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Introduction

About 1 in 5 American adults experiences mental illness and 
1 in 20 experiences serious mental illness.1 In 2022, nearly 1 
in 5 individuals aged 12 years or older had a substance use 
disorder.2 Mental health disorders are a leading contributor 
to the nation’s disproportionately high healthcare spending.3 
Nationwide, the COVID-19 pandemic exacerbated mental 
health conditions resulting in more individuals seeking 
behavioral and mental health resources from an already 
overburdened system. The country’s behavioral and mental 
health system faces growing demand in the setting of clini-
cian shortages, inadequate funding, and stigma.4,5 The state 
of mental health in South Carolina reflects these broader 
national trends, with similar incidences of anxiety or 
depressive symptoms. The state’s age-adjusted suicide rate, 

15.2 per 100 000 in 2021, is also higher than the national 
level.6 Mental Health America ranked the state in the bottom 
10 in Access to Care in 2022.5 Mental Health America 
Access ranking includes measuring un- and under-insured 
populations and South Carolina’s uninsured rate, 12.7% in 
2020, is higher than the nationwide rate.6
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Abstract
Introduction: Behavioral and mental health conditions present significant challenges in the United States where access 
to care is limited. Family medicine physicians play a crucial role in addressing these challenges, often serving as frontline 
clinicians for behavioral and mental health conditions. Methods: This study examined the current behavioral and mental 
health system in a predominantly rural 10-county region in the Southeastern United States through gap analysis in addition 
to a survey of preparedness and barriers among family medicine physicians in the region. Results: Gap analysis results 
indicated that (1) stigma and lack of accessible education about behavioral and mental health, (2) fragmented resources, (3) 
inaccessible care, and (4) workforce shortage and burnout were primary drivers of poor outcomes in the region. Survey 
results indicated that physicians feel prepared to treat anxiety and depression but feel less prepared to manage bipolar 
disorder, schizophrenia, and substance use disorders. Respondents disagreed that there are adequate local resources 
and referral options for patients with behavioral and mental health conditions. Lack of timely access, distance, cost/
insurance status, were all cited by respondents as barriers to appropriate care. Conclusion and Recommendations: 
Findings underscore the importance of supporting family medicine physicians to enhance behavioral and mental healthcare 
outcomes. Behavioral health integration in primary care settings is a promising strategy to improve care accessibility and 
clinician preparedness. Bridging gaps in health care outcomes requires collaborative efforts, enhanced training, and policy 
advocacy within the family medicine community to ensure comprehensive and equitable behavioral and mental healthcare 
delivery.
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This lack of access especially impacts those belonging to 
minority groups and those living in rural communities. 
Over 25% of South Carolina counties lack a licensed gen-
eral psychiatrist or psychologist with rural counties facing 
the lowest rates. Between 2009 and 2019, the number of 
psychiatrists in the state increased, but the number in rural 
areas declined by one-third. While an adjacent county may 
have a psychiatrist or psychologist, some residents may not 
be able to access reliable transportation or be able to afford 
to make the trip regularly on top of paying for healthcare. 
About 13.2% of the state’s adults need but are not receiving 
treatment for substance use.7

Family medicine physicians frequently see patients with 
behavioral and mental health conditions and demonstrate a 
high level of confidence in managing common behavioral 
and mental health conditions such as depression and anxi-
ety.8 However, many family medicine physicians struggle 
to manage less common conditions such as bipolar disorder 
and attention-deficit/hyperactivity disorder, and demon-
strate low levels of confidence in managing serious mental 
illnesses.8 Still, nearly 60% of patients receiving any mental 
health treatment and almost a third of those receiving care 
for serious mental illnesses do so from their primary care 
physician.9

Ideally, robust multidisciplinary referral systems would 
connect patients with more complex needs to appropriate 
and accessible resources. Such a system is necessary for a 
community to truly improve behavioral and mental health 
outcomes but is not currently in place in many parts of both 
South Carolina and the United States. Without adequate 
resources and referral options, family medicine physicians 
find themselves managing conditions for which they are not 
adequately prepared in order to not leave their patients with-
out needed care.10 Behavioral health integration, a collabora-
tive approach to delivering mental health care within primary 
care settings, shows promise as a strategy to improve the 
quality of behavioral healthcare management.11

In 2023, a Behavioral Health Collaborative was formed 
to centralize efforts aimed at improving the behavioral and 
mental health outcomes in this region. Initial goals involved 
establishing region-specific strengths and barriers and 
developing an action plan to inform targeted efforts moving 
forward.12 A mixed-method study was undertaken to meet 
these goals: a qualitative gap analysis and a survey of physi-
cians practicing within the region.

