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ABSTRACT 

The purpose of this DNP project was to conduct a survey of persons with a mental illness 

to ascertain their experiences, good or bad, when seeking health care services. Persons with a 

mental health diagnosis have significantly higher rates of chronic diseases including 

hypertension, cardiovascular issues, diabetes, obesity, asthma, cancer, respiratory illnesses, and 

gastrointestinal problems, when compared to the general population without a mental health 

diagnosis. In addition, persons with a mental health diagnosis have higher rates of tobacco and 

alcohol abuse. Persons with a mental health diagnosis have a significantly higher premature 

mortality rate when compared to the general population without a mental health diagnosis. This 

gap is widening and needs to be mitigated to prevent further disparity in healthcare outcomes in 

this population. 

A needs assessment, designed as a quality improvement project, was been chosen to 

guide the methodology of the DNP project aims that include: 1) assess barriers to accessing 

primary care as described by patients with a mental illness using the structured PCAT survey 

tool, 2) analyze the findings from the survey and develop a plan to address the patient described 

barriers to accessing primary care, and 3) implement a corrective action based upon findings 

from the PCAT survey, to minimize barriers to primary care for persons with mental illness in 

this urban clinic setting. The participants (n=7) answered between 22 to 27 questions about their 

perceptions of care at their primary care clinic. A descriptive analysis of the data was performed 

to describe patient’s perceptions to four domains of care.  

Participants reported a perceived lack of access to someone in a timely manner as 

troublesome. This resulted in the participant’s report of apathy about their own wellness and 
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management of acute or chronic illnesses. The lack of availability of their identified PCP 

resulted in participant’s acknowledgement that use of the emergency department (ED) as the 

most viable option. Although the PCAT did not question for use of the ED, most subjects 

acknowledged use of the ED when the need arose. The research unanimously agrees that ED 

usage is more expensive when compared to the same treatment delivered in the primary care 

office. When ED replaces primary care there is a cost to the health and well-being of the patient. 

The implications are that many chronic diseases are being managed in the ED and that follow up 

and continuous management of illness is lacking in persons with a mental illness.  

An unexpected realization from doing this project was that participants were picking up 

on a perception that their PCP was indifferent with providing care. This perception of 

indifference made clients feel apathetic about their own management of their illnesses. The lack 

of patient/provider relationship was very evident. It remains unclear if this perception affected 

behaviors that are not conducive toward the participant’s active involvement in lifestyle changes 

that would improve their chronic health issues. Another realization that became evident is the 

role of the advanced practice nurse provider. Advance practice nurse providers need to be 

instrumental in seeking evidence to support efforts for enhanced clinical practice through such 

efforts as QI projects. 
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INTRODUCTION 

Medical care providers are continuously seeking to improve quality in patient care 

services. In the wake of national healthcare reform, a high priority is placed upon improving 

excellence and proficiency within the healthcare system. Expenditures and gaps in health care 

are not equally distributed throughout various patient populations, with an estimated five percent 

of the general population accounting for half of all health care expenditures (Druss & Walker, 

2011). Research indicates that a stronger collaboration among primary care and mental health 

providers may significantly reduce excessive health care expenses, allowing for timelier 

preventative health care measures, and reduced hospital readmission or excessive emergency 

department usage rates in persons experiencing a mental illness (Rocha et al., 2011). Further 

research is urgently needed to understand and address the reasons why those with mental illness 

do not seek primary care interventions to support their health care needs. This DNP quality 

improvement (QI) project was designed as a survey approach to collect data from patients with a 

mental health illness. This QI project illuminated areas to strengthen collaboration and integrated 

care among primary care providers and mental health practitioners, further influencing positive 

outcomes in patients experiencing mental health issues.  

Background 

The Institute of Medicine (IOM) released a report in 2015 that the needs of persons with 

mental illness are not being met; resulting in this population being grossly underserved (Hyde & 

Frank, 2015). Persons with a mental health diagnosis have significantly higher rates of chronic 

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

respiratory illnesses, and gastrointestinal problems (McCabe & Leas, 2008). It is well researched 
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that they also experience higher rates of tobacco and alcohol abuse (CDC, 2011). Healthy People 

2020 advise that access to health is important, and have established goals that consist of gaining 

entrance into the health care system based on geographic availability, and partnership among 

providers that promote safety and trust as a way to fostering an open communication style 

(HealthyPeople.gov, n.d.). 

Research has shown that patients with a mental illness do not receive the same preventive 

services as patients without a mental health diagnosis (Hyde, 2012). Chronic disease 

management accounts for an estimated 86% of the United States’ annual healthcare costs (CDC, 

2015). The Substance Abuse and Mental Health Services Administration (SAMHSA) estimates 

that by 2020, public and private spending on mental health and substance use disorder treatment 

in the U.S. will total over $280.5 billion, up from $171.7 billion in 2009 (SAMHSA, 2014). 

Leaders in public and population health convey the importance of primary care intervention 

needed to optimize health, offering treatment of chronic illnesses at the appropriate level and 

encouraging patient engagement in preventative care practices.  

In persons with private insurance, chronic illnesses tend to be managed by a primary care 

provider. In persons on Medicaid, these same chronic illnesses are managed in spurts by use of 

the emergency department (ED). ED utilization is a focus of concern in healthcare leadership 

(Caster, Lewin, Lin, & Hewner, 2016). Emergency department utilization continues to increase 

over the last twenty years and is associated with adverse health outcomes and increased 

healthcare costs (Flores-Mateo, Violan-Fors, Carrillo-Santisteve, Peiro, & Armigon, 2012). It 

appears that persons on Medicaid have replaced seeking primary care providers with ED visits to 

meet their health care needs (Flores-Mateo et al., 2012). Literature indicates the perception that 
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the primary care system is insensitive and unresponsive to the needs of persons on Medicaid 

(Krupski et al., 2014). The pattern of using the ED for management of health conditions typically 

managed by a primary care provider (PCP) is that the chronic conditions are not well-controlled, 

often worsens, and over time result in what is perceived as a preventable medical hospitalization 

(Castner, Yin, Loomis, & Hewner, 2016). It is believed that patients who receive routine primary 

care would be less likely to use the ED for their health care needs and, may influence and have a 

much more positive impact on overall healthcare costs. 

Significance to Healthcare and Advanced Nursing Practice 

Social and economic determinants of health status and the existence of access to care 

disparities have been well-documented (Carrillo et al., 2011). As advanced practice nurses, we 

are delegated to evaluate quality of care issues and be aware of how this impacts our practice. 

The advanced practitioner needs to assess safety and quality management problems with the 

healthcare environment and identify potential interventions for safety and quality improvement. 

Management of chronic diseases requires a holistic approach that requires patient 

cooperation. Nurse practitioners have been able to move away from the medical model because 

of our relationship with the patient. This special relationship results in a partnership that help 

patients help themselves. Advanced practice nurses provide much of the healthcare in the public 

and private sector. According to the Agency for Healthcare Research and Quality there are 

106,000 nurse practitioners (NPs) practicing in primary care (retrieved from AHRQ, June 1, 

2018). As health care professionals we have an exceptional opportunity, and obligation, to target 

a particular determinant of disparity.  
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Professional nursing doctorates can inform interventions with QI projects which can 

result in change and improvement in practice, thereby enhancing productivity and performance 

within the actual workplace (Rolfe & Davies, 2009). The Doctor of Nursing Practice (DNP) has 

been developed to respond to the need for knowledge generation and dissemination of that 

knowledge into the world of professional practice. Understanding the unique challenges of 

providing care to individuals with a mental illness is important so that this information can 

positively influence current practices.  

Doctorate level nurse practitioners’ (DNP) must be leaders in the healthcare culture to 

establish coordination of care practices. Advance practitioners are in a distinct and important 

position to focus on a comprehensive assessment that results in patients having increased 

confidence in their provider. This confidence in providers aligns with the Healthy People 2020 

goals focused upon access to care that involves access to care and finding a health care provider 

with whom the patient can communicate openly with and establish a foundation of trust 

(healthypeople.gov, n.d.). Increased confidence leads to greater adherence with treatment plans, 

ultimately leading to better patient health outcomes (Department of Health and Human Services, 

2015).  

In this DNP quality improvement project, a structured survey was used to identify 

barriers to primary care as described by adult patients with a mental illness. The QI project may 

further illuminate corrective interventions (based on findings from the survey), promoting 

collaboration among their providers, and improve upon the existing integrated care process. 

Stakeholders associated with this DNP project will include patients with mental and physical 

health issues, primary care providers, mental health nurse practitioners, mental health 
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administrators, mental health group and individual therapists, and schedulers and/or receptionists 

that have opportunities to coordinate and refer patients to appropriate providers for their health 

care needs. 

Local Problem 

Awareness of this issue at the local level began with my work as a psychiatric mental 

health nurse practitioner (PMHNP) while practicing at a mental health clinic in Phoenix, AZ. 

The clinic serves adults with a mental illness who utilize the state Medicaid system known as 

Arizona Health Care Cost Containment System (AHCCCS). Persons on AHCCCS are first 

assigned a primary care provider based on geographical home address. When it is determined 

that behavioral health care services are indicated, persons on AHCCCS are free to choose from a 

variety of clinics within the city. During my routine physical assessment and interview, the client 

reports any health concerns and how they are being addressed. It has been with shock and 

dismay that over the years I have come to realize that the patients I treat are underutilizing their 

PCP and tend to go to the ED for their general health care needs.  

As of 2009, the population of Phoenix, AZ was 6.343 million and is the largest city in the 

state of Arizona. Phoenix ranks as the fifth largest city in the U.S. (U.S. Census Bureau, 2014). 

According to population highlights provided by AHCCCS, as of January 1, 2008, there were 

more than 1.6 million adults in AZ receiving Medicaid. Arizona ranks low (42nd out of 52) with 

regard to prevalence of mental illness and access to care (Mental Health America, n.d.). States 

with low rankings have higher incidence of mental illness and lower rates of contact to medical 

care (Mental Health America, n.d.).  
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As it stands now, Medicaid has mapped out several models that states can consider with 

regard to integration of care between primary care and specialty clinics (Brown & McGinnis, 

2014). It is eventually left up to providers to determine which model is most suitable. 

There is significant research regarding access to care on a national and international level. 

However, this is lacking with regard to the particulars within urban settings, despite known 

sufficiency of providers available to support access of care. It is also reported that the number of 

institutions addressing health issues in persons with a mental illness is limited (Beeber & Stein, 

2015). Many questions remain unclear. Why is Arizona’s ranking so high with persons with 

mental illness, yet maintains lower rates of access to care? It is feared that the medical needs of 

persons with a mental illness will continue to be unmet and the premature mortality rates within 

this population will not improve. 

The clients receiving services at the clinic are deemed vulnerable and underserved based 

upon their enrollment in AHCCCS. Mental illness affects persons in all socioeconomic groups, 

but is particularly hard-hitting to persons in lower socioeconomic groups (Lawrence et al., 2013). 

It is well researched that persons with comorbid mental and medical conditions have higher 

premature mortality rates (Chang et al., 2011). Another confounding factor was the level of 

comorbid substance use disorders which contribute to acute and chronic health conditions that 

require medical interventions. Despite availability of primary care services, these clients tend to 

not utilize this level of care.  

