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ABSTRACT 

Rural residents experience risk factors that contribute to health disparities and lower life 

expectancy (CDC, 2017; Skoufalos et al., 2017).  Rurality and the associated social settings of 

rural communities have direct relation to difficulty in accessing healthcare which is further 

complicated by distance and weather-related issues common to Montana.  The overarching 

purpose of this review is to determine if the health of elderly rural Montanans is improved with 

the creation and use of a mobile care clinic in the community to serve these individuals.  This 

quality improvement project will be conducted using survey’s via convenience sampling of 

elderly members in a rural community in Montana.   
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CHAPTER ONE 

INTRODUCTION 

It is well known that rural residents experience risk factors that contribute to health 

disparities and lower life expectancy (CDC, 2017; Skoufalos et al., 2017).   The current literature 

contains a plethora of definitions for rurality and the accompanying population thresholds that 

delineate between urban and rural areas.  For this project, the marker used for rurality related to 

numbers of residents in a territory of less than 2,500 individuals was used (United States Census 

Bureau, n.d.; USDA, 2019).  As of 2020, the total population of Montana was estimated to be 

1,084,225 of that number 705,862 or 65 percent met the criteria for the rurality noted above 

(USDA ERS, 2021).  There is a significant gap in health outcomes between rural and urban 

Americans (CDC, 2017).   Residents in rural areas of the United States tend to be older and 

sicker than their urban counterparts (Skoufalos et al., 2017).  Population health has long been 

attributed to social determinants of health.  Rurality has been identified as a key contributing 

factor to poor patient outcomes and is highly significant in older adults (Skoufalos et al., 2017).  

Rurality and the associated social settings of rural communities are directly related to difficulty 

in accessing healthcare, further complicated by distance and weather-related issues common to 

Montana.  The purpose of this review is to determine if the health of elderly rural Montanans is 

improved with the creation and use of a mobile care clinic to provide care in the community to 

these individuals.   

The state of Montana spans more than 147,000 square miles, the majority of the geographic 

area is defined by the Census bureau as rural (Montana State Legislature, 2019).   According to 

the 2018 Census estimates the population of Montana is 1.06 million people with approximately  
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forty four percent living in rural areas of the state (Montana State legislature, 2019).   It is 

estimated that by 2030, Montana will be one of the ten states in the country to have more people 

over the age of 65 than under the age of 18, and it will be one of only six states to have over 23% 

of its population aged 65 and older, which could impact future growth in the rural areas of 

Montana (Poulette & Hecht, 2019).   According to Smith and Trevelyan (2019), based on data 

from the 2012 to 2016 American Community Survey (ACS) data, 4.6 percent of individuals 65 

and older live in rural areas of Montana. When an individual has access to routine and 

preventative care overall health outcomes are improved however many older adults in rural 

communities have more difficulty in access secondary to transportation issues (Shiragaokar et 

al., 2020; Wolfe & McDonald, 2020).  

Limited healthcare systems impact rural seniors and can lead to delays in medical treatment.  

Rural locations often lack access to local healthcare providers requiring the rural individual to 

make long trips to urban centers to obtain healthcare (Quinlan et al., 2020; Shirgaokar et al., 

2020).  Transportation remains a critical component for high levels of health and well-being 

among older adults and in the prevention of disease and premature mortality (Del Rio et al., 

2017; Shirgaokar, 2020; Smith et al., 2017).   There have been studies to improve access to 

healthcare for rural individuals such as extended bus routes, paratransit, use of rideshare services 

and healthcare systems providing transportation for their patients (Bayne et al., 2021; Del Rio et 

al., 2017; Lyons et al., 2021; Martin et al., 2020; Wolfe & McDonald, 2020).   