Methods

Gap Analysis

A cross-sectional study through facilitator-led groups of 
local behavioral and mental health stakeholders was con-
ducted by researchers and regional public health officials. 
Approximately 40 stakeholders participated in a Behavioral 

Health Collaborative event in September 2023. Participating 
stakeholders included representatives from peer support 
recovery programs, mental health clinics, public health 
agencies, suicide prevention organizations, and school dis-
tricts. Facilitators led discussion to the following prompts: 
local challenges/barriers, entities making progress, and pro-
posed action items. Responses were aggregated and catego-
rized using an aim and driver model, or driver diagram, a 
common process tool used in improvement science.13

Survey

A cross-sectional survey was distributed to family medicine 
physicians across the 10 counties included in the study. The 
survey questionnaire items were designed to address 3 con-
structs: preparedness (7 items), accessibility (3 items), and 
resources (single item). The outreach strategy involved 
various channels, including a department-wide email sent 
to all family medicine physicians within a regional aca-
demic department. Additionally, program directors from 4 
family medicine residency programs within the study coun-
ties facilitated the distribution of the survey among their 
residents and faculty. Emails and mailers containing study 
information and the survey link were sent to other Family 
Medicine practices using available contact information 
sourced online. The South Carolina chapter of the American 
Academy of Family Physicians included the survey on a 
statewide email newsletter.

The survey was developed in RedCAP and took respon-
dents approximately 5 min to complete. A copy of the sur-
vey can be found in the Supplemental Appendix. The survey 
included 16 questions designed to assess demographics, 
sense of preparedness to manage certain behavioral and 
mental health conditions, and experiences with the local 
behavioral and mental health service system.

Data Analysis

Qualitative gap analysis was conducted using an aim and 
driver model. Descriptive statistics of the survey data 
included frequency, percentage, mean, and standard devia-
tion. The reliability of the preparedness and accessibility 
items were measured by Cronbach’s alpha. The response 
scores were compared using 2-sample t-tests between par-
ticipants in urban and rural counties as well as between 
residents and attendings. The rurality of the counties was 
determined based on the Health Resources and Services 
Administration’s 2021 List of Rural Counties. To test 
equality of the 7 preparedness item response scores and of 
the 3 accessibility item response scores, we applied 
repeated-measure mixed-effects models among all partici-
pants and among subgroups defined by rurality and experi-
ence levels.
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Results

Gap Analysis Results

Primary drivers of the current state of behavioral and men-
tal health in the Upstate were (1) stigma and lack of acces-
sible education about behavioral and mental health, (2) 
fragmented resources, (3) inaccessible care, and (4) work-
force shortage and burnout. Each primary driver’s second-
ary drivers are included in Table 1.

Survey Data Analysis Results

The estimated Cronbach alpha of the survey items was good 
and acceptable: 0.89 (95%CI: 0.82-0.93) for the prepared-
ness items and 0.67 (0.44-0.81) for the accessibility items. 
Forty-three (43) individuals completed the cross-sectional 
survey, representing 5 rural South Carolina counties. About 
69.8% (n = 30) of those were practicing physicians and 30.2% 
(n = 13) were residents. About 51.2% (n = 22) practiced in an 
urban county and 48.8% (n = 21) practiced in a rural county. 
About 58.1% (n = 25) reported additional training in behav-
ioral and mental health while 41.9% (n = 18) did not. As of 
2021, 739 family medicine physicians practiced in the 
Upstate, so the estimated survey response rate was 5.8%.14

Overall, respondents felt most prepared to manage anxi-
ety, closely followed by depression. Schizophrenia and sub-
stance use disorders were the conditions respondents felt 
least prepared to manage. (See Table 2) Rural-practicing 
respondents reported feeling more prepared to manage sub-
stance use disorders than urban-practicing respondents 
(P = .0269). There were no significant differences in sense 
of preparedness for management of other study conditions. 
Residents reported feeling less prepared to manage anxiety 
(P = .029), depression (P = .011), and other mood disorders 
(P < .001) than practicing physicians. There were no sig-
nificant differences in sense of preparedness for manage-
ment of other study conditions.