Upon recognizing that the clients at the mental health clinic were not utilizing primary 

care for their medical needs, I consulted with the chief clinical officer of our organization about 

the importance of determining the barriers of access to primary care by our clients with a mental 
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illness. It was agreed that this was indeed an important problem that needed further 

understanding so that interventions could be developed. It was agreed that a QI project has the 

potential to provide data regarding barriers perceived by those with a mental illness when 

seeking access to primary care. A quality improvement project involving a pilot survey of clients 

receiving mental health services at the mental health clinic is the first step in garnering a better 

understanding of the barriers of access to primary care.  

Survey Tool and Stated Study Questions 

The Primary Care Assessment Tool (PCAT) will be used to survey adult patients with a 

diagnosed mental illness receiving services at an urban mental health clinic. The PCAT 

instruments were developed by John Hopkins Bloomberg School of Public Health (2016) and 

organized around the principles of primary care. The framework for, and development of, the 

PCAT is representative of research and clinical practice efforts in the area of primary care. 

The following study questions will be addressed.  

For patients receiving care at Lifewell Behavioral Wellness, 

1. What are the barriers of persons with a mental illness to accessing primary care providers 

for their medical needs? 

2.  What recommendations will improve the process of access to primary care providers by 

persons with a mental illness for their medical needs? 

3. What changes are needed that will result in improvement? 

4. What measures can be implemented to determine if the process of access to primary care 

is improving? 
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Purpose and Aims 

It is posited that access to care improves health outcomes, so why is it so problematic? 

Healthcare access barriers play an important role in the understanding of causes associated with 

the disparity of care (Carrillo et al., 2011). Much of the research emanates from what 

professionals considered to be the problem (Chadwick, Street, McAndrew, & Deacon, 2012). 

The purpose of this needs assessment and QI project is to evaluate barriers of access to primary 

care by persons with a mental illness. The inclusion criteria for the survey participants are as 

follows: adult patients with a mental illness who are receiving care in this urban mental health 

clinic and who voluntarily consent to participation in this project survey. This is a QI project 

where information will be shared with stakeholders within the behavioral health agency in which 

the patients are receiving mental health treatment. It is intended that the information will 

facilitate enhanced awareness within the behavioral health agency. In addition, it is intended that 

this will encourage additional assistance to facilitate integrated care for persons with a mental 

illness who need access to their primary care provider for treatment of their non-psychiatric 

medical conditions. Increased knowledge about barriers to access to primary care will be the first 

step toward a meaningful collaboration amongst mental health and primary care providers. 

Improved access to primary care services is seen as imperative to improve health outcomes in 

persons experiencing a mental illness. It is hoped that a better understanding of this problem will 

lessen gaps in patient care, decrease the significantly higher mortality rates in persons with a 

mental illness, and improve overall quality of life among the patients in this population. 

The data collected from the structured PCAT survey will offer insights to develop 

implemental local strategies to address this problem. Without empirical understanding of the 
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problem related to the barriers associated with access to primary care, interventions will be 

pointless. Assessing the patient perspective also provides rich information from the patient 

perspective, thus ensuring a patient-centered and collaborative solution-focused approach that 

involves the patient and the stakeholders within this urban clinic setting. The overall purpose and 

aim of this project is to add to the existing knowledge about this health care issue in a 

meaningful way.  

First-line stakeholders are the mental health providers at the agency where care is 

provided, who have an interest in improving quality of care for clients with a mental illness. The 

patients are also key stakeholders. Proper management of chronic health conditions is likely to 

improve mental health issues and improve overall quality of life. Second tier stakeholders 

include payment agencies such as Medicare who have a vested interest in controlling costs and 

improving health outcomes by avoidable emergency room and inpatient utilization.  

The objective of this QI project is to identify barriers described by persons with a mental 

illness regarding their access to a primary care provider. The aim is to improve the process of 

primary care access to persons receiving behavioral healthcare in an urban mental health clinic. 

Specific aims include: 

Aim 1: Assess barriers to accessing primary care as described by patients with a mental 

illness using the structured PCAT survey tool. 

Aim 2: Analyze the findings from the survey and develop a plan to address the patient 

described barriers to accessing primary care 
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Aim 3: Implement the corrective action (based on findings from the PCAT survey) to 

minimize barriers to primary care for persons with mental illness at Lifewell 

Behavioral Wellness. 

Enhanced understanding of the underlying issue lends itself toward empirically-supported 

clinical changes. Advanced practice nurses must be leaders and facilitators of innovative change 

within the healthcare arena. Gaining insight and an understanding of patient perceived barriers 

with the receipt of health care services moves nurse practitioners toward a more solution-based, 

dynamic role.  

THEORETICAL FRAMEWORK 

Healthcare organizations are continuously seeking to improve delivery of patient care, 

but the process can be cumbersome and slow (Crowl, Sharms, Sorge, & Sorensen, 2015). Quality 

in healthcare is defined as “the degree to which health services for individuals and populations 

are used to increase the likelihood of desired outcomes and are consistent with current 

professional knowledge” (Gillam, 2013, p.123). The desired outcome depends upon patient and 

provider perception. The first step of any attempt to implement a change is to think about what 

changes are trying to be achieved. The Model for Improvement (MI), developed by Associate in 

Process Improvement (API) has been chosen to guide this DNP quality improvement (QI) 

project (Crowl, Sharms, Sorge, & Sorensen, 2015) (Figure 1).  
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FIGURE 1. The model for improvement (Langley et al., 2009) 

In the 1920’s, Walter A. Shewhart and W. Edwards Deming, developed a process used to 

address needed changes in business and industry. Deming created the concept of plan, do, study, 

and act (PDSA) cycles, to be used when making system changes. In the 1990’s the MI developed 

by API was established to make transformative changes in health care systems. MI was 

introduced to the Institute of Healthcare Improvement (IHI) which was created in 1991. The MI 

has been applied to many organizations and is well-known in hospitals and primary care settings. 

The MI is well-tested, researched and shown to be effective in making a positive difference in 

changes implemented in healthcare settings (Crowl, Sharms, Sorge, & Sorensen, 2015).  

Model for Improvement 

The MI, as a fundamental strategy, can accelerate QI projects. QI projects that are carried 

out efficiently are more likely to increase patient and provider buy-in that are known to influence 

successful project outcomes. The first step of the MI is to identify an accurate description of 

what is trying to be accomplished. Patients with a mental illness are deemed vulnerable 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjjr-qI07nZAhVK32MKHeBkCEMQjRx6BAgAEAY&url=http://www.ihi.org/communities/blogs/_layouts/15/ihi/community/blog/itemview.aspx?List%3D7d1126ec-8f63-4a3b-9926-c44ea3036813%26ID%3D377&psig=AOvVaw1IGUX8Upi7RO3eI7T19-dC&ust=1519393226250601
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populations who are at higher risk for shorter life expectancy due to poorly managed chronic 

illnesses (McCabe & Leas, 2008). It is imperative that this population receive adequate 

outpatient care and preventative screening. The purpose of this DNP QI project is to identify 

barriers related to access with primary care services by persons with a mental illness. By proper 

identification of barriers to care, changes may be discovered and tested that will promote an 

outcome of improvement to the overall process. The PDSA is part of the MI and allows for 

determination of systematic changes that can be made and may result in both identification of 

systematic problems as well as the improvement or resolution of identified problems (IHI, 2014).  

Plan-Do-Study-Act (PDSA) 

The PDSA is a framework in which prediction of an outcome is made and incorporates a 

plan for testing and measuring those outcomes. A series of repeated, small-scale tests of change 

are done to see if the desired change is occurring before implementing change on a larger scale 

(IHI, 2014). The PDSA consists of four steps that include developing and defining the objective 

(Plan), carrying out the plan and collecting the data (Do), then analyzing the collected data and 

summarizing what was learned (Study) to plan the next cycle (Act) with adjustments (IHI, 2014).  

The PDSA process is a framework embedded within the MI model and will be used to 

guide the identification of these DNP QI project objectives, data collection, analysis of findings, 

as well as the dissemination of findings with stakeholders. Specific objectives may be adjusted as 

necessary when the QI project is underway: 

Plan: 1. Identify barriers of access to primary care by persons with a mental illness. 

2. Develop a pragmatic strategy to reduce barriers for persons with a mental illness to 

access primary care services. 
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Do: 1. Collect site-specific data at the Phoenix outpatient clinic for frequency of reported  

  access to primary care services for persons with a mental illness. 

2. Collect baseline data via Primary Care Assessment Tool (PCAT) regarding patient 

perceptions of access to primary care services.  

3. Carry out planned intervention strategies to decrease barriers for persons with mental 

illness to access primary care services.  

Study: 1. Analyze the data obtained from the PCAT tool that is specific data on primary care  

access of persons with mental illness in the Phoenix outpatient clinic. 

2. Summarize the results. 

3. Identify the problems and execute desired tailored interventions based on site-specific 

and PCAT data to reduce barriers to access primary care by persons with mental 

illness. 

Act: 1. Determine the overall success or failure of the tailored quality improvement  

  interventions.  

2. Identify potential modifications to improve strategy. 

3. Update the intervention with solutions for the identified problems. 

4. Prepare for the next PDSA cycle.  

Concept of Health Behavior Change 

The Health Belief Model (HBM) has been applied to health behaviors and proposes that 

people’s motivation to change their behavior is affected by their beliefs. Patient’s perceptions 

and that of medical practitioners may differ, which emphasizes the importance of a better 

understanding of the former (Hayden, 2013). Access to care is perceived differently by those 
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receiving the care and those providing the care. My DNP project is a quality-improvement 

endeavor to explore perceptions of my clients with a mental illness with regard to their use of 

their primary care provider (Carpenter, 2010). During my routine physical assessment and 

interview, the client reports any health concerns and how they are being addressed. It was with 

shock and dismay that over the years I came to realize that the patients I treat are underutilizing 

their PCP and tend to go to the ED for their health care needs.  

The HBM was developed to help explain perceptions and attitudes toward health and 

disease and how those perceptions and attitudes impact health-related decision making by 

consumers of health care (Hayden, 2013). The systematic use of the HBM theory is anticipated 

to explain if change is possible, and will be used in evaluating and implementing a quality 

improvement project.  

Identification of the clinical problem was the first step in choosing a conceptual model 

that would net the best likelihood of a desired outcome (Gawlinski & Rutledge, 2008). It was 

first determined that there appeared a need for a change. The patients with a mental health 

diagnosis had comorbidities that were reducing quality of life and resulted in premature 

comorbidities. The second step was to better understand the problem. The patients have access to 

a primary care physician, so why was there limited use of this level of care? 

Evidence-based practice models have been developed to help nurses move evidence into 

practice. The HBM is a behavioral health theory that has been used in professional nursing 

practice to influence positive health behaviors (Hayden, 2013). The HBM proposes that people’s 

motivation to change their behavior is affected by four constructs: 1) perceived susceptibility of 
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illness/disease, 2) perceived severity, 3) benefits of taking a preventative action and, 4) the 

barriers to taking that action.  

The HBM’s ability to explain and predict behaviors associated with positive health 

outcomes has been successfully replicated in literature, and is able to successfully outline a 

person’s cognitive thought process surrounding his or her decision to obtain or waive health care 

(Carpenter, 2010). The HBM provides causal linkages among the four major constructs to garner 

a better understanding of the identified clinical issue. Independent variables such as cues to 

action and self-efficacy have an effect on the dependent variables to include perceived 

seriousness, perceived benefits and perceived barriers (Hayden, 2013). 