This project aims to explore and propose a novel intervention to address the identified areas 

of need for rural Montanans.  The purpose is to explore rural Montanans perception of a mobile 

care clinic that will improve healthcare access for these individuals.  This quality improvement  
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project will be conducted using survey’s via convenience sampling of elderly members in a rural 

community in Montana.  To address the purpose the following research question will guide the 

study:  What are the perceptions of elderly rural Montanans about accessing healthcare through 

mobile care clinic? 
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CHAPTER TWO 

REVIEW OF LITERATURE 

An extensive review of the literature identified many definitions for rurality and the 

accompanying population thresholds that delineate between urban and rural areas.  For this 

project, the threshold used to measure rurality will be related to the numbers of residents in a 

territory as less than 2,500 individuals (United States Census Bureau, n.d.; USDA, 2019).   As of 

2020, the total population of Montana was estimated to be 1,084,225, of that number 705,862 or 

65% met the criteria for the rurality noted above (USDA ERS, 2021).   Rural residents 

experience risk factors that contribute to health disparities and lower life expectancy exposing a 

significant gap in health outcomes between rural and urban Americans (CDC, 2017). “Residents 

in rural areas of the United States tend to be older and sicker than their urban counterparts.”  

(Skoufalos et al., 2017) Population health has long been attributed to social determinants of 

health.  Rurality has been identified as a key social determinant contributing to poor patient 

outcomes and is highly significant in older adults (Skoufalos et al., 2017).  Rurality and the 

associated social settings of rural communities are directly related to difficulty in accessing 

healthcare, further complicated by distance and weather-related issues (Skoufalos et al., 2017).  

The purpose of this review is to determine if the health of elderly rural Montanans is improved 

with the creation and use of a mobile care clinic to provide care in the community to these 

individuals.   

Definitions 

To understand the impact of rurality upon health among elderly Montanans, the following 

definitions will be used in the project. 
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• Rural – a county having more than 6 but less than 50 people per square mile 

(MDPHHS, 2008). 

• Frontier – a county having 6 or fewer people per square mile (MDPHHS, 2008). 

• Urban – a county having 50 or more people per square mile (MDPHHS, 2008). 

• Social determinants of health (SDOH) – the condition which can affect a wide range 

of health, functioning, and quality of life outcomes based on the environment where 

individuals are born and live daily life.  Further grouped into 5 domains:  economic 

stability, education access and quality, healthcare access and quality, neighborhood 

and build environment, and social and community context (Healthy People 2030, 

n.d.). 

• Access to care - the use of personal health services appropriately to achieve the best 

outcomes, incorporating the components of healthcare coverage, available services, 

timeliness, and the needed workforce to provide the care (AHRQ, n.d.). 

• Mobile care clinics (MCC) – a van or similar type of vehicle, outfitted to serve as a 

health care clinic that is able to travel to communities to provide health care to the 

underserved areas.   

Theoretical Framework 

The theoretical framework chosen to guide this study was the Rural Health Framework 

(White, 2013). The framework is an adaptation of the Population Health Framework that focuses 

upon health promotion recognizing the unique challenges of rural communities (White, 2013).  

Framework strategies support in-depth planning, delivery of health promotion programs and 

policy development focused on the communities identified needs (White, 2013).  
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As such, the Rural Health Framework can assist in improving the health status of rural 

communities through the development of action strategies to overcome gaps in service for 

individuals and is an appropriate guide for this project (White, 2013). 

Search Methods 

A comprehensive literature review was conducted surrounding the issues of rurality and 

barriers to access to care.  Data bases searched included Web of Science, CINHAL, Ovid, and 

Google Scholar.  The keywords of “rural or Montana”, “geriatric or elderly or aged”, 

“healthcare”, and “access or barrier” were used to guide the literature search.  Further 

delimitations were set as publications from 2017 to current and inclusion criteria of literature 

from the United States.  This search yielded 544 results which I further reduced by reviewing the 

titles for topics relevant to my research.  At this point the abstracts of the papers were first 

assessed, if appropriate the full papers were obtained as potential relevance.  Excluded articles 

included those involving specific medical conditions and access issues and those associated with 

specific medical providers.   

A secondary search was performed to obtain statistical data and approaches to rural health 

barriers.  In my literature synthesis 12 articles were included.  The studies included involved 

rural access to healthcare and mobile health clinics (MHC).   

