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Abstract
  Barriers exist in the United States which potentially prevent 46 
million Americans from having reliable access to healthcare. While 
the Affordable Care Act was implemented to address this issue, as 
recently as 2024, it was estimated that 27.2 million eligible Americans 
still did not possess insurance.  Access is most often limited due to 
being under or uninsured, but can also occur on racial/ethnic lines, 
socioeconomic status, and proximity to health care providers. In 
response to discrepancies in access to care, programs at the state and 
federal level have been implemented including Medicare/Medicaid 
and federally qualified community health centers (FQHC’s). Even 
when controlling for factors related to access, many people who are 
eligible for federal support do not utilize free healthcare provided 
by community health centers. Little research exists on the effects 
of behavior on healthcare utilization, especially between rural and 
urban populations. This research was conducted to determine what 
barriers, if any, exist which prevent under or uninsured patients from 
utilizing free or reduced cost clinics in rural and urban settings in 
Southwest Missouri. Our findings indicate that primary factors 
affecting utilization differ significantly between rural and urban 
areas. Secondary factors in care choice were related to the perception 
of quality. Additionally, significantly more respondents in rural areas 
would continue to utilize free or reduced cost facilities if given the 
choice compared to respondents from the urban areas. Regardless, 
respondents from both locations indicated their preferred care 
would be with a private provider. The lack of consistent providers at 
FQHC’s was perceived as a barrier with many respondents indicating 
they were discriminated against in their health care because they do 
not have a single primary care provider. These results may imply 
that access to a consistent provider and location may play a role in 
perceived barriers to care.
KeyWords:  Health Care, Barriers, Utilization, Perception, Quality, 
Uninsured, FQHC

Introduction
  Access to healthcare has been a serious problem in the United States 
for several decades and continues to persist. Historically, access to 
care was limited by proximity to a provider, especially for rural 
populations. Care was based on a fee provided service, with each 
individual responsible for direct payment to the provider.In response 
to pay freezes and a poor economy during World War II, United 
States manufacturers began providing basic catastrophic health care 
as an incentive to prospective employees [1]. This system evolved 
into the current model where 64% of all Americans receive some 
form of universal health coverage through their employer [2]. This 
system of employer-provided insurance led to high utilization and 
subsequent increases in the cost of care.  As a result, many Americans 
were left without access to health care because of prohibitive costs. 
By 2006, the number of uninsured individuals was estimated to be 
46 million, with the number steadily increasing to a level of almost 
50 million by 2009 [3, 4]. To address this growing issue, the federal 
government initiated several programs specifically aimed at the 
under and uninsured. In 1965, the United States created Medicare 
and Medicaid under Titles XVIII and XIX respectively of the Social 
Security Act. This program provides health insurance to individuals 
over the age of 65 or those with low income (pegged against the 
Federal Poverty Level). The primary purpose was to reduce the 
level of health disparities in the United States by providing a low-
cost alternative to the more standard system of employer-based 
insurance [5]. Additionally, in the 1960’s, efforts were undertaken 
through President Johnson’s War on Poverty, to reduce the number of 
uninsured through the creation of federally qualified health centers 
(FQHC’s) [6]. These centers provide a safety net to the under and 
uninsured by providing comprehensive care to those least able to 
afford it [7, 8].   
  More recently, efforts have been expanded through passage of 
the Affordable Care Act, which looked to decrease the number of 
uninsured by up to 32 million [9]. Even with these efforts, the number
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of uninsured in the US as of 2024 is estimated at 27.2 million [10]. Even 
with expanded insurance coverage and coverage through FQHC’s, a 
large proportion of those eligible for free or reduced cost healthcare 
do not access this care, often delaying first treatment by a significant 
amount of time [11]. For example, as recently as 2011, only 15% of 
those eligible for utilization of a FQHC did so [8].  Individuals don’t 
use FQHC’s for various reasons including difficulties in applying for 
and using the health care system, limited hours of operation, long 
wait times and lack of services such as transportation and child-
care [8]. Lack of appointment flexibility and restricted hours were 
also reported as barriers to utilization. The most commonly reported 
reason for not seeking care was lack of insurance (50.8%). Even 
when told FQHC’s did not require insurance and charge based on 
income, respondents reported they could not afford the minimal fees 
[8]. While many reasons exist for lack of utilization, most research 
has focused on financial barriers to access [12]. Reducing barriers to 
healthcare is critical. Regular access to reliable health care, especially 
for groups which are typically categorized as underserved (those with 
low income, low socio-economic status, racial and ethnic minorities, 
etc.) has been shown to reduce disparities, especially in primary care 
[13, 14].  
  While steps have been taken to increase access to healthcare, 
discrepancies still remain. Poor access to health care is influenced 
by a wide range of factors and the interaction between these factors 
[15, 16]. Most studies have looked at financial barriers to health care 
access and utilization, especially the inability to afford insurance. 
While insurance is an important component in access to health 
care, even when free care is provided, many uninsured individuals 
delay seeking medical care. Nonfinancial barriers (accessibility, 
acceptability and accommodation) are common reasons why people 
delay or don’t use health care and may actually exceed financial 
barriers [17]. This implies that even when free care may be available, 
some people may not be able to or elect not to use community 
health care clinics [17]. A large amount of research has also been 
conducted on the effects of distance to providers on utilization of 
safety-net health care providers. As the distance to a safety net 
provider such as a community health clinic decrease, the access to 
health care increases for eligible participants. However, even when 
the uninsured live close to a safety net provider, the disparity in 
access to care compared to someone with insurance is still high  [18]. 
One suggested reason for this is the impact of open access and walk 
in coverage to wait for times and misperceptions about the quality 
of care.  Most community clinics operate on a walk-in basis and, at 
times, have long wait times to be seen by a provider. These long wait 
times may serve as a barrier to access of care for uninsured persons 
[18, 19]. This may be especially important in Missouri where the 
health care safety net may be inadequate to meet the need [20].  
While the quality of care is perceived to be lower, free or reduced fee 
community health clinics have been shown to reduce any disparities 
in the health of the uninsured compared to the insured, specifically in 
the areas of primary care, preventive services (such as prenatal care 
for expecting mothers) and access to medications [13]. 
   Other studies have found similar benefits of these types of clinics in 
reaching an underserved population with most respondents satisfied 
with the care they receive, although for specialties (pharmacy, mental 
health), a high proportion of those utilizing community health clinics
feel their needs are unmet [3]. Retention and long-term utilization 
of government subsidized programs appear to be related to the 
eligibility criteria of the program and the frequency of recertification.  
Age and sex appear to have an influence on the initial and continued 
utilization. Younger individuals were less likely to continue with 
use compared to older individuals and males were less likely to stay 
enrolled compared to females [3]. Additionally, while Medicare/
Medicaid was designed to reduce disparities in access to healthcare 
across all demographics, this has not been the case. Based on reported 
prostate screening episodes for Medicare recipients, white males