The HBM first allows for the proper recognition of health and illness patterns, along with 

associated implications. The HBM provides a framework that allows for a focused use of 

resources to implement any change that may be indicated. Secondly, the theory provides a 

structured basis on which planning and interventions can be based. Lastly, evaluation of 

outcomes occurs based on client-centered interventions. The HBM is congruent with the 

continuous improvement cycle where asking questions, analyzing the information and making 

informed changes that result in meaningful improvement to the clinical issue under scrutiny. It is 

the interaction of these factors that impact the success or failure of any quality-improvement 

intervention (Gawlinski & Rutledge, 2008). 

Strengths of the HBM include the use of cognitive theory which highlights the role of 

motivations and beliefs. The model provides an in-depth approach to examine the person’s 

beliefs regarding health care in a way that is more holistic than other health models (Gawlinski & 

Rutledge, 2008). Weaknesses of the HBM include a possible deficit with regard to explanation of 
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how people with a mental illness deal with the fear associated with medical care. The model does 

not offer an explanation of logistical factors to include access to a provider, and how to get to an 

appointment with a provider, in addition to other socioeconomic and environmental influences. 

The model also does not address patient’s previous experience with the health care system 

(Carpenter, 2010; Gawlinski & Rutledge, 2008). 

 

FIGURE 2. The health belief model (Gawlinski & Rutledge, 2008) 

The foundation of this QI project is based on the Model of Improvement and will utilize 

the PDSA (a step by step QI process within the MI) to identify the site-specific opportunities for 

quality improvement related to primary care access for persons with mental illness. The PDSA 

also provides the detailed processes that guide the steps of data collection, analysis, 

dissemination, and allows for more refined quality improvement through the repetition of PDSA 

cycles. The Standards for Quality Improvement Reporting Excellence (SQUIRE) guidelines not 

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwi7w9fI3MPZAhUC6mMKHeRDCfcQjRx6BAgAEAY&url=https://www.pinterest.com/explore/health-belief-model/&psig=AOvVaw13WAT8OYXvnIDtezZDk3Qe&ust=1519739049747701
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only provide an additional 19 step process to guide this DNP QI project but, it also helps 

structure the written DNP project that will aid in the readiness of the DNP proposal for future 

publication and dissemination.  

SYNTHESIS OF EVIDENCE 

A search of the literature was conducted to further understand evidence associated with 

the phenomena of access to primary care services by persons with a mental illness in an urban 

mental health clinic. It is understood that access to primary care by persons with a mental illness 

remains an understudied phenomenon within an urban setting. Common themes did emerge and 

provided rationality to the need for further examination of this topic.  

A literature search was conducted using CINAHL, PubMed, Embase and COCHRANE 

to search the evidence regarding access to primary care by persons with a mental illness. The 

primary search terms were mental illness, perceptions of illness, integrated care and primary care 

with secondary terms to include urban setting, and insured patients. The search terms used were 

modified over the course of one year and resulted in three key search terms being used to include 

integrated care, primary care, and mental illness. Filters were limited to literature published 

within the past five years, peer reviewed, and published in the English language. This allowed 

for the greatest amount of material to be reviewed for common themes and data associated with 

this DNP project. 

The search of the data bases resulted in 11,921 research articles that were retrieved and 

perused. A total of 12 peer reviewed articles have been selected as providing meaningful data to 

compare access to primary care services by persons with a mental illness. Themes of facilitators, 

barriers, health outcomes, perception of care, integration of care, life expectancy and 
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vulnerability are presented. The review and synthesis of the literature illuminated strengths and 

weaknesses as it relates to the collected data and offered insights to support the intended goal of 

this QI project. 

Barriers to Primary Care 

Seven studies were examined regarding barriers to primary care. Three levels of barriers 

are noted to include: client factors, provider factors, and health system factors. Client factors that 

were regarded as barriers to accessing primary care include: prior experience, stigma, lack of 

knowledge about illness and chronic health care needs, efficiency of access and transportation, 

being homeless and symptoms of mental illness to include depression and psychotic symptoms 

(Chadwick, Street, McAndrew, & Deacon, 2012; Ede et al., 2015; Krupski et al., 2015; Ross et 

al., 2015; Meyer-Kalos, Lee, Studer, Line, & Fisher, 2015; Bellamy, Flanagan, Costa, & 

O’Connell-Bonarrigo, 2016; Okafor et al., 2015). Other factors that are notable include co-

occurring substance use, medication side effects, difficulty articulating health care concerns to 

medical providers, feeling listened to by providers, and a fear of being asked to make lifestyle 

changes (Ross et al., 2015).  

Barriers to access to primary care by providers are perceived lack of provider expertise to 

deal with persons with a mental illness perceived lack of ability to coordinate care with specialty 

(mental health) providers due to time and communication systems, and general lack of 

motivation and job satisfaction to do this level of care (Ede et al., 2015; Meyer-Kalos et al., 

2015). Providers also identified scope of practice, attitudes surrounding mental health treatment, 

substance use disorders, scheduling, and location as prohibitive (Ross et al., 2015).  
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Systems barriers are numerous as identified in all seven studies. There is a range of 

identified care delivery to include the provision of primary care in a separate location among 

stand-alone clinic and co-locations. Co-location is the term applied to the placement of primary 

care services within a mental health clinic. The reverse approach to colocation is the placement 

of mental health services within a primary care clinic. Many issues were identified to include 

staffing issues, organizational resistance to change, and data sharing. Other issues include 

recruitment and retaining staff, staff morale and conflict, problems with sharing the physical 

space, and licensing issues. One last, very importance factor was examined which was payment 

for services. This includes licensing issues and billing (Bellamy, Flanagan, Costa, & O’Connell-

Bonarrigo, 2016; Chadwick, Street, McAndrew, & Deacon, 2012; Ede et al., 2015; Krupski et 

al., 2015; Meyer-Kalos, Lee, Studer, Line, & Fisher, 2015; Okafor et al., 2015; Ross et al., 

2015). 

Seven studies were synthesized regarding identified barriers to primary care. One 

(Bellamy, 2016) was a cross-sectional analysis. One was a comparison study among two 

government health care clinics (Krupski et al., 2015). Two of the research studies were 

qualitative studies (Meyer-Kalos, 2015; Ross et al., 2015). One was a quality improvement study 

(Okafor, 2015). One confounding factor in all the research was the assessment of barriers to 

primary care by persons with a serious mental illness (SMI) verses assessment of persons with 

general mental illness and/or substance use disorders. Persons with SMI are deemed to have a 

higher level of vulnerability because of high medical comorbidities and limited health literacy 

(Meyer-Kalos et al., 2015). Of the seven studies, six examined the SMI population and one 

examined persons with general mental illness and/or substance use disorders. Most of the studies 
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were qualitative which gives a more accurate portrayal of perspectives of the population. When 

interventions were being examined (Meyer-Kalos et al., 2015) the confidence in the intervention 

ranked with moderate to high certainty.  

Increased Mortality Rates among Persons with a Mental Illness 

It is noted that persons with mental illness have many comorbidities and tend to die at a 

much younger age than those of the general population without a mental illness diagnosis. Two 

literature reviews explored this in great detail (Chang et al., 2011; Lawrence, Hancock, & Kisely, 

2013). Lawrence, Hancock and Kisely (2013) demonstrated their findings via a 1985-2005 

Australian population-based study. Data was extracted from mental health databases linked to a 

register of patients in psychiatric hospitals and the community mental health service clinics. The 

database was deemed remarkable in that it incorporated all personal data about each patient 

including date of birth, sex, and diagnoses. Next, death registrations were examined. ICD-9 and 

later, ICD-10 codes were entered by the coroner into the Australian Bureau of Statistics. The 

mental health records and the death registration records were joined. All records were de-

identified, and analysis occurred anonymously. It was estimated that invalid and missed links ran 

at approximately 0.11%. 

Life expectancy was calculated using abridged life tables method. Mortality rates were 

divided into five age groups. Mortality rates were compared among those with a mental health 

diagnosis and the cohort without a mental health diagnosis. In the general population life 

expectancy for males increased in 2005 from 73.1 years in 1985 to 79.1 years. In females, life 

expectancy went from 79.3 years to 83.8 years. The gap was applicable to both male and females 

with a mental health diagnosis. Overall, most deaths in the category of persons with a mental 
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illness were related to physical illnesses to include cardiovascular disease, respiratory diseases 

and cancers. Death caused by suicide was 16.6% in males and 10.1% in females. Death caused 

by accidents or ‘other’ ranked 8.1% in males and 7.0% in females in persons with a mental 

illness.  

It was demonstrated that the gaps of life expectancy between the general population and 

the population with a mental illness increased over time. This demonstrated that outcomes for 

persons with a mental illness have worsened despite knowledge of increased mortality in this 

population, suggestive of lack of meaningful treatment interventions. This study demonstrated 

that the gap in life expectancy between psychiatric patients and the general population is worse 

than any other underprivileged patient group.  

Exploration of possible causes of poor health outcomes in persons with a mental illness 

was conducted. Apart from increased risk of suicide, mental illness is not a direct cause of death. 

The data shows that 80% of deaths in persons with a mental illness were related to physical 

health conditions. A correlation of increased substance usage and unhealthy lifestyles in persons 

with mental illness was identified as contributory. Unhealthy lifestyles included poorer diets and 

lack of exercise. Medication side effects to include metabolic side effects are deemed 

noteworthy. Lastly, access to healthcare is acknowledged as a major contributor to the widening 

gap in life expectancy in persons with a mental illness.  

Social Determinants of Health 

On a local level, Valdez and Langellier (2015) examined racial, ethnic, and 

socioeconomic disparities among persons with mental health in Arizona (AZ). Examination of 

the differences between Hispanics and Whites in AZ was conducted by Valdez and Langellier 



 

 

 

 

33 

(2015). Compared to 16.9% in the national population, Hispanics comprised 30.2% of the 

population in AZ. Objectives of the study were to study the need, access, and utilization of 

mental health services among Hispanic and White adults in AZ. Data was collected in 2010 

between the months of May and August via the Arizona Health Survey (AHS). Data collected 

included health-related behaviors, insurance and access to care. The AHS data was de-identified 

and examined. The sample resulted in: n=6,022 White participants; and n=1,566 for Hispanic.  

Compared to White cohorts, Hispanics in AZ were less likely to have been diagnosed 

with a mental health diagnosis. It was also noted that Hispanic has lower levels of illicit drug use 

than Whites. Foreign-born Hispanics had lower psychiatric and drug use morbidity than US born 

Hispanics. The authors assert that the prevalence of mental health conditions is comparable 

between Hispanics and Whites, but that there is a significant gap in the use of mental health 

services. Some 18% of Whites use mental health services, whereas only 7% of Hispanics use 

mental health services.  

Use of Emergency Department versus Primary Care Provider 

Many studies have examined the use of Emergency Department (ED) for services 

provided by a primary care provider (PCP). In one study a systematic review was conducted 

using electronic databases which suggested that ED use is replacing primary care (Flores-Mateo 

et al., 2012). PubMed and the COCHRANE Library were searched using terms “emergency 

medical services,” “emergency department,” with “cost-effectiveness, utilization, efficacy, health 

care quality, access, length of stay, waiting time, costs, health services and accessibility,” as 

additional qualifying terms. Two studies published in 2012 and 2016 were reviewed based on 

their assessment of ED use and the effects upon healthcare costs, impact on public care, primary 
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care, and the treatment of chronic illness (Flores-Mateo et al., 2012; Castner, Yin, Loomis, & 

Hewner, 2016).  