Participants were asked to rate the degree of agreement 
to the following statement: “There are adequate local 
resources and referral options for my patients with behav-
ioral and mental health conditions.” Response options 
ranged from “Strongly Disagree (1)” to “Strongly Agree 
(5).” Respondents reported an average of 1.95, most closely 
reflecting “Disagree (2).” While timely access was identi-
fied as the factor most burdensome in accessing appropriate 
care, respondents felt distance, cost/insurance status, and 
lack of timely access all contributed to the inaccessibility 
faced by their patients. Practicing physicians reported 
greater overall resource inaccessibility (P = .047). Once 
stratified by factors, cost was the only factor that differed 
significantly between levels of training (P = .012). 
Compared to those working in urban communities, physi-
cians in rural communities reported cost and location as 
greater barriers to resources (P = .012 and .035). There was 
no significant difference between urban and rural respon-
dents for overall resources.

Discussion

Stakeholders and family medicine physicians identified 
barriers to accessing behavioral and mental health services, 
highlighting lack of timely access issues and extended wait-
ing periods. Family medicine physicians reported perceiv-
ing this factor as a greater obstacle than cost or distance. 
Prohibitive costs for services, insufficient insurance cover-
age, and lack of affordable, dependable transportation to 
services were also reported as significant barriers for those 
seeking care. Family medicine physicians and other pri-
mary care physicians are uniquely positioned to address 
many of these barriers.

Particularly, providing common behavioral and mental 
health services in primary care settings could reduce both ser-
vice costs and transportation obstacles for patients. Behavioral 
health integration (BHI) is 1 model associated with higher 
levels of patient satisfaction, better quality of care, and more 

Table 1. Qualitative Gap Analysis.

Aim Primary drivers Secondary drivers

Improve behavioral 
and mental health 
in upstate SC

Stigma and lack of accessible 
education about behavioral 
and mental health

Stigmatizing beliefs
Stigmatizing attitudes
Lack of accessible knowledge
Fear of repercussions

Fragmented resources Insufficient awareness of available resources
Lack of up to date, centralized directory
Separate electronic medical record systems

Inaccessible care Lack of insurance coverage for behavioral 
and mental health care

Services too costly
Long wait times for care
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cost-effective care.15 BHI may also mitigate lack of timely 
access issues as primary care physicians would have formal 
relationships with behavioral health clinicians. Additionally, 
such collaboration would allow physicians to learn from the 
integrated behavioral and mental health specialists, resulting 
in a boost of physicians’ confidence in managing behavioral 
and mental health conditions.16

The survey of family medicine physicians aligned with 
previous studies,8 with respondents feeling well-prepared 
for common mental health conditions such as anxiety and 
depression. By managing less severe presentations of these 
conditions, family medicine physicians can alleviate 
demand pressures, enabling increased access of psychiatric 
specialists for more severe cases. While many family medi-
cine physicians are already managing these more common 
presentations, patients may not be aware of their physi-
cian’s ability to address such conditions. Family medicine 
professional organizations could enhance awareness by 
emphasizing the preparedness of their members and diplo-
mates to treat these common behavioral and mental health 
conditions, particularly in regions where specialized care is 
limited.