Impact of Rurality 

The literature is replete with information about the impact of rurality and poor outcomes 

(CDC, 2017; Skoufalos et al, 2017).   Key factors noted in the literature include rising healthcare 

costs and progression of chronic disease leading to poor patient outcomes.  Lack of mass transit  
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options and considerable distances to health-related services are barriers to older adults in 

accessing medical care in rural areas (Smith et al., 2017). 

A patient’s access to care will impact overall physical, social, mental health, and quality of 

life (Healthy People 2020, n.d.).   It can vary based on many factors:  age, sex, disability, sexual 

orientation, gender identity, and residential location (Healthy People 2020, n.d.).  According to 

Yu et al., (2017), healthcare in the United States is characterized by increasing costs and 

increasing chronic disease prevalence, despite continued efforts to improve access and quality of 

healthcare.  It is well known that delays in medical treatment can exacerbate these situations and 

can lead to the progression of chronic disease, poorer health outcomes, and excess use of 

resources such as emergent ambulance services and emergency departments (Wolfe & 

McDonald, 2020).  When an individual has multiple chronic conditions and mobility limitations, 

further barriers are created to living in a rural community and missing appointments can become 

a significant problem (Del Rio et al., 2017; Smith et al., 2017). 

Barriers Common in Rurality 

Optimal healthcare delivery can be difficult to satisfy in rural areas as a result of obstacles 

not always common in urban areas.  The meaning of access to healthcare is “the timely use of 

personal health services to achieve the best health outcomes” (Institute of Medicine [IOM], 

1993).  There are four components involved in access to care:  having coverage via health 

insurance, the appropriate services, the ability to provide health care when the need is 

recognized, and the appropriate workforce to provide the services (Healthy People 2020, n.d.).  

Research has shown that when individuals have access to routine and preventative care, 

overall health outcomes are improved, and costly ambulance bills and emergency room visits can  
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be avoided (Wolfe & McDonald, 2020). Older adults in rural communities have a greater 

probability of trips not taken than their urban counterparts due to driving status, physical health, 

and the presence of a disability (Shiragaokar et al., 2020). 

Limited Healthcare Systems in Montana 

Data shows that Montana has 61 rural health clinics and only 8 short term hospitals located 

outside of urbanized areas (Health Resources & Services Administration [HRSA], n.d.).  Rural 

individuals most impacted by lack of services and access are seniors, who tend to have a greater 

need for health care goods and services and inherently have less mobility (Del Rio et al., 2017).  

Local governments respond to the challenge of rural community healthcare by cobbling together 

federal and private sector resources and directing them for the maximum benefit (Anarde, 2019).  

Most state programs are shifting the idea of admissions from institutional nursing facilities 

into the individual’s homes which are far less expensive (Anarde, 2019). This type of care would 

benefit the rural elderly individual and could help to reduce the sense of loss of independence 

(Anarde, 2019).  The struggle with this shifting idea of providing care for the rural individual is 

finding and retaining workers who are willing to make the necessary long commutes into these 

rural locations for one or two hours of care and low pay (Anarde, 2019). 

Limited Clinicians 

Rural locations often lack access to local healthcare providers and community-based services 

which leads to the need for rural elders to make long trips to urban centers to obtain care 

(Quinlan et al., 2020, Shirgaokar et al., 2020). In rural locations that are fortunate enough to have 

providers, clinician shortages add to the challenge and many rural elders may not be able to 

travel to find a provider (Quinlan et al., 2020).  Despite the healthcare needs of the rural elderly  
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population, these communities are unable to offer economies that attract investment housing and 

services to the area (Anarde, 2019). 

Limited Transportation 

Transportation remains a critical component for maintaining high levels of health and well-

being among older adults in accessing healthcare related services and preventing disease and 

premature mortality (Del Rio et al., 2017; Shirgaokar, 2020; Smith et al., 2017).  By far, the 

dominant mode of transportation in the United States is automobiles, particularly in rural 

locations, which can create a critical issue for those rural elderly unable to navigate the miles to 

obtain the healthcare (Anarde, 2019; Smit et al., 2017).  At least one in five homebound rural 

adults with long term needs have reported an inability to access the care that they require 

(Quinlan et al., 2020).  