ED utilization is deemed as a valid metric for measuring public health issues to include 

utilization of primary care, or lack thereof, and the treatment of chronic illnesses in an acute 

setting verses a non-acute primary care setting. One study did a retrospective analysis of 66,487 

Medicaid insured claims in 2009. The claims were representative of the poorest and most 

vulnerable populations within two metropolitan counties in New York. Challenges were 

identified with regard to ED utilization to include the patient having to manage access to primary 

care as being a greater challenge than use of ED. A surprising finding of the retrospective 

analysis was that the most frequent day of usage of the ED by the Medicaid population was on a 

Monday, when most primary care offices are open for business. The researchers concluded that 

an ED-primary care partnership could begin to address the issues of access of care and that more 

education and communication amongst those who provide healthcare is needed to improve 

holistic care of the patient (Castner et al., 2016).  

The research unanimously agrees that ED usage is more expensive when compared to the 

same treatment in a primary care office. When ED replaces primary care there is a cost to the 

health and well-being of the patient. A systematic review done by Flores-Mateo et al. (2012) 

looked at 48 studies to determine ED excessive use and effectiveness of interventions. It was 

found that lack of follow up makes many chronic conditions worse and eventually harder to treat. 

The findings were consistent with the work reported by Castner et al. (2016), that perceived 

barriers prevented most patients from utilizing their primary care and that a good relationship 
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with their primary care provider was identified as a facilitator of the use of primary care services 

over ED treatment.  

ED overcrowding by psychiatric patients is deemed a major issue facing US urban health 

care systems. Both research activities discussed above strongly support the need to improve 

access to, and utilization of, primary care over utilization of ED for chronic medical issues. A 

strong primary care foundation is associated with better patient satisfaction, lower healthcare 

costs, fewer hospitalizations, and lower mortality.  

Strengths, Weaknesses, and Gaps of Literature 

All of the research supports the need for improving integration of care. In addition, the 

results of this process unanimously report that facilitation of the use of primary care services by 

persons with a mental illness improves health outcomes. In turn, improved health outcomes have 

been deemed as more cost-effective. Literature indicates that awareness of barriers and 

facilitators of access to primary care by persons with a mental illness is instrumental in 

influencing organizational change. The review of the literature strongly suggests that both mental 

health and medical issues are improved with treatment of the whole person.  

The most significant weakness identified within this literature review is the scarcity of 

research available on the access of primary care by persons with a mental illness in urban areas 

in the US. Much of the research was done on persons with SMI. Given the current Medicaid 

population with a mental illness with comorbid chronic health issues, a better understanding of 

barriers will inform future interventions that are meaningful. Persons with mental illness do not 

meet the same threshold of criteria as persons deemed with SMI, but research indicates they also 

suffer from significant mental illness and medical comorbidities. Although the literature 
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addressed the need among the SMI population, there is a gap in experiential evidence of this 

phenomenon in the general mental illness population. This gap of examination of the effects of 

barriers to primary care in urban settings by persons with any mental illness supports the need for 

further examination of this issue. Integration of care between the specialty of mental health and 

primary care is still being developed. Ongoing research will be needed to accurately inform long-

term outcomes.  

METHODS  

The literature review supports the importance of primary care in the treatment of chronic 

illness. A strong primary care foundation is widely understood as being associated with better 

patient satisfaction, lower healthcare costs, fewer hospitalizations, and lower mortality. Putting 

these principles into practice has proven challenging in persons with a comorbid mental illness 

(Brown & McGinnis, 2014). Therefore, a needs assessment in the context of a quality 

improvement project has been chosen to guide the methodology of the DNP project aims that 

include: 1) assessing barriers to accessing primary care as described by patients with a mental 

illness using the structured PCAT survey tool, 2) analyzing the findings from the survey and 

develop a plan to address the patient described barriers to accessing primary care and, 3) 

implementing the corrective action (based on findings from the PCAT survey) to minimize 

barriers to primary care for persons with mental illness in this urban clinic setting. 

Design 

The study design included use of a validated survey, the Primary Care Assessment Tool 

(PCAT) (John Hopkins University Bloomberg School of Public Health, 2016). The PCAT was 

used to gather information from persons with a mental illness regarding their perceptions of 
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access to primary care services. Prior to beginning this project, approval was obtained from the 

Johns Hopkins Primary Care Policy Center, who developed and has copyrighted the PCAT. 

Secondly, approval was obtained from Lifewell Behavioral Wellness, where the participants are 

receiving their behavioral health care. Lastly approval from The University of Arizona’s 

Institutional Review Board (IRB) was obtained. The IRB approval ensured that all the necessary 

steps and measures were taken to protect participants, minimize risk, and safeguard privacy. The 

signed approval documents can be viewed in appendices of this paper. 

Setting 

The setting for this study was Lifewell Behavioral Wellness Mitchell Clinic in Phoenix, 

Arizona. This clinic is part of a larger organization that consists of three general mental health 

and substance abuse clinics, five serious mental health (SMI) clinics and residential housing for 

SMI and substance use disorders. The organization is a non-profit urban community mental 

health clinic. This setting was selected as a result of practice experience where the screenings of 

primary care services were determined to be problematic for the clients who were receiving 

behavioral health care. Values of the organization include serving the community in healthcare 

needs of persons with a mental illness, providing clinical excellence through direct patient care 

that is based upon education, research, and striving to attain 100% compliance with evidence 

based clinical practice standards.  

The National Institute for Mental Health (NIMH) delineates mental illness based on 

diagnostic criteria and severity (www.nimh.nih.gov, n.d.). The two broad categories are any 

mental illness (AMI) and serious mental illness (SMI). Any mental illness is defined as a mental, 

behavioral or an emotional disorder. Impact of an AMI diagnosis can range from no impairment 
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to mild, moderate and severe impairment. Serious mental illness is defined as a mental, 

behavioral or emotional disorder resulting in serious functional impairment, which interferes 

with one or more major life activities.  

The setting serves persons who have AMI and are receiving medication management, 

counseling services, or both. Aspects of this setting were reported in the Local Problem section 

of this paper to include insight that although there are established primary care providers and 

clinics available for patients with mental illness needs, they are not utilized to the same extent 

that the ED and urgent care clinics. The other uniqueness of the clients being interviewed is that 

the participating population in this study utilizes the state Medicaid AHCCCS program and 

financial coverage is not a known barrier to primary care services. The structured interview took 

place in a private office space within the clinic that ensured confidentiality during the interview 

process.  

Participants 

The study participants were recruited by a convenience and purposive sampling from the 

Mitchell Lifewell Behavioral Wellness Clinic in Phoenix Arizona. Criteria for inclusion in this 

study included: (a) having a mental health diagnosis to include a mood or thought disorder, (b) 

an established client at the clinic, (c) at least 18 years of age or older and, (d) are English 

speaking, regardless if it is their first or secondary language. Exclusion criteria included: 

participants who are less than 18 years of age and, non-English speaking. No participants were 

excluded due to ethnicity or gender. A total of seven participants were interviewed for this 

project. The number of participants chosen was based upon feasibility. It was predetermined that 

clients who showed at the clinic on the chosen date of this project would be asked to participate. 
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The show rate of 50% is within normal range at this clinic. The numbers of clients who presented 

to the clinic on the data collection date and met the inclusionary criteria and who were willing to 

participate were included (n=7). 

Sampling criteria is based on accessibility, convenience and allows for replication in 

future projects. The sampling has been deemed appropriate based on the purpose of the project 

topic and feasibility of replication. 

Data Collection 

Survey response data was collected via the PCAT survey tool that was developed and 

copyrighted by Johns Hopkins Primary Care Policy Center for Underserved Populations (Shi, 

Starfield, & Xu, 2001). The PCAT was designed to measure the extent and quality of primary 

care services at a provider setting. The purpose of the survey was to speak directly to clients 

about their experiences, good or bad, in obtaining health care services. Demographic data on 

volunteer adult participants included age, gender, country of origin, education, and income. 

The PCAT instrument has been developed in consideration of the principle associated 

with the delivery of primary care services. Primary care services are described as an ongoing 

foundation of person-centered care. Primary care is founded upon acquiring knowledge and 

insight into the population being served. The PCAT Adult Consumer/Client survey is based on 

self-reported information regarding the patient’s experience using health care services (Shi et al., 

2001). The PCAT survey has been validated and used in multiple studies to assess specific 

populations, geographical areas, and sites of care (Shi et al., 2001). Taking into consideration the 

population being surveyed, it was determined the face-to-face interview approach would allow 
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for greater reliability with the interview process. The PCAT (short version) is a mixture of 43 

multiple choice and Likert type questions.  

The survey was conducted in a private office at the clinic. The interview was conducted 

face-to-face. The PCAT comes with instructions and suggested script. The script begins with, 

“The purpose of this survey is to talk directly with people about their experiences, good or bad, 

in getting health care. The interviews will help us know what services need to be improved” 

(Starfield, 1998). The PCAT questionnaire covers four domains of primary care to include first 

contact care, continuity, comprehensiveness, and coordination of care (Shi et al., 2001). 

Upon receipt of the University of Arizona Institutional Review Board (IRB) approval for 

this DNP QI project, a date was set for recruitment of participants. On the designated date, 

volunteer subjects were recruited. A combination of convenience and purposive sampling was 

utilized to recruit participants. Existing patients at the local clinic were approached and invited to 

participate in the QI project prior to or just after their scheduled appointment. Consenting 

subjects were then interviewed individually in a private office where they were informed of the 

purpose of the project, and consent forms were reviewed and signed by those volunteering as 

respondents in this survey. The average time to complete the survey was thirty minutes. The Do 

phase of the PDSA was accomplished through interview of the clients by using the Primary Care 

Assessment Tool (PCAT). Participants were allowed to share their thoughts and experiences 

about their personal experience when accessing primary care services.  

Ethical Considerations 

This DNP quality improvement project engaged human beings as volunteer participants 

in a structured interview session. The validated survey tool requested feedback from persons 



 

 

 

 

41 

with a diagnosed mental illness, and how personal experience influences perceptions related to 

barriers and access to primary care services. This DNP QI project was guided and reviewed by 

University of Arizona faculty DNP committee. 

Patients diagnosed with a mental illness are considered a vulnerable population, and 

depending upon their current state of illness, some may be considered to have diminished 

autonomy. Voluntary subjects participated in the survey and were provided written informed 

consent. These subjects had full autonomy in their health-related decision making and were free 

of power-of-attorneys and/or guardians. Participants were informed that they could withdraw 

from the study at any time, that none of their information would be shared, and that no 

identifiable information would be shared to ensure anonymity for every participant. All data 

collected was de-identified and scanned and stored in a locked password protected computer. 

Anonymity was assured for all respondents to prevent any harm, even that of negative 

perception, to be experienced among the project participants. Benefits of this study will not 

likely affect the individual participant, but the data collected will be used to inform the mental 

health clinic where the participating clients receive mental health services. This will allow for an 

opportunity to provide education that may positively impact their access to primary care services 

for treatment of their medical needs. 

Because the participants are deemed part of a vulnerable population, this results in an 

increased risk for poor health, harm, fewer preventative screenings, significantly higher mortality 

rates, and receiving lower quality of primary care services. Application to, and approval of, The 

University of Arizona’s Human Subjects Protection Program and the Institutional Review Board 

(IRB) was obtained prior to the initiation of this QI project to ensure the participants are 
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protected from harm. The IRB approval ensured that all the necessary steps and measures will be 

taken to protect participants, minimize risk, and safeguard privacy. No interview of clients 

occurred until IRB approval was granted. 

