental health 

services. 

Not identified Retrospective 

chart review from 

January 2006- 

June 2011 

N=143 all 

colocation 

patients 

N=156 randomly 

chosen patients 

receiving only 

mental health 

services.  

Chart review from the 

initial opening of the 

colocated primary care 

clinic to June 2011. 

Data included intake 

demographics, 

psychiatric 

information, medical 

diagnosis recorded by 

organ system, number 

of medical and 

psychiatric 

hospitalizations, and # 

of ED visits. T tests 

and x2 tests were done 

using SPSS software 

to compare the groups.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Colocation patients 

had higher numbers 

of hospitalizations 

(mean=1.07, vs. 0.23 

in control group), 

were more likely to 

be homeless, and had 

a higher likelihood of 

needing significant 

case management. 

The colocation group 

was not more 

medically ill than the 

mental health group. 

Colocation services 

appeared to be 

allocated based on 

severity of psychiatric 

illness rather then 

medical illness. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Ungar, T., 

Goldman, S., & 

Marcus, M. (2013). 

Reversed shared 

care in mental 

health: Bringing 

primary physical 

care to psychiatric 

patients. Canadian 

journal of 

community health, 

32(3): 1-17. 

To evaluate a new 

service to improve 

primary physical 

health care by 

providing 

collaborative, shared 

care in a colocation 

clinic. 

Shared care model Descriptive study 

to assess the utility 

of NYGH’s 

implementation of 

the Reverse 

Shared Care 

Primary Care Pilot 

Project over a 3 

month period from 

Jan to March 

2010.  

25 patients were 

seen by the 

primary care MD 

in this 3 month 

period, including 

50 office visits.  

Number of visits, age, 

gender, diagnoses 

(both mental and 

physical), referrals, 

and services provided 

were all evaluated. 

Services provided the 

most by the primary 

care doctor included 

intake assessment, 

diagnostics, 

medication review, 

physicals, and 

referrals. The most 

common referrals 

were to dietitians, 

additional mental 

health services, and 

addiction services. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Zeber, J., Copeland, 

L., McCarthy, J., 

Bauer, M., & 

Kilbourne, A. 

(2009). Perceived 

access to general 

medical and 

psychiatric care 

among veterans 

with bipolar 

disorder. Am J 

Public Health, 99: 

720-727. 

To identify 

associations 

between patient 

characteristics and 

patient reported 

barriers in accessing 

mental health 

services and general 

medical services in 

patients with bipolar 

disorder. 

Becker’s Health 

Belief Model 

 

Andersen-Aday 

Behavioral Health 

Model 

Cross sectional 

design study that 

utilized adapted 

surveys. Patients 

answered 

questions 

regarding access to 

mental health and 

general medical 

treatment.  

Patients were 

recruited from the 

Continuous 

Improvement for 

Veterans in Care-

Mood Disorders 

study which 

included patients 

from a VA mental 

health facility in 

Pennsylvania 

from 2004-2006. 

Patients had to 

have a diagnosis 

of bipolar 

disorder, 

cyclothymia, or 

schizoaffective-

bipolar subtype on 

chart review.  

Data was self reported 

on the Cunningham et 

al. instrument survey 

and also answered 

questions regarding 

wait times, lag times 

between visits, recent 

access to treatment, 

emergency department 

visits. Living situation 

was also assessed 

including 

homelessness, living 

alone, as well as 

transportation. Recent 

substance abuse was 

assessed. The internal 

state scale was utilized 

to evaluate mood state 

among bipolar 

patients. Multivariable 

logistic regression 

models were used to 

predict probability of 

perceiving poor access 

for each item on the 

Cunningham et al., 

instrument. SAS 9.2 

was used to conduct 

analyses. 

Enabling factors and 

perception of need 

were most influential 

in predicting self-

reported barriers in 

accessing care. 

Patients identified 

low levels of social 

support, 12% had 

recently been 

homeless, and 16% 

lived more than 50 

miles from a VA 

facility. 28% of 

patients reported 

substance abuse in 

past year, and 55% 

were experiencing 

affective disorder 

symptoms. Other 

barriers identified 

included 

transportation, access 

to services, lack of 

access to specialist, 

treatment sites being 

inconvenient in 

location, and costs.  
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APPENDIX D: 

IRB HUMAN SUBJECTS REVIEW 
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 1618 E. Helen St. P.O. Box 245137 

 Tucson, AZ 85724-5137 

 Tel: (520) 626-6721 

 http://rgw.arizona.edu/compliance/home 

 Human Subjects 

 Protection Program 

 

Date: January 30, 2017 
Principal Investigator: Eve Grinnell Barnett 
Protocol Number: 1701134592 
Protocol Title: Access to Primary Care Among Patients with Mental Illness in a Rural Setting 
Level of Review: Exempt 
Determination: Human Subjects Review Not Required 

 

The project listed above does not require oversight by the University of Arizona because the 

project does not meet the definition of 'research' and/or 'human subject'. 
 