Shifts in healthcare policy have allowed healthcare entities to include medical transportation 

as part of a patient’s benefits package and avoid any penalties from what was considered a 

possible conflict of interest in the past (Wolfe & McDonald, 2020).  Accountable Care 

Organizations (ACOs), created as part of the 2010 Patient Protection and Affordable Health Act, 

have extended transportation options to their members, realizing this strategy to address social 

determinants of health (Wolfe & McDonald, 2020).  Prior to ACO’s and insurance providing 

medical transport, patients were limited to Medicaid or Medicare Advantage for non-emergent 

medical transportation (NEMT) (Wolfe & McDonald, 2020).  Extending public transportation 

into rural areas can provide direct benefits such as improved access to healthcare and indirect 

benefits such as access to a range of goods and services such as fresh fruit and vegetables to the 

communities (Del Rio et al., 2017).  Adaptation is needed to extend transportation options such  
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as vanpools and carpools into rural locations (Shirgaokar et al., 2020).  Findings suggest that 

policies that support the transportation needs of rural-dwelling older adults with disabilities are 

critical and paratransit systems are typically rarely present in the rural communities (Shirgaokar 

et al., 2020). 

Novel Approaches 

Rural America can face many challenges with healthcare including a fragmented delivery 

system, a stretched and diminishing rural health workforce, the affordability of insurance, and 

lack of access to specialty services and providers (Harvey, 2019).  With approximately 60 

million individuals living in rural areas across the United States new approaches must be 

addressed to provide healthcare (Harvey, 2019). 

Bringing the Patient to the Care 

While the research on the impact of public transportation in rural areas is limited, the 

findings from a study by Del Rio et al., (2017) were instrumental in the use of the Health Impact 

Assessment (HIA).  The use of the HIA focused on extending bus routes into several rural towns 

where the residents were primarily elderly and could not drive.  The findings of this HIA showed 

that while the services provided improved access, the bus route was cost-prohibitive, difficult to 

schedule for all needs, and that additional funding would be needed to add the routes (Del Rio et 

al., 2017).  Additional approaches have used volunteers who assist with transportation of elderly 

community members who would otherwise be noncompliant with healthcare appointments 

(Martin et al., 2020). Yet other studies reviewed the use of rideshare services, such as Uber and 

Lyft, and the attitudes and beliefs of older adults in the use of these types of services (Bayne et 

al., 2021; Wolfe & McDonald, 2020). The 1990 Americans with Disability Act (ADA) required  
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public transit operators to provide accessible paratransit services, which are flexibly routed and 

supplement the fixed route system (Wolfe & McDonald, 2020).  

In many cases for the rural elderly with a disability, chronic illness, or obesity, riding the bus 

or subway can be physically challenging (Wolfe & McDonald, 2020).  Healthcare systems, 

health insurers, and paratransit have even partnered with ridesharing services to provide 

transportation to their patients (Lyons et al., 2021; Wolfe & McDonald, 2020).  One healthcare 

system implemented a non-emergency medical transport (NEMT) program after determining the 

potential for downstream savings from fewer missed appointments (Lyons et al., 2021).  Other 

transport options include the Veterans Administration (VA), charitable, and faith-based groups, 

although requirements must be met to qualify (Wolfe & McDonald, 2020).  Through the use of 

centralized booking platforms, providers can maintain HIPPA compliance, safeguard protected 

health information (PHI), and integrate the process into their electronic health record (EHR) 

(Wolfe & McDonald, 2020).  Through the centralized booking platform integration, providers 

can schedule transportation needs for patients’ minutes before or days in advance with the 

possible option of landline booking (Wolfe & McDonald, 2020). 