Analysis 

The tool for data collection was the PCAT (Appendix A). The survey was chosen to 

assess patient perceptions regarding access to primary care services. As noted previously, the 

PCAT has been studied with regard to validity and determined to be a reliable measure of 

perceptions regarding primary care. Sample characteristics were evaluated using socio-economic 

and demographic data collected to better understand the sample population. The results of the 

PCAT were evaluated with regard to participant’s access and utilization of primary care services. 

The PCAT uses Likert type scale with responses of definitely, probably, probably not, not 

sure/don’t remember. Because the number of participants was small, calculations were easily 

managed with a hand-held calculator to determine response percentages. 

Participants and Demographics 

Seven clients with a mental illness at Lifewell Behavioral Wellness volunteered as 

participants in this DNP quality improvement project. Table 1 summarizes socio-demographic, 

education and health insurance status. Diversity was well represented within this small group of 

project participants, reflecting four different ethnicities. Almost half (44%) of survey participants 

identified their ethnicity as Caucasian, 28% identified as African American and 14% identified 

as Latino or Native American. The mean age is 47 years old, and 86% of the participants are 

female. Almost half of the participants (57%) did not finish high school. All of the participants 

were unemployed. Most of the participants (85%) meet Department of Health and Human 
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Services guidelines for poverty (retrieved from U.S. Department of Health and Human Services 

at aspe.hhs.gov/poverty-guidelines, 2018).  

TABLE 1. Demographics 

  n=1 n=2 n=3 n=4 n=5 n=6 n=7  

Characteristics:        Avg / % 

    Age (years) 43 59 19 66 42 55 45 47 

 

    Gender 

Affiliation 

F M F F F F F F=86% 
M=14% 

 

    Ethnicity African-

American 

African-

American 

Native 

American 

Latino Caucasian Caucasian Caucasian AA= 28%  

 C= 44%  
 L= 14% 

NA= 14%  

 

    Country of 

Origin 

U.S.A. U.S.A. U.S.A. U.S.A. U.S.A. U.S.A. U.S.A. 7/7 born in U.S.A. 

    Employed No No No No No No No 7/7 unemployed 

    Highest 

Level of 

Education 

High 

School 

Some 

College 

Did not 

finish 

High 

School 

Did not 

finish 

High 

School 

Did not 

finish 

High 

School 

Did not 

finish 

High 

School 

Some 

Vocational 

School 

4/7 did not finish 

HS 

1/7 HS graduate 
2/7 had some 

college or 

vocational school 
 

    Annual 

Income Level 

of Household 

$25,000-

34,000 

$10,000 -

14,999 

Unsure $5,000-

9,999 

Unsure $5,000-

9,999 

$10,000-

14,999 

$5K-$9.9 = 28%  

 $10K-$14.9 = 28%  

$25K-$34K = 16% 

Unsure = 28% 

 

    Insurance 

Status 

AHCCCS AHCCCS AHCCCS AHCCCS AHCCCS AHCCCS AHCCCS All insured via 
Medicaid=AHCCCS 

 

FINDINGS 

The first aim of this project was to assess barriers to accessing primary care as described 

by patients with a mental illness using the structured PCAT survey tool. The survey questions 

consist of four main aspects of first contact, ongoing care, coordination of care, and 

comprehensiveness of services.  

Healthcare Utilization and Access 

The PCAT survey questions are divided into four domains to include first contact, 

ongoing care, coordination of care, and comprehensiveness of services. First-contact care means 
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that care is initially sought from the primary care provider (PCP) when a new health or medical 

need arises (John Hopkins School of Public Health, 2016). The Study phase of the PDSA was 

assimilation of the results revealed with the application of the PCAT survey. In the PCAT tool, 

the first three questions identified as B1, B2 and B3, pertain to first contact and utilization of the 

patient’s PCP for checkups, new health problems, and referral to a specialist. Survey questions 

C3 through C7 address first contact access to PCP if the client is able to get an appointment on 

the same day. Is the PCP is available for phone advice? If the office is closed is there a number 

to call when you are sick, and if the office is closed, would someone from the office see you? 

(Table 2). All participants reported that they do go to their PCP for regular checkups and when 

they have a new health problem. Almost half of the participants responded that they thought that 

they would need a referral to a specialist and, about 43% were unsure. All of the participants 

believed that they would not be seen for a same day appointment if one were needed, and that 

there was not access to their PCP if the office was closed. Most (86%) did not believe that they 

had access to phone advice if it were needed and would not be seen by a PCP at night if needed.  

TABLE 2. First contact healthcare access and utilization (n=7). 

PCAT Question Question # Definitely Probably Probably 

Not 

Definitely 

Not 

Not sure/don’t 

remember 
Do you use PCP for 

regular general 

checkup? 

B1 1(14) 6(86) 0(0) 0(0) 0(0) 

Do you use your PCP 

when you have a new 

health problem? 

B2 1(14) 6(86) 0(0) 0(0) 0(0) 

Do you need PCP 

referral to a specialist? 
B3 1(14) 2(29) 1(14) 0(0) 3(43) 

Access to PCP on 

same day 
C3 0(0) 0(0) 7(100) 0(0) 0(0) 

Access to PCP for 

phone advice 
C4 0(0) 0(0) 6(86) 0(0) 1(14) 

Access to PCP by 

phone when office is 

closed 

C5 0(0) 1(14) 5(72) 0(0) 
1(14) 

 

Access to PCP at 

night if needed 
C7 0(0) 0(0) 5(72) 1(14) 1(14) 
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Continuous Care 

Continuous care refers to the “longitudinal use of a regular source of care over time, 

regardless of the presence or absence of disease or injury” (Johns Hopkins School of Public 

Health, 2016). Primary care has proven to be the optimal gateway for appropriate care that is 

person-oriented care (John Hopkins School of Public Health, 2016). Continuous care believes 

that providers and organizations identify the population they are serving and develop a person-

focused relationship with this population. The PCAT survey ascertains client’s perception of this 

domain with questions D1 through D9 (Table 3). The questions asked were: “Are you taken care 

of by the same doctor or nurse each time?”; “If you have questions can you call and talk to the 

doctor or nurse who knows you best?”; “Does your PCP know you well as a person?”; and, 

“Does your PCP know what problems are the most important to you?” 

TABLE 3. Continuous care (n=7). 

PCAT Question Question 

# 

Definitely Probably Probably 

Not 

Definitely 

Not 

Not sure/don’t 

remember 

Same doctor/nurse each time D1 1(14) 2(29) 4(57) 0(0) 0(0) 

Call and talk to the 

doctor/nurse that knows you 

best 

D4 0(0) 1(14.33) 5(71.33) 0(0) 1(14.33) 

Does PCP know you well as a 

person 
D7 0(0) 0(0) 6(86) 0(0) 1(14) 

Does your PCP know what 

problems are most important 

to you 

D9 0(0) 0(0) 5(71) 0(0) 2(29) 

More than half of the participants noted that they do not have the same doctor/nurse each 

time and most participants did not believe that they could call and talk to the doctor/nurse that 

knows them best. Most participants did not believe that their PCP knew them well as a person, 

and most did not believe that their PCP knew what problems are most important to them. 
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Coordinated Care 

Coordinated care as defined by Johns Hopkins School of Public Health (2016) is “the 

availability of information about prior and existing problems and services and the recognition of 

that information as it bears on needs for current care.” It is believed that both physical and 

mental health problems need to be coordinated so that the whole person is treated. Questions E8 

through E12 were answered if the participant acknowledged to having seen a specialist. Four of 

the seven participants indicated that they had the need for a specialist for one of their health 

problems. The four responses ranged from affirmation that this was discussed with their PCP, to 

that it was probably not discussed with their PCP. One participant did not know or was unsure. 

Most (75%) reported that they were assisted with making an appointment with the specialist and 

50% received some type of documentation from their PCP for the specialized visit. After the 

specialist was seen, (50%) reported that the PCP followed up on that visit.  

Questions F1 through F3 addressed access to medical records on file and the availability 

of medical records. Most participants acknowledged that they did not bring their medical records 

to their PCP appointments, most participants were unsure if they had access to their medical 

records and most were unaware if their medical records were available (Table 4).  

TABLE 4. Coordinated care (E8-E12 n=4) and (F1-F-3 n=7). 

PCAT Question Question # Definitely Probably Probably 

Not 

Definitely 

Not 

Not sure/don’t 

know 

PCP discuss options for 

specialist 
E8 1(25) 1(25) 1(25) 0(0) 1(25) 

PCP assist with 

appointment with 

specialist 

E9 1(25) 3(75) 0(0) 0(0) 0(0) 

PCP document reason 

for specialist visit 
E10 1(25) 2(50) 0(0) 1(25) 0(0) 

After specialist was seen 

did PCP follow up with 

you 

E12 0(0) 0(0) 2(50) 1(25) 1(25) 
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TABLE 4. – Continued  

PCAT Question Question # Definitely Probably Probably 

Not 

Definitely 

Not 

Not sure/don’t 

know 

Bring own records to 

PCP 
F1 0(0) 1(14.33) 1(14.33) 5(71.33) 0(0) 

Access to own medical 

record 
F2 0(0) 2(29) 0(0) 1(14) 4(57) 

Availability of medical 

record 
F3 0(0) 1(14.33) 1(14.33) 0(0) 5(71.33) 

Comprehensiveness of Services 

Comprehensiveness of services looks at the range of services in primary care. This range 

includes preventative health, health promotion, safety, acute care of minor injuries and, 

counseling for common mental health problems. Table 5 addresses questions G2 through H7 on 

the PCAT survey tool. 

TABLE 5. Comprehensiveness (n=7). 

PCAT Question Question # Definitely Probably Probably Not Definitely Not Not sure/don’t 

know 

Immunizations G2 0(0) 3(43) 1(14) 0(0) 3(43) 

Family planning G6 0(0) 0(0) 1(14) 0(0) 5(86) 

Counseling for mental 

health problems 
G9 1(14) 0(0) 1(14) 3(43) 2(29) 

Sewing up a cut that needs 

stitches 
G10 0(0) 0(0) 0(0) 0(0) 7(100) 

Advice about nutrition H1 0(0) 0(0) 3(43) 3(43) 1(14) 

Home safety H2 0(0) 0(0) 3(43) 3(43) 1(14) 

Handling family conflicts H4 0(0) 0(0) 3(43) 3(43) 1(14) 

Advice about exercise H5 0(0) 0(0) 3(43) 3(43) 1(14) 

Checking and discussion 

medications 
H7 0(0) 1(14) 2(29) 3(43) 1(14) 

Most participants understood that they could obtain routine immunizations and shots 

from their PCP. Most participants did not believe that they would be provided any counseling for 

mental health problems or handling family conflicts. Most participants did not believe that they 

were advised about nutrition or home safety, and most did not believe that they were given 

advice about exercise or that their medications were discussed.  
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DISCUSSION 

This needs assessment helped to generate evidence about what experiences and or 

perceptions may exist when discussing access to primary care by persons with a mental illness at 

an urban mental health clinic in Phoenix Arizona. The objective of this DNP QI project was to 

identify barriers described by persons with a mental illness regarding their access to a primary 

care provider. The study aims were to assess barriers to accessing primary care as described by 

patients with a mental illness using the structured PCAT survey tool, analyze the findings from 

the survey to develop a plan to address the patient described barriers to accessing primary care, 

and implement the corrective action (based on findings from the PCAT survey) to minimize 

barriers to primary care for persons with mental illness at Lifewell Behavioral Wellness. 