Not Research as defined by 45 CFR 46.102(d): As presented, the activities described 

above do not meet the definition of research as cited in the regulations issued by the U.S. 

Department of Health and Human Services which state that "research means a systematic 

investigation, including research development, testing and evaluation, designed to contribute 

to generalizable knowledge". 
 

Not Human Subjects Research as defined by 45 CFR 46.102(f): As presented, the 

activities described above do not meet the definition of research involving human subjects 

as cited in the regulations issued by the U.S. Department of Health and Human Services 

which state that "human subject means a living individual about whom an investigator 

(whether professional or student) conducting research obtains data through intervention or 

interaction with the individual, or identifiable private information". 
 

Note: Modifications to projects not requiring human subjects review that change the nature 

of the project should be submitted to the Human Subjects Protection Program (HSPP) 

for a new determination (e.g. addition of research with children, specimen collection, 

participant observation, prospective collection of data when the study was previously 

retrospective in nature, and broadening the scope or nature of the research question). 

Please contact the 

HSPP to consult on whether the proposed changes need further review. 
 

The University of Arizona maintains a Federalwide Assurance with the Office for Human 

Research Protections (FWA #00004218). 

 

http://rgw.arizona.edu/compliance/home
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APPENDIX E: 

DISCLOSURE STATEMENT 
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Access to Primary Care Among Vulnerable Patients in a Rural Setting 

Eve Barnett 

The purpose of this evaluation is to conduct a needs assessment to evaluate health status and 

access to primary care and utilization of Flagstaff residents utilizing the Flagstaff Family Food 

Center. The goal of this survey is to provide the Flagstaff Family Food Center information about 

the health needs of their guests and to help improve access to healthcare services in the 

community.  

If you choose to take part in this study, you will be asked to answer survey questions asked by 

myself, the Principle Investigator. It will take approximately 15-25 minutes to complete this 

survey. There are no foreseeable risks associated with participating in this research and you will 

receive no immediate benefit from your participation. The data collected in the survey will be 

used to make recommendations of ways to improve access to healthcare services for Northern 

Arizona residents. No identifiable information will be recorded.  

If you choose to participate in the study, you may discontinue participation at any time without 

penalty. In addition, you may skip any question that you choose not to answer. By participating, 

you do not give up any personal legal rights you may have as a participant in this study. An 

Institutional Review Board responsible for human subjects’ research at The University of 

Arizona reviewed this research project and found it to be acceptable, according to applicable 

state and federal regulations and University policies designed to protect the rights and welfare of 

participants in research.  

For questions, concerns, or complaints about the study, you may call Eve Barnett, RN, 

FNP/PMHNP student, at (805) 500-8632.  

By taking this survey you agree to have your responses used for research purposes. 

 



 

 

 

 

75 

REFERENCES 

Aday, L. (2001). At risk in America: the health and health care needs of vulnerable populations 

in the United States [e-book]. San Francisco: Jossey-Bass.  

Aday, L. (1994). Health status of vulnerable populations. Annu Rev Public Health, 15, 487-509. 

Arizona AHEC. (2012). Arizona Rural Health Workforce Trend Analysis 2007-2010 [PDF 

document]. Retrieved from 

http://azahec.uahs.arizona.edu/sites/default/files/u13/azworkforcetrend07-10.pdf 

Boardman, J. (2006). Health access and integration for adults with serious and persistent mental 

illness. Families, Systems, & Health, 24(1), 3-18. 

Centers for Disease Control and Prevention. (2011). CDC report: mental illness surveillance 

among adults in the United States. Retrieved from 

http://www.cdc.gov/mentalhealthsurveillance/ 

Centers for Disease Control and Prevention. (2017). Cholesterol. Retrieved from 

https://www.cdc.gov/nchs/fastats/cholesterol.htm 

Centers for Disease Control and Prevention. (2015). Chronic disease prevention and health 

promotion. Retrieved from http://www.cdc.gov/chronicdisease/index.htm 

Centers for Disease Control and Prevention. (2013). Depression. Retrieved from 

https://www.cdc.gov/mentalhealth/data_stats/depression.htm 

Centers for Disease Control and Prevention. (2016). High blood pressure fact sheet. Retrieved 

from https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_bloodpressure.htm 

Centers for Disease Control and Prevention. (2011a). Mental health basics. Retrieved from 

http://www.cdc.gov/mentalhealth/basics.htm 

Centers for Disease Control and Prevention. (2015a). 2014 National diabetes statistics report. 