Bringing the Care to the Patient 

It has been noted that transportation for patients to healthcare facilities is a significant barrier 

to healthcare access.  Earlier approaches have focused upon transportation of the client to the 

facility and have realized marginal success.  In the case of rural communities, these options have 

been founded to be much less effective.  As such, the concept of bringing care to the patient may 

realize more success for rural Montanans.  Mobile Health Clinics (MHCs) can provide much 

needed care in rural areas, and in the literature the following is the only approach to this type of  
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care to date.  In 1994, the University of Maryland School of Nursing established the Governor’s 

Wellmobile, which provided a full-service health clinic on wheels to take care of the patients in 

the community (Heller & Goldwater, 2004). The van provided services such as assessments, 

basic lab tests, education programs, and chronic health condition management, as well as 

offering referrals for follow-up care with local health care providers (Heller & Goldwater, 2004).  

The Wellmobile service grew to a fleet of four which would traverse the state from urban to rural 

communities, traveling regular routes making schedule stops and offering curbside care at 

community centers, senior centers, schools and other needed locations (Heller & Goldwater, 

2004). 

The success of the Governor’s Wellmobile highlights that mobile health clinics (MHCs) can 

play a role in improving healthcare for underserved populations by bringing healthcare to the 

community and can further help to alleviate health disparities in vulnerable populations and 

individuals with chronic disease (Carmack et al., 2017; Heller & Goldwater, 2004; Yu et al., 

2017).  MHC’s can offer unique ways to treat patients and, in turn, empower them to take control 

of their health and their community (Carmack et al., 2017).  The movable, flexibility, and  

resilience of this type of clinic can help reframe the traditional brick and mortar locations as the 

center of the community and focus on brining healthcare to the community and providing a voice 

to vulnerable groups (Carmack et al., 2017). 

Traveling to urban centers or rural towns to bring the care to the patient’s doorstep, allows 

these individuals to receive the care they otherwise may have to forgo due to lack of resources, 

transportation issues, or time constraints (Carmack et al., Heller & Goldwater, 2017; Yu et al., 

2017).  By operating in familiar and convenient environments to the clients, the MHC’s links  
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between community-based and clinical settings and can reconnect vulnerable populations with 

traditional healthcare and community resources (Yu et al., 2017).  Since MHC’s can be flexible 

and tailored to meet the needs of target communities, they can also be effective in emergencies 

where care is disrupted (Yu et al., 2017).  Some limitations noted in this type of service were 

fragmented care, financial issues, spatial and structural constraints, confidentiality, and logistical 

challenges (Carmack et al., 2017; Yu et al., 2017). Overall, MHC’s have demonstrated the 

strength of the mobile clinic model as a practical setting for chronic disease management and can 

offer several cost savings and benefits to the healthcare system (Yu et al., 2017). 

Summary 

As evidenced in the literature, access to quality health care in rural areas can prove difficult 

and result in significant health disparities.  While many studies have been performed with 

alternate transportation options as a means to bring the patient to the care to lessen these 

disparities, research shows they still exist.  The culture of these rural communities can further 

exacerbate the health disparities as a result of their strong beliefs of independence and their 

desire to age in place.  Although studies have been focused on the use of mobile health clinics 

(MHCs) in medically underserved populations, to date, little research has been focused solely on 

the use of this type of access in rural communities to benefit the elderly population.  It is 

plausible that further research on the creation and use of a mobile health clinic for the elderly 

rural Montanan population, and awareness of potential solutions to problems with healthcare 

access is needed.  The additional information gained from such research may provide healthcare 

systems and nurses with additional options to improve availability in healthcare in rural 

Montanan communities and contribute to positive outcomes for elderly Montanans. 
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CHAPTER THREE 

METHODOLOGY 

The 2019 American Community Survey (United States Census Bureau, n.d.) shows that rural 

populations have higher percentages of older adults than other regions.  With the population of 

Americans age 65 and older expected to double during the next 25 years, focusing on improving 

access to healthcare is needed (CDC, 2013).  The focus of this project is to determine the 

perceptions of elderly rural Montanans about accessing healthcare through a mobile care clinic.  