According to the literature, lack of insurance coverage is deemed a barrier (Krupski et al., 

2015). In this survey, all participants were insured, therefore excluding this variable as a barrier. 

All of the participants were insured through Medicaid in the state of Arizona. All of the 

participants were able to identify their PCP, or if not their PCP, the clinic where they receive 

their medical care. Most identified lack of contact with their PCP as related to not being able to 

be seen for a same day appointment or lack of availability after hours. Most participants did not 

feel that their PCP knew them as a person or what problems were most important to them. The 

lack of availability of their identified PCP resulted in participant’s acknowledgement that use of 

the emergency department as the most viable option. Although the PCAT did not question for 

use of the ED, most subjects acknowledged use of the ED when the need arose.  

Several of the clients reported chronic illnesses and the need for specialist care (57%). 

The respondents felt that their PCP could identify and refer to specialty care, but that they did not 
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receive assistance with scheduling that appointment, and that the PCP did not query about the 

results for the specialty contact at any follow-up appointments. Lastly, comprehensiveness of 

care was largely disavowed. Participants did not find that their PCP provided comprehensive 

care, nor did they expect it from their PCP. 

The secondary aim of this QI project was to analyze the findings from the survey and 

develop a plan to address the patient described barriers to accessing primary care. This DNP 

project sought to illuminate perceptions and reveal issues experienced by persons with a mental 

illness when accessing primary care services. In qualitative projects a small sampling is 

considered acceptable has been proven to solicit important descriptive information to help 

understand a subject (Bonnel & Smith, 2014). The aim of this project was to understand the 

phenomena of access to primary care services. It became evident that there was a lack of a 

provider/patient relationship. Participants reported a perceived lack of access to someone in a 

timely manner as troublesome. This resulted in the subjects describing their own apathy about 

wellness and management of acute or chronic illnesses. Literature indicates that many attempts 

have been made to integrate providers into mental health clinics, and/or mental health providers 

into primary care offices to elevate the patient care experience. Many patients, including persons 

with a mental illness have perceptions of health that do not fit into traditional health care models. 

The participants in this project perceived that many of their medical needs were not tended to 

because the provider was not available and/or the office was not open. A common theme of 

concern was calling for an appointment and told that the lag time would be upwards of two 

weeks.  
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Today’s focus on health care reform is more prevalent than ever. The Agency for 

Healthcare Quality and Research has stated that to improve quality, efficiency, and effectiveness 

in patient care, systematic changes in primary care practices and health systems are needed 

(Holstein, 2018). Mercy Care is contracted by AHCCCS to provide services to persons enrolled 

in the state Medicaid program. AHCCCS Complete Care (ACC) begins on October 1, 2018. This 

has been designed as a new integrated care approach that joins physical and behavioral health 

services to improve efficiency and enhance treatment of patient health care needs. It is being 

publicized as providing more coordination between providers within the network which 

translates to better health outcomes for members.  

The Impact of the DNP-Prepared Nurse on Patients, Systems, Populations and Policy 

The NP role was originally established in response to workforce supply shortage of 

providers in specialty care, and has assumed a more prominent role within primary care services 

(Coombs, 2015). It is anticipated that the growth of advance practice nurses will be 141% by 

2025 as compared to an estimated 21% in physician growth during the same period of time. In 

order to lead the necessary changes, NPs must conceptualize their role within the healthcare 

arena to provide cost-efficient care that is patient-focused and holistic. Historically nurses 

regarded themselves as working for doctors, not patients. Nurses were valued for their virtue, not 

their knowledge (Buresh & Gordon, 2006). The implications for the DNP are to create a hybrid 

provider, that is one in which NPs can share with patients their knowledge of health, disease and 

resources with characteristics often associated with nursing to include empathy, flexibility and 

interpersonal skills. The combination of knowledge and interpersonal attributes lends itself to a 

provider/patient partnership that result in mutual satisfaction for both. The DNP must be the 
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watchful steward of the patient’s interest as organizations make change to meet regulatory and 

fiscal mandates.  

Another pertinent conclusion from this project is clarity of the role of the DNP. As a 

DNP, there is an aspect for focus on quality improvement projects. When we can advance the 

care we deliver to patients we in turn rejuvenate ourselves and others. Because of interpersonal 

attributes inherent in nursing such as empathy and flexibility there is a risk of professional 

fatigue. Now, more than ever, the focus of expectations of providers is in the limelight. With that 

said, we must be cognizant of the phenomena of burnout and its impact on patient care and on 

the healthcare team. Burnout threatens patient-centeredness. There are increasing demands on 

time, resources and energy that have contributed to burnout in healthcare professions. There is an 

innate cost to caring that is evident in nursing performance and job/role satisfaction. In an era of 

focus upon compassion fatigue, the role of the NP needs to be mutually beneficial to the 

caregiver and the recipient of care to prevent staff turnover rates from rising any further.  

It is also believed that primary care needs to be delivered in a consumer-oriented format 

that includes longer office hours and increased availability to see a PCP that will offset and 

prevent overuse of emergency department services for non-critical patient needs. The flexibility 

of nurses in general and NPs specifically would influence a positive change towards a 

collaborative approach that considers the needs of the patient as primary objective within the 

healthcare model. In addressing the second aim of this project, the following recommendations 

were developed. 
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Recommendations 

The following recommendations are possible ways Lifewell Behavioral Wellness can 

address perceived barriers to primary care by their clients with a mental illness. The 

recommendations are based on the collaborative care model in which primary care and specialty 

care, such as behavioral health care share information. 

1. There are currently three clinics that provide care to persons with AMI. These three 

clinics have a peer support specialist (PSS) that works with the NP. The PSS will meet 

with the clients before or after their appointment with the NP. The PSS will keep the 

electronic health record (EHR) updated with information regarding primary care 

provider and specialty care providers. This will allow the NP to have quick access to 

this information to update other providers on changes in medications or mental health 

status. 

2. Integrating the Healthcare Enterprise (IHE) is an initiative by healthcare professionals 

to improve the way computer systems in healthcare share information. Systems 

developed in accordance with the IHE, communicate with one another to enable 

providers to use and share the information more effectively. Lifewell Behavioral 

Wellness will seek support of the capital requirements and investments necessary for 

such implementation. 

3. Education is needed on three levels. First, mental health providers need education on 

their role in management of chronic diseases experienced by clients with mental 

illness. This can be accomplished in monthly staff meetings in which the topic is 

presented and explored. Secondly, the clients at the clinics need education to improve 
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their own health literacy. This can be accomplished by informal question and dialogue 

with the PSS and the NP managing their mental health needs. Information can be 

provided with written materials and helping the client to schedule necessary 

appointments and follow up and review of outcomes associated with that appointment. 

This collaborative care approach will indicate to the client that they are not alone in 

their pursuit of healthcare and that they have an ally.  

4. Lastly, education on compassion fatigue/burnout amongst the providers of care needs 

to be openly discussed, validated and addressed.  

These recommendations are in alignment with the Quadruple Aim as reported by Bedenheimer 

and Sinsky (2014). Healthcare organizations are heavy in the pursuit of excellence by 

systematically identifying improvement opportunities. Improvement of the system must begin 

with the clients and the workers providing the care. The Triple Aim for Populations consists of 

improved care (enhanced patient experience), improved population health, and reduced per 

capita costs. The fourth aim was added with regard to improving the work life of health care 

providers. Health care needs to be a relationship that is symbiotic between the health care 

provider and those who seek care. 

Dissemination 

Dissemination and utilization of the results serves two purposes. First, successful 

implementation of practice changes in the practice environment where the study occurred. 

Secondly, it is likely that this problem is experienced in other settings and it is important to share 

the findings for consideration and feedback.  
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The third aim of this project is to implement a corrective action, based on findings from 

the PCAT survey to minimize barriers to primary care for persons with mental illness at Lifewell 

Behavioral Wellness. It is believed that enhanced understanding of the underlying issue lends 

itself toward needed clinical changes. Dissemination of project results to stakeholders is the next 

step toward the implementation of the recommendations. At the time of this writing, these 

recommendations have not been submitted to Lifewell Behavioral Wellness. An informal 

discussion with leadership has occurred with a plan to provide a presentation of the findings at a 

future medical staff meeting.  

Conclusion 

An unexpected realization when conducting this DNP quality improvement project was 

discovered when almost all participants shared that they perceived that their PCP was indifferent 

with the provision of care. This perception of this indifference in the provision of care by 

providers toward underserved clients with a mental illness resulted in survey participants 

reporting that they felt apathetic about the management of their own illnesses. Participants 

reported scenarios where PCP interactions were hastily conducted to treat the current issue 

without a plan for follow-up care. These patient experiences have resulted in behaviors that are 

not conducive toward promoting collaboration or active involvement of patients with mental 

illness to embrace lifestyle changes that may improve chronic health issues. Without lifestyle 

changes there is a worsening of chronic disease conditions, which are directly linked to the 

premature mortality rate in persons with a mental illness. Most participants simply did not feel a 

connection with their PCP which resulted in their own apathy about their medical issues. 
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Improvement of the system that provides mental health and primary care services to 

persons with a mental illness remains relevant and ongoing research of this topic is indicated. 

The healthcare system must look at the medical needs of a person with mental illness and with 

the workers providing the care. Satisfaction with those providing care to persons with a mental 

illness results in better care. If the medical needs of persons with a mental illness are better 

managed it is anticipated that health outcomes will improve, and premature mortality rates within 

this at-risk population will diminish. 
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APPENDIX A: 

SURVEY QUESTIONS 

 



 

 

 

 

57 

Demographic/Socioeconomic Characteristics 

Are you: □ male □ female 

 

What is your age in years? _____ 

 

Are you: 

 □ African American 

□ Caucasian/whit 

□ Hispanic or Latino 

□ Native African 

□ Native American/American Indian/ Alaskan native 

□ Asian, Asian-American, or Pacific Islander 

In what country were you born? ____________ 

Are you  

□ Employed full-time 

□ Employed part-time 

□ Not Employed 

□ Retired/in school 

□ Other (specify) 

 

What is the highest grade in school that you finished? 

□ Did not finish high school 

□ Got a high school diploma or GED 

□ Had some college or vocational school 

□ Finished college or graduate school 

 

Which of the following most closely describes the yearly income level for your household? 

□Under $5,000 

□$5,000-9,999 

□$10,000-14,999 

□$15,000-24,999 

□$25,000-34,999 

□$35,000-49,999 

□$50,000-64,999 

□$65,000-79,999 

□$80,000 or more 

□Not sure/don’t remember/refuse to answer 
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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? 

     

B2 When you have a new health 

problem, do you go to your PCP 
before going somewhere else? 

     

B3 When you have to see a specialist, 

does your PCP have to approve or 
give you a referral? 

     

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? 

     

C4 When your PCP is open, can you 

get advice quickly over the phone if 
you need it? 

     

C5 When your PCP is closed, is there a 

phone number you can call when 

you get sick? 

     

C7 When your PCP is closed and you 

get sick during the night, would 

someone from there see you that 
night? 

     

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? 

     

D4 If you have a question, can you call 

and talk to the doctor or nurse who 

knows you the best? 