were more likely to receive prostate exams compared to black males 
and high-income males were more likely to receive a prostate exam 
compared to low-income males. Additionally, men who receive a 
prostate exam through community health clinics are more likely to 
receive an influenza vaccination, regardless of the aforementioned 
barriers [21]. The same effects have been seen in the United Kingdom, 
where the National Health Service has provided equal access to 
primary care and services since 1948, but disparities continue to exist 
[5].
   The results of previous research indicate other factors besides race 
and socioeconomic status influence the utilization of health care 
services, even when they are provided at no or reduced cost, causing 
utilization to remain low. This implies behavioral factors may play 
a major role in health care choices and utilization; however, little 
research has been done to tease out which behaviors may be the most 
important [13]. Determining which behaviors affect utilization is 
important in helping to guide future policy decisions regarding access 
to care. Reducing barriers to healthcare is critical. Regular access to 
primary care has been shown to reduce or mitigate the impacts of 
many socioeconomic factors related to health outcomes, including 
income and race [13]. Reducing poor health outcomes will become 
more and more important as health care costs continue to rise.
   The aim of this research is to determine if factors other than cost 
are barriers to utilization, and if so, what these barriers might be. 
Specifically, little research has been conducted on behavioral issues 
or perceptions as barriers to utilization of federally funded community 
health centers. It is hoped that through this research, information can 
be gained regarding the effects of behavior and perception on health 
care utilization. New information gained from the research will assist 
policy planners to develop more tools when developing programs 
which will increase utilization by decreasing barriers. To that end, the 
primary research question is: What are the primary barriers against 
utilization of free community health care clinics by the uninsured?
Methods
  Because there is a lack of knowledge in the effects of behavior in 
healthcare utilization, a quantitative research design using a self or 
researcher administered questionnaire was utilized [22]. Utilization 
of healthcare often involves several decision-making processes by 
the individual, and a firm understanding of those decision-making 
processes is needed to adequately address barriers regarding use of 
healthcare.  
    Data was collected using a self-completed, semi-structured individual 
questionnaire. Questions were derived from the Patient Satisfaction 
Questionnaire Short-Form (PSQ-18) [23]. Check-Box type questions 
regarding the decisions used in healthcare utilization were asked of 
all participants in the study. Potential participants were recruited 
from two local free health clinics, the original FQHC in Springfield, 
Missouri (urban) and a free or reduced cost clinic at the Polk County, 
Missouri (rural) Health Center. Springfield, Missouri, located in 
S.W. Missouri, is the third largest city in the state. As of 2024, the 
population of the city of Springfield is 170,596 with a metropolitan 
area population of 496,975. Springfield is mostly white (86%) with a 
mix of other racial/ethnic groups (2% African American, 2% Asian, 
5% Hispanic, and 1% other) has a median household income of 
$67,219, with 11.2% of the population below the federal poverty 
level.  Ninety-three percent of the residents have at least a high school 
diploma [24]. Polk County Missouri is also in S.W. Missouri and is 
located directly north of Greene County Missouri where Springfield 
is located. As of 2024, the population of Polk County is 32,444 with 
11,900 living in the city of Bolivar, the county seat. Polk County is 
mostly white (91%) with a mix of other racial/ethnic groups (1% 
African American, 1% Asian, 3% Hispanic, and 4% other) has a 
median household income of $59,647, with 16.3% of the population 
below the federal poverty level.  Eighty-eight percent of the residents 
have at least a high school diploma [24]. To ensure an adequate
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sample size, questionnaires were provided to all persons utilizing 
these clinics. However, priority was given to first time users.  
Minimum sample sizes for both locations were set at 25 new 
participants with questionnaires provided for approximately six 
months at both locations. 
   Because of the nature of data collection, the number of questions 
was kept to a minimum (28 questions total) to allow participants to 
rapidly complete the questionnaire related to the research topic. To 
minimize bias, the same questions were asked at all study locations 
regardless of the participants. The staff providing the questionnaire 
at all study locations were trained on the purpose of the study 
and the questions prior to providing the questionnaire to potential 
participants. Bilingual questionnaires in English and Spanish were 
utilized to reduce barriers related to the person’s primary language.  
All staff handing out the form used a prescribed script to describe the
overall aims of the study to any potential participant and to acquire 
informed consent. All information collected was analyzed to produce 
descriptive information (mean, percentages, etc.) related to the