This section includes a description of the study design and setting, planning, population and 

sample, implementation, and analysis.  A discussion of the consent process, timeline and 

estimated budget are also included. 

Design 

To perform this proposed quality improvement project a pre-post study design is suggested 

(Ambroggio et al., 2019).  The pre-post study design allows the team to analyze and attain a 

greater knowledge and understanding of how a mobile care clinic can improve care to elderly 

rural Montanans’.  Data collection would be a population study survey utilizing a 5-point Likert 

scale.  This data will be used to determine the need in creation of a mobile care clinic within a 

rural Montana community can influence and improve health in the community’s elderly 

population.  (Allen, 2017) 

Setting 

The population of interest for this quality improvement project include elderly residents of a 

rural town in North Western Montana.  As defined previously, the term elderly includes all  
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individuals over the age of 65.  The marker used for rurality is less than 2,500 individuals in a 

territory will be used for this project (United States Census Bureau, n.d.; USDA, 2019).   

Planning 

A needs assessment will be performed prior to sampling to determine what medical services 

are available within the identified community as well as the geographic distance managed to 

obtain medical services currently.  The recommended project team would include a team 

leader/manager, a primary care physician, a mental health physician or nurse practitioner, a 

social worker, a masters prepared registered nurse, and a licensed vocational nurse.  The 

anticipated resources would include a bus that could be converted into a mobile clinic, general 

medical supplies found in a medical office, five laptops with appropriate electronic health record 

software, and general office supplies.   

Challenges identified are the funding sources necessary to obtain the bus and needed 

supplies, licensing and insuring, recruiting of patients, and potential advertising issues of the 

clinic.  To overcome the challenges of transportation, supplies, licensing, and insurance the team 

could identify a hospital system within a larger town in Montana for sponsorship/partnership or 

alternative grant funding.  For recruiting and advertising challenges, flyers could be handed out 

at physician’s offices within the closest larger town where the rural residents may be traveling 

currently to obtain care and the local healthcare system and satellite clinics.   

Sample 

To support the reliability of the data, a sample of thirty residents should be recruited using 

convenience sampling. This type of sampling allows for the use of people that are most 

conveniently available however may be atypical of the population (Polit & Beck, 2021).  The use 
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 of flyers placed at local businesses describing the study and contact information to be 

considered could be used to recruit individuals.  The inclusion criteria have been set at 

individuals over the age of 65, living in the rural community, who agree to provide informed 

consent for inclusion of the project.  See copy of informed consent in Appendix A.  Exclusion 

criteria would be any participant not meeting the above criteria.  Once the thirty residents are 

selected, surveys will be sent out via USPS with return envelopes provided.  The survey will also 

include a link to an online version of the form to complete.  Included with the survey will be a 

letter explaining that participation is voluntary and confidentiality statement as well as contact 

information for questions or concerns.   

Ethical Approaches 

Prior to data collection, the study will be presented to the Montana State University Human 

Subjects Review Committee for approval.  Consent will be obtained from participants upon 

selection and entry into the study.  The consent will include the purpose of the research, the 

research methods, and information on the survey.  Participants will be informed that involvement 

was completely voluntary, and that confidentiality is maintained.   

Implementation 

Once the sample has been determined and the participants identified, surveys will be mailed 

out including the informed consent and a return envelope.  The survey will contain general 

demographic questions for each participant as well as 10 questions in Likert scale style.  The 

outcomes to be measured include the participants view on current access to healthcare, general 

health, and the likelihood they would utilize a mobile health clinic if available.  The source of the 

data being the participants responses on the surveys.  Data analysis will be ongoing as surveys  
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are completed.  Anticipated limitations include low response rates, the use of convenience 

sampling, and obtaining resources. (Allen, 2017; Polit & Beck, 2021) 

Projected Timeline 

Upon receiving IRB approval, flyers will be distributed to foster recruitment of participants.  

One month will be allotted to allow for time to receive response from potential participants.  

When the individuals are identified using the inclusion criteria, surveys will be mailed out with a 

requested return time of two weeks.  Data analysis would be performed over a period of one 

month following the return of the surveys with the findings being distributed.   