     

D7 Does your PCP know you very well 

as a person, rather than as someone 

with a medical problem? 

     

D9 Does your PCP know what 
problems are most important to 

you? 

     

 

© Primary Care Policy Center for Underserved Populations John Hopkins University, 1998 
All rights reserved. 
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E. COORDINATION 

E2 Have you ever had a visit to any kind of specialist or special service? 

□ Yes 

□ No (Skip to question F1) 

□ 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? 

     

E9 Did your PCP or someone working 

with your PCP help you make the 
appointment for that visit? 

     

E10 Did your PCP write down any 

information for the specialist about 

the reason for the visit? 

     

E12 After you went to the specialist or 

special service, did your PCP talk 

with you about what happened at 
the visit? 

     

F. COORDINATION (INFORMTION 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? 

     

F2 Could you look at your medical 
record if you wanted to? 

     

F3 When you go to your PCP, is your 

medical record always available? 

     

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)      

G6 Family planning or birth control 

methods 

     

G8 Counseling for mental health 
problems 

     

G10 Sewing up a cut that needs stitches      

 

© Primary Care Policy Center for Underserved Populations John Hopkins University, 1998 
All rights reserved. 
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H. COMPREHENSIVENESS (SERVICES PROVIDED) 

The next questions deal with different types of health care services that you sometimes get. 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 

     

H2 Home safety, like getting and 

checking smoke detectors and 
storing medications safely 

     

H4 Ways to handle family conflicts 

that may arise from time to time 

     

H5 Advice about appropriate exercise 

for you 

     

H7 Checking on and discussing the 

medications you are taking 

     

 
 

© Primary Care Policy Center for Underserved Populations John Hopkins University, 1998 

All rights reserved. 
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APPENDIX B: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD (IRB) APPROVAL 

LETTER 
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APPENDIX C: 

LIFEWELL BEHAVIORAL WELLNESS INSTITUTIONAL APPROVAL LETTER  
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202 E Earll Drive Suite #200 

Phoenix AZ  

 

 
University of Arizona Institutional Review Board 

c/o Office of Human Subjects 

1618 E Helen Street 

Tucson, AZ 85721 

 

 

Please note that Ms. Annette DeWitte Bunn, UA Graduate Student, has permission of 

Lifewell Behavioral Wellness to conduct a quality improvement project at our Mitchell 

facility for her study, "Reducing Barriers to Primary Care among Persons with Mental 

Illness." 

 

Ms. Bunn will conduct a survey of clients at the Lifewell Mitchell location. Ms. Bunn will 

recruit potential participants by approaching them as they present to the clinic for services. 

Clients will be given information on the purpose of the study. If the client meets the 

inclusionary criteria and voluntarily agree to participate, they will sign an informed consent 

form. Ms. Bunn's on-site research will be completed by July 15, 2018. 

 

Ms. Bunn has agreed to conduct these interviews in a private office setting to ensure privacy 

of the client. Ms. Bunn will also provide Lifewell Behavioral Wellness a copy of any 

aggregate results. 

 

If there are any questions, please contact my office. 

 

 

Regards, 

 

Doris Vaught 

Executive Vice President/CFO 
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APPENDIX D: 

LITERATURE REVIEW AND EVIDENCE APPRAISAL ARTICLES 
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Project Question: What are barriers of persons with mental illness in regard to access and use of primary care providers? 

Author / 

Article 

Study 

Approach 

Theoretical 

Framework 

Design Sample (N) Methods for Data Collection 

(Instruments and Tools) 

Findings 

Bellamy, 

et al., 2016 

Research study 

conducted 

6/2014 – 

12/2015. 

 

Qualitative 

interview 

along with 

brief survey 

completed in 

avg of 45 min 

 Cross-

sectional 

descriptive 

study 

N=204;  

N=126 (m), n=77 (f), 

& n=1(t*) 

 

Diverse cultural 

demographic 

representation (6 

ethnicities) 

 

Avg yrs=11.6 of 

completed education 

*t= Transgender 

 

Data Collection: 

Barriers and Facilitators Scale 

(Likert-Scale survey) administered 

orally by research interviewer 

 

Individual information packets 

provided for each participant that 

included: 

● Study guidelines 

● General information 

● Consent forms 

● Orally delivered structured 

questions including: 

o Mental health 

o Substance Abuse 

o Physical health symptoms 

o Wellness variables 

o Psychosocial support 

o Hope 

o Self-efficacy 

o Community connectedness 

o Citizenship 

 

Participants assessed at 6 months 

intervals 

 

Participants paid $50 for 

completing the research interview. 

Findings: 

Focus upon understanding 

10 barriers and facilitators 

influencing patient centered 

care for those with serious 

mental illness (SMI). 

 

Areas of concern influencing 

barriers/ perceptions include:  

● Trauma(s) 

● Illness severity 

● Sexuality 

● Basic needs 

● Follow-up 

● Provider training 

 

Solutions include integrated 

or co-located services of 

care, collaboration with 

patient to promote autonomy 

and adherence to plan of 

care, identifying stakeholder 

preferences that progress 

support with interventions 

that align with 

implementation of patient-

centered care.  

Castner et 

al., 2016 

De-identified 

dataset 

identified by 

IRB as non-

engaged 

human subject 

 Retrospective 

Analysis 

N= 66,487 ED 

Medicaid insured 

health claims in 2009 

 

Conducted for 12 

hospitals within two 

Data Collection: 

Collected and reviewed >66,000 

ED related health claims for the 

2009 calendar year  

 

Claims were selected from counties 

Findings: 

Anticipated that ED use 

would be higher on 

weekends and holidays due 

to lack of primary care 

services available 
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Author / 

Article 

Study 

Approach 

Theoretical 

Framework 

Design Sample (N) Methods for Data Collection 

(Instruments and Tools) 

Findings 

research study 

 

Western NY counties  

 

Claims represented the 

poorest and most 

vulnerable populations 

within those 

metropolitan counties 

that represented the poorest, most 

vulnerable, and underprivileged 

populations within two counties 

located within the western state of 

New York, USA.  

 

Historic baseline dataset used to 

identify ED utilization trends, long-

term trends, seasonal changes, and 

unexpected random events. 

 

Findings reflected increased 

ED use on Mondays, which 

authors ascribe to potential 

transportation issues inherent 

within the studied 

populations 

Chadwick 

et al., 2012 

Quantitative 

Studies 

 Quantitative 

Systematic 

analysis 

N=6 studies (4=USA, 

1=UK, & 1=Australia) 

reviewed/analyzed 

 

Data Collection: 

Systematic search of studies within 

the past 10 years was completed by 

the authors/research team to elicit 

data from qualitative studies related 

to barriers associated with primary 

healthcare services as identified by 

clients with serious mental illness.  

 

Selected studies included a total of 

six which represented four (4) from 

the USA, one (1) from the United 

Kingdom, and one (1) from 

Australia.  

Findings: 

A review of six international 

studies indicate similar 

perceptions and/or 

experiences with barriers to 

accessing medical care as 

reported by patients with 

SMI. 

 

Studies highlighted barriers 

to accessing physical health 

care services presented 

challenges that could be 

overcome with improved 

collaboration and 

coordination of care between 

multidisciplinary providers.  

 

Noted differences were 

associated with payment 

sources. Overall findings 

were reported that despite 

fiscal differences it appears 

that persons with SMI have 

compromised medical care.  
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Chang et 

al., 2011 

Quantitative Not identified Anonymized 

dataset with 

secondary 

analysis 

Search and retrieval of 

records for over 

165,000 cases in a 

national data registry in 

U.K. 

Data Collection: 

A total of 38,066 people were 

identified using The Case Register 

Interactive Search (CRIS).  

Data collected on persons 

identified with primary diagnosis 

of schizophrenia, schizoaffective 

disorder, bipolar affective disorder, 

substance use disorder, depressive 

disorder or recurrent depressive 

disorder, recorded before the end of 

2009. 5,902 excluded as not 

receiving active care from the 

South London and Maudsley NHS 

Foundation Trust (SLAM), which 

is Europe’s largest provider of 

secondary mental healthcare 

serving four boroughs in southeast 

London (urban and suburban area). 

Other exclusionary criteria were 

younger than age 15 and no date of 

birth on record. 

 

A total of 31,719 cases with 1,370 

deaths were identified in the study 

period.  

N=421 with diagnosis of 

schizophrenia or schizoaffective 

disorder 

N=352 with substance use 

disorders and depressive disorders 

 

54% male with mean (SD) ages 

43.1 and 45.1 in women 

 

 

Findings: 

Results confirmed 

substantially shortened life 

expectancies at birth for all 

serious mental disorder 

groups when compared to 

national norms.  

 

Largest reduction in 

mortality associated with 

men with schizophrenia and 

women with schizoaffective 

disorders and both men and 

women with substance use 

disorders.  

 

Findings found that there 

was a three-fold elevated 

mortality for coronary heart 

disease in young adults with 

serious mental illness (SMI) 

and a two-fold increased 

mortality of stroke in all age 

groups.  

 

Overall life expectancy was 

lower by 8.0 to 14.6 life 

years lost for men and 9.8 to 

17.5 life years lost for 

women.  
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Ede et al., 

2015 

Quantitative 

study via 

survey 

approach 

 

 Quantitative 

Research 

study 

N=89; n=51 patients, 

n= 27 supports staff, 

&n=11 providers 

51 (15.7%) of 330 

invited patient 

participants completed 

the survey 

 

Data Collection: 

Five integrated health care facilities 

within the Atlanta, GA area were 

selected for participation in the 

quantitative survey study 

Through the use of an Integrated 

Care Practice Change and Quality 

improvement initiative (ICPCQI), 

all five selected sites engaged in 

collective learning, shared a 

commitment to improve patient 

health outcomes, and embraced an 

integrated health care model to 

transform and elevate medical and 

behavioral health services.  

Sites were selected for known 

services provided to 

underprivileged and homeless 

patient populations 

Collected data targeted patients 

with mental health illness who 

presented to the ED with 

congestive heart disease and a 

positive screen for depression; 

survey further included those with 

comorbidities of hypertension, 

diabetes, obesity and depression. 

Response rate for patient 

satisfaction survey was 15.7%.  

 

PHQ9 depression screening tool 

used to assess level and duration of 

patient reported depression. 

Integrated care sites served a broad 

range of psychiatric disorders and 

the survey did not capture specific 

Findings: 

Examination of providers, 

staff and patient experiences 

conducted across five 

integrated care sites to 

identify and describe level of 

satisfaction with integrated 

care approach. 

 

Authors/research team 

hypothesized positive 

perceptions and high 

acceptability with integrated 

care which were validated in 

collected data and analysis of 

findings.  

 

Referrals between in-practice 

provider and external mental 

health provider required less 

time, indicated improved 

process efficiency, and 

increased communication 

between the PCP and 

specialist.  

 

Study results indicate high 

levels of satisfaction and 

acceptability of integration 

of physical health and 

behavioral health care may 

reflect readiness for truly 

integrated care.  

 

Limitations of study were 

variations in the timing and 
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(Instruments and Tools) 

Findings 

detailed numbers or spectrum of 

psychiatric disorders.  

 

procedures used to collect 

data.  

 

Limited range of scales used 

in the patient and supporting 

staff survey instruments may 

contribute to variability.  

 

Flores-

Mateo et 

al., 2012 

Systematic 

Review of 

studies to 

determine ED 

excessive use, 

and 

effectiveness 

with 

interventions 

designed to 

reduce ED 

visits. 