participants.  All facets of this research project were approved by the 
Missouri State University Institutional Review Board (IRB# IRB-
FY2016-196) prior to implementation of the study.
  Data was analyzed using IBM SPSS 24 and Excel. Differences in 
means were tested using an Independent Sample t-test.  A Chi-Square 
test was performed to test for differences in questionnaire responses 
between Springfield and Polk County.  Correlations between factors 
were determined using a Spearman’s Correlation test. Significance 
for all tests was set at p< 0.05.  This research followed all STROBE 
aims related to observational research studies [25].
Results
Demographics (Table 1):
   There was a significant difference between average age, insurance 
status and the reasons for not having insurance between Springfield 
and Polk County (p < 0.0001). Patients in Polk County were more 
likely to be older and uninsured. Respondents at both locations 
indicated cost was the primary factor for not having insurance.

                                                               Demographic Data
Overall (n = 131) SGF (n = 99) PC (n = 32)

Average Age (Years) * 36.8 
14.37 SD

31.2
14.26 SD

42.8
13.93 SD

Overall (n = 138) SGF (n = 102) PC (n = 36)

Race White 81% (118) 76% (78) 92% (33)
African American 9% (5) 13% (13) 0% (0)
Other 11% (15) 11% (11) 8% (3)

Overall (n = 59) SGF  (n = 51) PC (n = 8)
Ethnicity Hispanic 12% (7) 20% (10) 25% (2)

Non-
Hispanic

88% (52) 80% (41) 75% (6)

Overall (n = 140) SGF (n = 103) PC (n = 37)
Gender Male 21% (29) 10% (10) 22% (8)

Female 79% (110) 89% (92) 78% (25)
Neutral 1% (1) 1% (1) 0% (0)

Overall (n = 132) SGF (n = 101) PC (n = 31)
Household 
Status

Residential House 68% (90) 64% (64) 77% (24)
Apartment 23% (30) 27% (27) 13% (4)
Transient 2% (1) 0% (0) 0% (0)
Other 8% (11) 9% (10) 10% (3)