Family medicine physicians felt least prepared to man-
age schizophrenia, a complex condition that warrants spe-
cialized psychiatric management. However, efficient 
referral systems and a robust network of resources are 
imperative for family medicine physicians to connect 
patients with severe mental health conditions to appropriate 

care. The strain of the current crisis-oriented system, both 
nationwide and at the local level, underscores the need for 
better-equipped upstream interventions. This gap analysis 
identified increased awareness about existing resources as 
an area for improvement, suggesting a need for collabora-
tive efforts and educational interventions. While practicing 
physicians who are established in a community may have 
knowledge of the local resources, residents, and new physi-
cians may be unfamiliar with the resources available. 
Behavioral health integration could bridge this gap by 
developing and maintaining up-to-date directories of 
regional resources for both physicians and community 
members. Residency programs would benefit from incorpo-
rating a session on local resources into their didactic curri-
cula. Further, wide variations exist in the consistency of 
family medicine residency behavioral health curricula in 
general, and this has been identified as a major gap in the 
training of resident physicians.17 Family medicine physi-
cians whose residency programs had a higher emphasis on 
behavioral science feel better prepared to use behavioral 
skills in practice.18 This represents another area of potential 
advocacy for family medicine professional organizations.

Despite this study’s limitations, such as a small sample 
size and a confined geographic scope, these findings can 
help guide future inquiries and initiatives. Future research 
aims to explore preparedness for additional conditions 
(such as eating disorders and safety assessments) and extend 
the study’s reach statewide.

Table 2. Survey of Family Medicine Physicians.

Survey items

Mean (SD)

Training Areas

All 
(N = 43)

Resident 
(N = 10)

Practicing 
(N = 33) P-value* Rural (N = 21) Urban (N = 22) P-value*

Preparedness
 Anxiety 4.3 (0.7) 3.9 (0.7) 4.4 (0.6) .029 4.2 (0.7) 4.4 (0.7) .293
 Depression 4.3 (0.7) 3.6 (0.8) 4.5 (0.5) .011 4.2 (0.7) 4.3 (0.7) .552
 Mood disorder 3.6 (0.8) 2.8 (0.9) 3.8 (0.6) <.001 3.8 (0.7) 3.4 (0.9) .115
 Panic 4.0 (0.8) 3.5 (1.2) 4.2 (0.6) .096 4.1 (0.8) 4.0 (0.9) .716
 PTSD 3.6 (1.0) 3.5 (1.1) 3.7 (0.9) .633 3.6 (0.9) 3.7 (1.0) .709
 Schizophrenia 2.4 (1.0) 2.3 (1.1) 2.4 (0.9) .723 2.6 (1.0) 2.2 (0.9) .242
 SUD 3.1 (1.0) 2.7 (0.8) 3.3 (1.0) .110 3.5 (0.8) 2.8 (1.1) .028
 P-value** <.001 <.001 <.001 <.001 <.001  
Accessibility
 Cost 2.0 (0.9) 2.6 (1.1) 1.8 (0.8) .012 1.7 (0.8) 2.3 (0.9) .028
 Location 2.5 (1.1) 2.8 (1.1) 2.5 (1.0) .370 2.2 (1.2) 2.9 (0.8) .035
 Time 1.7 (0.7) 1.7 (0.8) 1.7 (0.7) .991 1.6 (0.6) 1.8 (0.9) .280
 P-value** <.001 .063 <.001 .0424 <.001  
Resource 2.0 (1.0) 2.5 (1.2) 1.8 (0.9) .047 1.7 (0.9) 2.2 (1.0) .065

Data in bold are statistically significant.
*For testing equality of means between 2 groups based on 2-sample tests.
**For testing equality of means across the items based on repeated measure mixed-effects models.
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This study illuminates critical gaps in the current behav-
ioral and mental healthcare system in a predominantly rural 
10-county region and emphasizes the pivotal role of family 
medicine physicians in bridging these gaps. Family medi-
cine physicians are uniquely equipped for screening, inter-
vention, treatment, and referral to specialty care when 
needed. Locally, community organizations can support 
family medicine physicians to bridge the behavioral and 
mental healthcare gap by establishing collaborative 
resources and referral systems. On a broader scale, family 
medicine organizations should actively encourage and 
empower trainees and practicing physicians to participate in 
the policy-making processes that shape their communities. 
Family medicine physicians are already bridging the gap 
for behavioral and mental healthcare not only in the rural 
Southeast, but nationwide. By collectively working on tar-
geted initiatives, we can build a more resilient system to 
better support physicians and patients.
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