 Systematic 

Review and 

qualitative 

evaluation of 

literature. 

 

N=48; of which: n=25 

reflect a review of 

interventions aimed to 

improve Primary Care 

accessibility; n= 6 

involved studies 

examining effect of 

educational 

interventions related to 

ED use, n=12 studies 

regarding barrier 

perceptions and 

interventions, & n=5 

studies evaluating the 

effectiveness of 

gatekeeping on ED 

utilization. 

Data Collection: 

Authors/researchers employed a 

search strategy to identify relevant 

studies that examined ED 

utilization within the search period 

of January 1985 through February 

2012.  

 

Collected data focused upon 

primary outcomes with emergency 

department (ED) visits, and 

secondary outcomes with re-visits, 

hospital admissions, mortality 

and/or safety measures affecting 

patients > 18 years with varied 

medical conditions and/or patterns 

of ED use instead of primary care 

services.  

Findings: 

Research conducted 

identified potential reduction 

of ED utilization for patients 

who had option of primary 

care services.  

 

Increased usage for non-

urgent visits reflected in 

findings that primary 

problem is use of ED v PCP 

for health care support. 

 

Findings reports excessive 

ED usage averted if patient 

has a good relationship with 

PCP.  

 

Educational interventions 

were found to be ineffective, 

gatekeeping had little 

impact, and evidence from 

study review determined as 

inconclusive and 

contradictory. 
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Krupski et 

al., 2015 

Comparison 

Study among 

two (2) 

government 

healthcare 

clinics from 

2/1012 – 

9/2014 

 Comparison 

Study  

N=762; n=373 patients 

with mental illness at 

#1 clinic; n=389 

patients with mental 

illness at #2 clinic. 

Data Collection: 

Data collected from billing and 

claims records within selected 

medical centers participating in the 

Primary and behavioral Health 

Care Integration (PBHCI) grant 

program.  

 

Data was objective and systematic 

and subjected to rigorous analysis.  

 

Year #1 data collection included 

review and comparison of clinic 

patients with a psychotic disorder, 

who were taking 2nd generation 

antipsychotic medications, and/or 

had no regular source of primary 

care services. 

 

Year #2+ data collection included 

patients with any diagnosis of 

serious mental illness.  

Findings: 

To date PBHCI is the largest 

demonstration of integrated 

care for adults with SMI in 

US.  

Goal to increase clients’ use 

of primary care services with 

results of the findings 

suggest more funding needed 

for this type of service to be 

provided. 

 

Findings suggest reduced 

usage of inpatient 

hospitalizations and ED 

services.  

 

Two clinics examined with 

reported differences of: 1) 

rates of homelessness 2) 

Clinic 1 had been providing 

integrated services long 

before PBHCI was 

introduced. 

 

Findings indicated little 

evidence of change in ED 

due to unmet psychosocial 

needs of the homeless 

population with suggestion 

that the provision of services 

in direct support of 

populations that are 

homeless may reduce ED 

use. 
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Findings 

Strengths of the study 

include this as the first 

utilization and cost study of 

PBHCI information supports 

sustainability of individual 

programs. 

 

Study was unique in that it 

examined potential effects of 

mature versus de novo 

integrated clinic services.  

 

Limitations include potential 

bias of the PBHCI clients as 

more likely to receive 

outpatient medical services 

at baseline compared with 

the comparison group. 

 

Lawrence, 

Hancock, 

& Kisely, 

2013 

Systematic 

Review of 

population 

based study 

indicating 

cause of death 

among patients 

receiving 

mental health 

services within 

Western 

Australia 

 Systematic 

Review 

N=292,585 patients 

identified with 

psychiatric illness and 

registered with mental 

health services in 

Western Australia 

Data Collection: 

Review of public population 

records retrieved from databases 

covering Western Australia 

deceased patients who utilized 

mental health services.  

Comparison of life expectancy and 

mortality rates of patients with 

mental illness > 15 yo, as 

compared to those within the 

Western Australian population. 

 

Findings: 

Review of mortality rates in 

Western Australia indicated 

significant reduction in life 

expectancy in patients with 

psychiatric illness. 

 

Improving health outcomes 

proposed through integrated 

care by establishing co-

location of physical and 

mental health services.  

 

Meyer-

Kalos et 

al., 2015 

Qualitative 

Study assessed 

assertive 

community 

ACT Model of 

Care 

Qualitative 

Study 

N=16; n=9 as 

multidisciplinary 

providers, n=7 as ACT 

psychiatrists’ group. 

Data Collection: 

Purposive sampling strategy 

recruited 16 ACT team providers 

as key informants to participate in 

Findings: 

ACT teams struggle with 

coordination of care, 

resulting in recommendation 
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Findings 

treatment 

(ACT) for 

persons with 

serious mental 

illness 

>14 yrs avg experience 

support patients with 

SMI 

>80% with post-

Baccalaureate 

education 

 

three separate focus groups. 

 

Scheduled interview questions 

delivered by one doctoral level and 

one project staff member in a 

moderator format 

 

of improved collaboration, 

inclusion of policymakers, 

increased patient education, 

and communication among 

providers to tailor the needs 

of persons with MI/medical 

issues. 

  

Barriers include stigmas 

associated with mental 

illness, prior experiences, 

lack of provider expertise 

with integration, and poor 

system/organization to 

support an integrated care 

approach.  

 

Clients refuse medical 

attention and lack knowledge 

about their chronic health 

care needs. ACT teams. 

Increased communication 

between professionals, 

encouraging the removal of 

barriers to promote a sense 

of wellness. 

 

Integrated treatment requires 

providers be knowledgeable 

about physical and mental 

health problems. ACT team 

members encourage 

increased training to 

overcome barriers related to 

knowledge and systems 

competency.  
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Okafor et 

al., 2015 

Quality 

Improvement 

Study in 

review of 2010 

needs based 

assessment and 

best practice 

review 

between ED 

and Psychiatric 

Emergency 

Services 

 

 Quality 

Improvement 

Study 

N=9196; n=4329 pre-

intervention ED 

patients between 

1/2011-8/2011, & 

n=4867 intervention 

ED patients between 

9/2011-5/2012. 

Data Collection: 

A psychiatric fast track service was 

implemented as a QI initiative from 

2011-12 with analysis of data 

results conducted for the period 

between January, 2011 through 

May, 2012. 

 

The collected data was compared 

on disposition from ED with 4329 

patients considered as pre-

intervention subjects, and 

compared to 4867 subjects 

participating in the QI as the 

intervention group. 

 

Statistical analysis was completed 

using SPSS software version 17.0 

for Windows, with student t test 

applied to determine the 

significance of group variables, 

Pearson Chi Square used to adjust 

for the continuity of statistical 

difference between the groups, and 

the use of a two-tailed P <0.05 to 

set the statistical significance of the 

results.  

Findings: 

QI study focus was to better 

integrate emergency medical 

and psychiatric care services 

at a large urban public 

hospital. 

 

ED team added a Licensed 

Clinical Social Worker 

(LCSW) and consulting 

psychiatrist to the emergency 

care team with this 

integrated care model 

resulting in significant 

improvements In two areas 

of outcomes: 1) reduced wait 

time resulting in improved 

quality of care, less use of 

restraints, and improved 

compliance with 

psychological hold 

procedures and, 2) more 

appropriate levels of care 

demonstrated by patient 

accessibility to lower levels 

of care and reduced use of 

ED services for non-

emergent health issues.  

 

As a result of the QI pilot, 

other areas were identified as 

areas to improve quality:  

● Care for patients with 

underlying psychiatric 

issues who present to 

ED through the 
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detention system and 

the medical care for 

patients with co-morbid 

acute medical and 

psychiatric issues.  

● The population is 

heterogeneous, 

however, they represent 

several layers of 

disadvantage patients 

with elevated 

vulnerability.  

● Frequent use of ED 

services by this group is 

often not voluntary 

● Chronically homeless 

patients with SMI 

● Patients often involved 

in the penal system r/t 

disruptive social 

behaviors r/t underlying 

illness 

● Results indicate 

coordination of care for 

patients with mental 

illness, and obtaining 

treatment at other 

facilities is limited 

Limitations were reported as 

conduction of QI pilot during 

weekday daytime hours, 

excluding night and weekend 

patient ED visits.  

 

Conclusion: the QI model is 

replicable. Benefits reflect 
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persons with MI can receive 

proper and timely treatment 

as ED staff are freed up to 

care and focus on patients 

with medical/surgical issues. 

In turn, this is cost-effective. 

With some tweaking it can 

be applied in urban and rural 

settings.  

 

Ross et al., 

2015 

 

Qualitative 

Study with 

community 

based 

participants 

involved with 

semi-structured 

interviews 

 Qualitative 

Study (initial) 

Grounded 

Theory Study 

(secondary 

post analysis) 

N=85 adults with 

diagnosed psychiatric 

conditions 

Data Collection: 

Semi-structured interviews 

conducted with subjects who 

identified as ‘self-selected’ and 

were patients diagnosed with 

psychiatric conditions. 

 

Subjects from urban Canada and 

were connected in some way to 

publicly funded, community 

services.  

 

De-identified transcripts were 

analyzed using a grounded theory 

approach to allow for discovery of 

theory based upon the topic. 

 

Findings: 

Findings revealed potential 

barriers and facilitators for 

persons with MI and SUD 

seeking primary care 

services. 

 

Three levels of barriers 

identified: 

1. Client factors 

2. Provider factors 

3. Health system factors 

 

Strengths of the study was 

reflected in the diversity of 

the sample. 

 

As a qualitative study the 

findings were not intended to 

be generalizable to the broad 

population, however, there 

are some key 

aspects/contexts which the 

barriers and facilitators are 

likely transferable.  
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Valdez & 

Langellier, 

2015 

Arizona Health 

Survey (2010) 

conducted 

through the 

University of 

Arizona 

 Case Control 

Study 

N=7,578 Caucasian 

and Hispanic 

participants 

 

Target: Comparison of 

mental health 

diagnoses and services, 

along with illicit drug 

use among Arizona’s 

Caucasian and 

Hispanic patient 

populations  

Data Collection: 

Data collected from the second 

wave of Arizona Health Survey 

(AHS) conducted between May 

and August 2010 as a random-

digit-dial telephone survey.  

 

Hispanics make up 16.9% of the 

national population, but represent 

more than 30% of the Arizona 

population base.  

 

Data was de-identified and deemed 

as public information, excluding 

the study from being qualified by 

the IRB as human subject research.  

 

Kessler K6 survey was employed 

using six questions to identify 

current mental health problems and 

need for treatment by assessing 

levels of anxiety and/or depressive 

symptoms as expressed by 

participants.  

 

Findings: 

Findings reflect racial/ethnic 

and socioeconomic 

disparities in patients with 

mental health (MH) issues 

residing in the state of 

Arizona.  

 

Compared to Whites, 

Hispanics are less likely to 

have been diagnosed with a 

MH condition.  

 

Hispanics reported 

considerably lower levels of 

lifetime illicit drug use than 

Whites. 

 

K6 scores were higher in 

Hispanics, suggesting a 

disproportional unmet need 

for MH services, with 

additional indication that 

household income is related 

to psychological distress. 

 

Findings reports that foreign-

born Hispanics have lower 

psychiatric morbidity than 

US born Hispanics, and 

lower illicit drug use.  

 

Limitations of this study are 

secondary analyses.  
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