Overall (n = 141) SGF (n = 104) PC (n = 37)
Annual 
Income

Less than $10,000 43% (61) 34% (35) 49% (18)
$10,000-$24,999 37% (52) 37% (38) 43% (16)
$25,000-$49,999 15% (21) 21% (22) 3% (1)
$50,000 and more 6% (6) 9% (9) 5% (2)

Overall (n = 144) SGF (n = 107) PC (n = 37)
Employment 
Status

Full-time 35% (50) 44% (47) 32% (12)
Part-time 16% (23) 17% (18) 12% (4)
Unemployed 43% (62) 35% (37) 52% (19)
Retired 6% (9) 5% (5) 3% (2)

Table 1. to be cont...
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Overall (n = 145) SGF (n = 108) PC (n = 37)

Level of 
Education

High School / GED 54% (78) 52% (56) 59% (22)
Associates Degree or 
Certificate

37% (54) 40% (43) 30% (11)

Bachelor's or Higher 9% (13) 8% (9) 11% (4)

Overall (n = 140) SGF (n = 105) PC (n = 35)
Insurance 
Status*

Employer Provided / 
Military

13% (18) 13% (14) 3% (1)

Affordable Care Act 4% (5) 1% (1) 3% (1)
Medicare / Medicaid 50% (70) 71% (75) 3% (1)
None 34% (46) 14% (15) 91% (32)
Other 1% (1) 0% (0) 0% (0)

Overall (n = 89) SGF (n = 53) PC (n = 36)
Reason For No 
Insurance *

Too expensive 54% (48) 74% (39) 64% (23)
Can't Get Through Job 3% (3) 4% () 3% (1)
Applied But Waiting 3% (3) 2% () 8% (3)
Refused Coverage 5% (5) 8% () 11% (4)
Application Problems 5% (5) 8% () 3% (1)
Don't Know How to 
Get

4% (3) 6% () 8% (3)

Lost Employer 
Insurance

1% (1) 0% (0) 3% (1)

Have Insurance 24% (21) 0% (0) 0% (0)

Overall (n = 89) SG (n = 53) PC (n = 36)
Household at 
Poverty Level

Yes 46% (41) 41% (22) 59% (21)
No 55% (48) 59% (31) 41% (15)

Household at 
Medicaid Level 
*

Yes 66% (59) 59% (31) 86% (31)
No 34% (30) 41% (22) 14% (5)

Table 1.  Demographic results based on the questionnaire between the health center in Springfield 
(SGF), Missouri (Urban) and the Polk County (PC) Missouri (Rural).  An independent samples t-test 
was used to compare the mean age between locations.  A Chi-Square test was used to determine any 
significant differences in categorical responses between locations.  The level of significance for all 
tests was α = 0.05.  Note, due to rounding, values may not add to 100%.

Characteristics of Care (Table 2):
   Respondents at Polk County were more likely to seek care for chronic 
or reoccurring health problems (41%) while those in Springfield 
sought care for pregnancy related issues (29%). For both locations, 
cost due to lack of income or insurance was the most reported reason 
they did not seek care.  Respondents in Polk County (63%, p < 0.05) 
indicated they did not seek care due to cost compared to those in 
Springfield (29%, p < 0.05). Significantly more respondents sought 
care at a free or reduced cost clinic in Polk County (61%) compared 
to Springfield (24%) (p = 0.004).  More people in Springfield (25%) 
indicated they usually receive care from a private doctor compared 
to Polk County (14%) (p = 0.004). The preferred location of service 
differed by location. 
   Significantly more respondents from Polk County (36%) would 
choose a free or reduced cost location if care were free while only 
28% would do so from Springfield (p = 0.029). Additionally, more 
respondents from Springfield would choose an urgent care facility 

(8%) or emergency room (5%) if care were free compared to Polk 
County (0% for both).  However, for both locations, respondents 
indicated their preferred location for care would be with a private 
provider (58% and 57% respectively).
Care Choice (Table 3):
  Primary factors for the location where respondents seek care 
differed significantly by location (p = 0.001). For Polk County, 
41% of all respondents indicated the primary factor on where to 
seek care was related to cost. Conversely, 25% of respondents from 
Springfield indicated cost was a primary factor. These numbers are 
similar for factors listed on where the patient sought care that day.  
For Polk County, 48% indicated the primary factor was cost while 
for Springfield, 24% indicated cost as a primary factor (p < 0.0001).
It is important to note that for both locations, perception of quality 
was the primary or secondary factor which influenced where they 
sought care (Table 4).
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                                                               Demographic Data
Overall (n = 138) SGF (n = 101) PC (n = 37)

Why did you 
seek care 
today? *

Sudden Illness 10% (14) 9% (9) 14% (5)
Chronic or Reoccurring 
Health Problem

18% (25) 10% (10) 41% (15)

Health or 
Wellness Check

18% (25) 19% (19) 16% (6)

Vaccination
or Injection

3% (4) 4% (5) 0% (0)

Pregnancy
related

21% (29) 29% (29) 0% (0)

other 30% (41) 30% (30) 30% (11)

Overall (n = 141) SGF (n = 104) PC (n = 37)
How often 
have you used 
this clinic or 
screening?

