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Mental Health Services for Rural FQHC Patients

Federally qualified health centers (FQHCs) are non-profit
facilities that receive federal funding to provide primary
and preventative care to a large proportion of low-income
patients, relative to populations served by other medical
centers. Many FQHC patients are uninsured, reside in
rural areas, and are members of racial and/or ethnic
minority groups [1]. There is a large disparity in health
outcomes for these populations when compared to high
income, insured, urban or suburban white populations,
particularly for chronic physical and mental illness [2].
Consequently, these populations often have complex
medical needs and are burdened with excessively high
medical expenses, due in part to lack of access to ad-
equate primary care, preventative care, and chronic
disease management services [3]. FQHCs are not per-
mitted to deny services based on patients’ ability to pay;
therefore a large portion of FQHC patients’ medical ex-
penses are paid for by Medicaid, Medicare, and grants
from public and private sources [4].

Mental health services are a particular concern for rural
FQHC patients, because there is a severe shortage of rural
mental health providers throughout the United States [5].
As a result, many rural primary care providers are re-
sponsible for diagnosing and treating mental illness [6-8].
This can be problematic because primary care providers
are not always adequately trained to treat all forms of
mental illness, and patients with complex mental health
needs may not be able to obtain appropriate care if they
do not have access to specialists [7, 9].

Solutions: Integrated Care and Telemedicine

Current best practice for high-quality delivery of mental
health services is through the use of integrated care treat-
ment models. These models merge typical health care
services with mental health services and strive to promote
communication and collaboration between all providers
that are responsible for patients’ physical and mental

health [10-13]. However, integrated care can be ex-
pensive to implement and is not always possible in rural
settings due to health care provider shortages [6, 10, 14].

To overcome these barriers, integrated care models could
be implemented with telemedicine, which utilizes
information technology (e.g., video conferences) to pro-
vide health care services to patients from a distance [6,
10, 11, 13-15]. There is substantial evidence that tele-
medicine has been effective for expanding access to
mental health services and for treating mental illness in
rural populations [6, 7, 9-11, 13-17].

Furthermore, there is some evidence that combining
telemedicine with integrated care (i.e., telemedicine-
based integrated care [TBIC]) is more effective than on-
site integrated care (OSIC) for treating mental illness in
rural patients [6, 10, 11]. Specifically, the TBIC model re-
sulted in significantly decreased depression severity [6]
and increased quality-adjusted life years [10, 11] in rural
patients, relative to the OSIC model. TBIC also led to a
greater increase in depression-free days, relative to OSIC,
when applied to rural FQHC patients [11]. Evidence
suggests that TBIC does not result in greater primary care
or mental health care costs or utilization, but total out-
patient costs are higher relative to OSIC [14]. Overall,
TBIC appears to be more effective, yet more expensive,
than OSIC for treating depression in rural [10] and rural
FQHC patients [11].

Discussion and Further Research

While these findings are promising, these studies ex-
amined depression only and did not explore other forms
of mental illness or comorbidities. Furthermore, despite
the initial findings that TBIC is more expensive than
OSIC, it is possible that the opposite pattern could be true
if the cost-effectiveness analyses were more comp-
rehensive (e.g., if it included measures such as decreased
work-related productivity) and were performed over
longer periods of time than 18 months. To address these
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gaps in the literature, further research should be conduct-
ed to investigate the long-term comprehensive cost-
effectiveness of treating various forms of mental illness
among rural FQHC patients.

Given the high prevalence of chronic physical and mental
health conditions among rural FQHC patients [2] and the
barriers to care that these patients face (e.g., uninsurance,
low-income, health care provider shortages) [18], novel
solutions to these problems, such as TBIC, should be
thoroughly explored and implemented if found to be
effective. By combining integrated care with tele-
medicine, rural FQHCs could potentially improve the
health and well-being of their complex, medically under-
served patients and reduce the health disparities that these
patients face.

Appendix I: Literature Search Methods and Selection
Criteria

The literature search was conducted using the database
Ovid Medline. The following MeSH words were used in
the search: telemedicine; delivery of health care, integrat-
ed; comprehensive health care; mental health; rural
health; hospitals, rural. In addition, the following key-
words were used: federally qualified health center,
FQHC, collaborative care, integrated care, compre-
hensive care, mental health, rural health, telemedicine.
All keywords were followed by “.mp.” in order to search
the articles for the keywords in multiple places as
opposed to just the titles and abstracts.

The MeSH words and keywords that are directly related
or synonymous were combined with “or”, resulting in
five different variable combinations that were searched
for (i.e., federally qualified health center or FQHC;
telemedicine; collaborative care or comprehensive care or
integrated care or delivery of health care, integrated;
mental health; and rural health or hospitals, rural). For
simplicity, I will refer to these five variable combinations
as FQHC, telemedicine, integrated care, mental health,
and rural health. Three different combinations of the
MeSH words and keywords were searched for: FQHC
and telemedicine and integrated care; FQHC and inte-
grated care and rural health; and telemedicine and
integrated care and mental health and rural health. These
searches produced 3, 5, and 28 articles, respectively. Of
these articles, 12 were chosen for this review based on
their relevance to the topic of interest (i.e., mental illness,
integrated care, telemedicine, and FQHCs), the pop-

ulation of interest (i.e., rural patients), and their pub-
lication dates, as only articles published within the last
nine years (2010-2018) were considered.