Retrieved from https://www.cdc.gov/diabetes/data/statistics/2014statisticsreport.html 

Coconino County Public Health Services District. (2013). Coconino County community health 

assessment [PDF document]. Retrieved from 

http://coconino.az.gov/DocumentCenter/View/2480 

Crayton, D. (2015). Emergency department use and vulnerable populations: federal initiatives 

emphasize patients with mental health needs. Retrieved from http://nurse-practitioners-

and-physician-assistants.advanceweb.com/Features/Articles/Emergency-Department-

Use-and-Vulnerable-Populations.aspx 



 

 

 

 

76 

Crowley, R. & Kirschner, N. (2015). The integration of care for mental health, substance abuse, 

and other behavioral health conditions into primary care: executive summary of an 

American College of Physicians paper. Annals of Internal Medicine, 163(4), 298-299. 

Druss, B., von Esenwien, S., Compton, M., Rask, K., Zhao, L., & Parker, R. (2010). A 

randomized trial of medical care management for community mental health settings: the 

primary care access, referral, and evaluation (PCARE) study. The American Journal of 

Psychiatry, 167(2), 151-159. 

EideBailly. (2015). Community health needs assessment [PDF document]. Retrieved from 

https://tgcaz.org/documents/CHNA.pdf 

Flagstaff Family Food Center Food Bank and Kitchen. (2015). Food bank and kitchen programs. 

Retrieved from http://hotfood.org/programs/ 

Frances, A. (2014). Having a severe mental illness means dying young: a shameful lack of 

progress report. Retrieved from https://www.psychologytoday.com/blog/dsm5-in-

distress/201412/having-severe-mental-illness-means-dying-young 

Hyde, P. (2012). Behavioral health-why it matters and how SAMHSA can help [PDF document]. 

Retrieved from http://www.cdc.gov/nchs/ppt/nchs2012/PLENARY-II_HYDE.pdf 

Johns Hopkins Bloomberg School of Public Health. (2016). Primary care assessment tools. 

Retrieved from http://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-

primary-care-policy-center/pca_tools.html 

Kilbourne, A., Greenwald, D., Bauer, M., Charns, M., & Yano, E. (2012). Mental health 

provider perspectives regarding integrated medical care for patients with serious mental 

illness. Adm Policy Ment Health, 39, 448-457. 

Kilbourne, A., Pierraglia, P., Lai, Z., Bauer, M. Charns, M., Greenwald, D., Welsh, D., 

McCarthy, J., & Yano, E. (2011). Quality of general medical care among patients with 

serious mental illness: does colocation of services matter? Psychiatric Services, 62(8), 

922-928. 

Levinson Miller, C., Druss, B., Dombrowski, E., & Rosenheck, R. (2003). Barriers to primary 

medical care among patients at a community mental health center. Psychiatric Services, 

54(8), 1158-1160. 

Marmot, M. & Bell, R. (2012). Fair society, healthy lives. Public Health, 127, S4-S10. 

McCabe, M. & Leas, L. (2008). A qualitative study of primary health care access, barriers, and 

satisfaction among people with mental illness. Psychology, Health & Medicine, 13(3), 

303-312. 



 

 

 

 

77 

Mitchell, A., Malone, D., & Doebbeling, C. (2009). Quality of medical care for people with and 

without comorbid mental illness and substance misuse: systematic review of comparative 

studies. The British Journal of Psychiatry 194, 491-499. 

Office of Disease Prevention and Health Promotion. (2016). Determinants of health. Retrieved 

from http://www.healthypeople.gov/2020/about/foundation-health-

measures/Determinants-of-Health#social 

Polit, D. & Beck, C. (2012). Nursing research: generating and assessing evidence for nursing 

practice (9th ed.). China: Wolters Kluwer | Lippincott Williams & Wilkins. 

Preda, A. & Volgt, K. (2015). The social determinants of health: why should we care? American 

Journal of Bioethics, 15(3), 25-36.  