Estimated Budget 

The estimated costs to recruiting and surveys with the use of a volunteer would be under one 

thousand dollars, including travel to the rural community to place recruitment flyers.  The cost to 

rent a vehicle or trailer large enough for this project would be approximately $9,000 to $10,000 

monthly.  Cost of general medical equipment and office supplies $15,000 upfront as a one-time 

initial cost.   

Summary 

This quality improvement projects aim is to explore rural patients’ perception of a mobile 

health clinic that could be used to bring primary care, health education, mental health counseling, 

and nursing care to communities within rural Montana.  Rural locations often lack access to local 

healthcare providers and can lead to delays in medical treatments for rural seniors (Quinlan et al., 

2020; Shirgaokar et al., 2020).  Data from the 2012 to 2016 American Community Survey (ACS) 

data, show that 4.6 percent of individuals 65 and older live in rural areas of Montana (Smith and 

Trevelyan, 2019).  The literature presented highlights the risk factors that rural residents  
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experience that can contribute to health disparities and lower life expectancy (CDC, 2017; 

Skoufalos et al., 2017).  The aim of this project is to provide options to improve availability of 

healthcare in rural Montana communities. 
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Subject Consent Form 

Participation in Human Research 

Montana State University 

Project title:  Addressing access barriers for geriatric Montanans:  A CNL approach 

You are being asked to participate in a research study to determine if a mobile health clinic 

would benefit elderly individuals in rural communities.  This may help us obtain a better 

understanding of the difficulties in obtaining healthcare for rural communities.   

Participation is voluntary.  If you agree to participate you will be asked to complete a survey 

regarding your experiences in obtaining healthcare.  Participation is voluntary and you can choose 

to not answer any questions you do not want to answer and/or you can stop at any time.   

Your identity will only be known by the researcher and will otherwise be confidential.  The 

information gathered will be used for this quality improvement project and may be published in a 

health-related publication.  No identifying information will be used in either of the above.   

Further information about this study may be obtained by contacting Melissa Martini at (406) 

324-7055.  If you have any questions about the rights of human subjects you can contact the Chair 

of the Institutional Review Board, Mark Quinn, (406) 994-4707 or mquinn@montana.edu. 

Proceeding with the survey indicates your consent to participate.   
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Mobile Health Clinic Questionnaire 

The following pages contain a number of statements regarding your experiences and beliefs 

regarding healthcare.  Please rate how much you personally agree or disagree with these 

statements, how much they reflect how you feel or think personally.  Use the following scale: 

(1)  totally disagree 

(2)  generally, disagree 

(3)  neutral or unsure 

(4)  generally, agree 

(5)  totally agree 

For each statement, circle the number corresponding to the degree of your agreement or 

disagreement.  Note, there is no right or wrong answer.  All that is important is that you indicate 

your personal feeling.  

1.  Distance to your healthcare provider affects the care you seek. 

 (1) (2) (3) (4) (5) 

2.  Your general health is bad due to distance to healthcare provider. 

 (1) (2) (3) (4) (5) 

3.  Your general health is not related to distance to healthcare provider. 

(1) (2) (3) (4) (5) 

4.  Weather issues have caused me to miss healthcare appointments. 

 (1) (2) (3) (4) (5) 

5.  If a primary care physician were located in town my general health would be improved. 

 (1) (2) (3) (4) (5) 
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6.  If a mobile health clinic were available, I would utilize the services provided. 

 (1) (2) (3) (4) (5) 

7.  Transportation issues have caused me to miss healthcare appointments. 

 (1) (2) (3) (4) (5) 

8.  If a mobile health clinic were available, I would not consider utilizing the services. 

 (1) (2) (3) (4) (5) 

9.  A mobile health clinic would benefit this community. 

 (1) (2) (3) (4) (5) 

10.  Healthcare access is a problem for this community. 

 (1) (2) (3) (4) (5) 

 

Any additional comments or questions can be entered here: 

 