Author Contact Information

Amelia Harju: pekka0O5@umn.edu

References

[1] Nath, J.B., Costigan, S., & Hsia, R.Y. (2016). Changes in
demographics of patients seen at federally qualified health
centers, 2005-2014. JAMA Internal Medicine 176(5), 712—
714. doi:10.1001/jamainternmed.2016.0705

[2] Baron, S. L., Steege, A. L., Marsh, S. M., Menéndez, C. C., &
Myers, J. R. (2013). CDC health disparities and inequalities
report—US, 2013. Morbidity and Mortality Weekly Report.
Surveillance Summaries 62(3), 35—40. https://doi.org/PMID:
24264501

[3] Mackinney, A. C., Lundblad, J. P., Mcbride, T. D., Mueller, K. J.,
Authors, C., & Coburn, A. F. (2014). Access to rural health
care—A literature review and new synthesis. RUPRI, 1-25.

[4] Russell, L. (2013). Federally qualified health centers: An
overview. Center for Healthcare Research and Transformation.
Retrieved from: http://www.chrt.org/publication/federally-
qualified-health-centers-overview/

[5] Health Resources and Services Administration. (2018).
Designated health professional shortage areas statistics as of
January 1, 2016. Bureau of Health Workforce Health
Resources and Services Administration.

[6] Fortney, J. C., Pyne, J. M., Mouden, S. B., Mittal, D., Hudson, T.
J., Schroeder, G. W, ... Rost, K. M. (2013). Practice-based
versus telemedicine-based collaborative care for depression in
rural federally qualified health centers: A pragmatic random-
ized comparative effectiveness trial. American Journal of
Psychiatry 170(4), 414-425. https://doi.org/10.1176/
appi.ajp.2012.12050696

[7] Jacob, M. K., Larson, J. C., & Craighead, W. E. (2012).
Establishing a telepsychiatry consultation practice in rural
Georgia for primary care physicians: A feasibility report.
Clinical Pediatrics 51(11), 1041-1047. https://doi.org/
10.1177/0009922812441671

[8] Oakley, C., Moore, D., Burford, D., Fahrenwald, R., &
Woodward, K. (2005). The Montana model: integrated
primary care and behavioral health in a family practice
residency program. Journal of the American Rural Health
Association and the National Rural Health Care Association
21(4), 351-354. Retrieved from http://www.ncbi.nlm.nih.
gov/pubmed/ 16294659

Public Health Review: Volume 1, Issue 1 2



[9] Pignatiello, A., Teshima, J., Boydell, K. M., Minden, D., Volpe,
T., & Braunberger, P. G. (2011). Child and youth tele-
psychiatry in rural and remote primary care. Child and
Adolescent Psychiatric Clinics of North America 20(1), 13-28.
https://doi.org/10.1016/j.chc.2010.08.008

[10] Pyne, J. M., Fortney, J. C., Tripathi, S. P., Maciejewski, M. L.,
Edlund, M. J., & Williams, D. K. (2010). Cost-effectiveness
Analysis of a Rural Telemedicine Collaborative Care Inter-
vention for Depression. Archives of General Psychiatry 67(8),
812-821.

[11] Pyne, J. M., Fortney, J. C., Mouden, S., Lu, L., Hudson, T. J., &
Mittal, D. (2015). Cost-Effectiveness of On-Site Versus Off-
Site Collaborative Care for Depression in Rural FQHCs.
Psychiatric services 66(5), 491-499. https://doi.org/10.1176/
appi.ps.201400186

[12] Smith, L. J., Johnson-Lawrence, V., Andrews, M., & Parker, S.
(2017). Opportunity for interprofessional collaborative care—
findings from a sample of federally qualified health center
patients in the Midwest. Public Health 151, 131-136. https://
doi.org/10.1016/j.puhe.2017.07.009

[13] Sorocco, K. H., Bratkovich, K. L., Wingo, R., Qureshi, S. M.,
& Mason, P. J. (2013). Integrating care coordination home
telehealth and home based primary care in rural Oklahoma: a
pilot study. Psychological Services 10(3), 350-352. https://
doi.org/10.1037/a0032785

[14] Fortney, J. C., Maciejewski, M. L., Tripathi, S. P, Deen, T. L.,
& Pyne, J. M. (2011). A budget impact analysis of tele-
medicine-based collaborative care for depression. Medical
Care 49(9), 872-880. https://doi.org/10.1097/MLR.0b013e
31821d2b35

[15] Fortney, J., Pyne, J., Turner, E., Farris, K., Normoyle, T., Avery,
M., Hilty, D., & Uniitzer, J. (2015). Telepsychiatry integration
of mental health services into rural primary care settings.
International Review of Psychiatry 27(6), 525-539. https://
doi.org/10.3109/09540261.2015.1085838

[16] Buckley, D., & Weisser, S. (2012). Videoconferencing could
reduce the number of mental health patients transferred from
outlying facilities to a regional mental health unit. Australian
and New Zealand Journal of Public Health 36(5), 478—482.
https://doi.org/10.1111/j.1753-6405.2012.00915.x

[17] Nelson, E.L. & Bui, T. (2010). Rural telepsychology services
for children and adolescents. Journal of Clinical Psychology
66(5), 490-501. doi: 10.1002/jclp.20682

[18] Health Resources and Services Administration. (2016). 2016
Health center data. Bureau of Health Workforce Health
Resources and Services Administration. Retrieved from:
https://bphc.hrsa.gov/uds/datacenter.aspx?q=tall&year=2016&
state=

Public Health Review: Volume 1, Issue 1