Primary Care Policy Center. (1998). Adult primary care assessment tool-short version [PDF 

document]. Used with permission from http://www.jhsph.edu/research/centers-and-

institutes/johns-hopkins-primary-care-policy-center/pca_tools.html 

Raney, L., Friedebach, K., Wahrenburger, T., Levine, J., & Girois, S. (n.d.). Primary care 

providers working in mental health settings: improving health status in persons with 

mental illness [PowerPoint slides]. Retrieved from 

http://www.integration.samhsa.gov/search?query=serious+mental+illness+definition 

Ross, L., Vigod, S., Wishart, J., Waese, M., Spence, J., Oliver, J., Chambers, J., Anderson, S., & 

Shields, R. (2015). Barriers and facilitators to primary care for people with mental health 

and/or substance use issues: a qualitative study. BMC Family Practice, 16(135), 1-13. 

doi:10.1186/s12875-015-0353-3 

SAMHSA. (2016). Homelessness and housing. Retrieved from 

http://www.samhsa.gov/homelessness-housing 

SAMHSA. (2015). Mental disorders. Retrieved from https://www.samhsa.gov/disorders/mental 

SAMHSA. (2014). Projections of national expenditures for treatment of mental and substance 

use disorders, 2010-2020 [PDF document]. Retrieved from 

http://store.samhsa.gov/shin/content/SMA14-4883/SMA14-4883.pdf 

Shackelford, J., Sirna, M., Mangurian, C., Diley, J., & Shumway, M. (2013). Descriptive 

analysis of a novel health care approach-reverse colocation-primary care in a community 

mental health “home.” The Primary Care Companion for CNS Disorders, 15(5). 

doi:10.4088/PCC.13m01530 

Shi, L., Starfield, B., & Xu, J. (2001). Validating the adult primary care assessment tool. Journal 

of Family Practice, 50(2), E1. 



 

 

 

 

78 

Shi, L. & Stevens, G. (2005). Vulnerability and unmet health care needs: the influence of 

multiple risk factors. Journal of General Internal Medicine, 20, 148-154. 

Small, L. (2011) Determinants of physician utilization, emergency room use, and 

hospitalizations among populations with multiple health vulnerabilities. Health, 15(5), 

491-516. 

The American Journal of Managed Care. (2006). Vulnerable populations: who are they? The 

American Journal of Managed Care, 12(13), S348-S352. 

The Johns Hopkins Primary Care Policy Center. (n.d.). Definitions: what is primary care? 

Retrieved from http://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-

primary-care-policy-center/definitions.html 

Ungar, T., Goldman, S., & Marcus, M. (2013). Reversed shared care in mental health: bringing 

primary physical care to psychiatric patients. Canadian Journal of Community Health, 

32(3), 1-17. 

United States Census Bureau. (n.d.) QuickFacts: Flagstaff city, Arizona. Retrieved from 

http://www.census.gov/quickfacts/table/PST045215/00,0423620 

United States Department of Agriculture. (2016). Rural-urban commuting area codes. Retrieved 

from https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx 

U.S. Department of Health and Human Services. (1979). The Belmont report: ethical principles 

and guidelines for the protection of human subjects of research. Retrieved from 

http://www.hhs.gov/ohrp/humansubjects/guidance/belmont.html 

WWAMI RUCA Rural Health Research Center. (n.d.). RUCA data code definitions: version 2.0. 

Retrieved from http://depts.washington.edu/uwruca/ruca-codes.php 

World Health Organization. (2008). Closing the gap in a generation: health equity through action 

on social determinants of health [PDF document]. Retrieved from 

http://apps.who.int/iris/bitstream/10665/69832/1/WHO_IER_CSDH_08.1_eng.pdf 

World Health Organization. (2016). Backgrounder 3: key concepts [PDF document]. Retrieved 

from http://www.who.int/social_determinants/final_report/key_concepts_en.pdf?ua=1 

Zeber, J., Copeland, L., McCarthy, J., Bauer, M., & Kilbourne, A. (2009). Perceived access to 

general medical and psychiatric care among veterans with bipolar disorder. Am J Public 

Health, 99, 720-727. 


	INTRODUCTION
	Vulnerable populations, particularly those with mental illness, are at a significantly higher risk of developing chronic health comorbidities and facing barriers to regular healthcare, often resulting in a shorter lifespan than the average population....
	Background
	Local Problem
	Purpose Statement
	Study Aims
	FRAMEWORK AND CONCEPTS
	Theoretical Framework
	Concepts
	SYNTHESIS OF EVIDENCE
	Barriers to Primary Care for SMI Patients
	Trials of Colocation of Primary Care and Mental Health Services
	Strengths, Weaknesses, and Gaps
	METHODS
	Design
	Setting
	Sample
	Data Collection
	Ethical Considerations
	Data Analysis
	Dissemination
	DISCUSSION
	Demographics Survey
	What is your age: ___________
	What is your Rural-Urban Commuting Area Code: _______________

	What is the name of your current healthplan:________________________
	Access to Primary Care Among Vulnerable Patients in a Rural Setting
	Eve Barnett
	Marmot, M. & Bell, R. (2012). Fair society, healthy lives. Public Health, 127, S4-S10.