None 0% (0) 0% (0) 0% (0)
First time 18% (25) 15% (16) 24% (9)
1 to 3 22% (31) 22% (23) 22% (8)
4 to 6 18% (25) 16% (17) 22% (8)
7 to 9 11% (15) 9% (9) 16% (6)
10 or more 32% (45) 38% (39) 16% (6)

Overall (n = 141) SGF   (n = 104) PC  (n = 37)
Do you have a 
personal Doctor 
or Nurse?

Yes 51% (72) 56% (8) 38% (14)
No 49% (69) 44% (46) 62% (23)

Overall (n = 124) SGF  (n = 123) PC   (n = 49)
What has 
kept you from 
seeking care? *

No problems 34% (42) 41% (50) 14% (7)
No Insurance or Money 
to Pay

39% (48) 29% (36) 63% (31)

Can't Get Appointment 
When Wanted

5% (6) 6% (8) 2% (1)

No Regular Dr. or Nurse 12% (15) 9% (11) 18% (9)
No Transportation 3% (3) 3% (4) 2% (1)
Not Open When Needed 1% (1) 1% (1) 0% (0)
Level of Care 2% (2) 2% (3) 0% (0)
Couldn't Take Time Off 6% (7) 8% (10) 0% (0)

Overall (n = 136) SGF (n = 100) PC  (n = 36)
Where is your 
usual place to 
receive care? *

Not needed 8% (11) 10% (10) 3% (1)
Private Doctor 22% (30) 25% (25) 14% (5)
Free/Reduced Cost CHC 34% (46) 24% (24) 61% (22)
Emergency Room 16% (21) 17% (17) 14% (5)
Urgent Care 7% (10) 9% (9) 3% (1)
Military facility 1% (1) 1% (1) 0% (00)
Walk in clinic 5% (7) 5% (5) 6% (2)
Other 7% (10) 9% (9) 0% (0)

Table 2. to be cont...
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Overall  (n = 135) SGF   (n = 102) PC  (n = 33)
Why have you 
felt unfairly 
treated while 
receiving care?

Not Felt 79% (107) 79% (81) 82% (27)

Age 2% (4) 3% (3) 0% (0)
Religion 1% (2) 1% (1) 0% (0)
Race or ethnicity 1% (2) 3% (2) 0% (0)
Gender 0% (0) 0% (0) 0% (0)
Sexual orientation 1% (2) 1% (1) 0% (0)
Language 0% (0) 0% (0) 0% (0)
Insurance status ** 13% (18) 12% (12) 18% (6)
Other 4% () 4% () 3% ()

Overall (n = 144) SGF  (n = 108) PC  (n = 36)
What kind of 
provider did 
you see today? 
*

None 1% (2) 2% (2) 0% (0)
Doctor 35% (50) 36% (39) 31% (11)
Nurse Practitioner 22% (32) 16% (17) 42% (15)
Physician Assistant 2% (3) 3% (3) 0% (0)
Nurse 6% (9) 6% (7) 3% (1)
Dentist 10% (14) 14% (15) 0% (0)
Therapist 1% (2) 1% (1) 3% (1)
Care Coordinator 5% (7) 6% (7) 0% (0)
Unknown 8% (12) 4% (4) 22% (8)
Other 9% (13) 12% (13) 0% (0)

Overall (n = 132) SGF    (n = 97) PC   (n = 35)
Have you used 
a Community 
Health Center 
in the past?

Yes 23% (30) 25% (24) 17% (6)
No 77% (102) 75% (73) 83% (29)

Overall (n = 138) SGF     (n = 101) PC   (n = 37)
If health care 
were free, 
where would 
you choose to 
receive it? *

Emergency Room 4% (5) 5% (5) 0% (0)
Private Provider 58% (8) 58% (58) 57% (21)
Urgent Care 6% (8) 8% (8) 0% (0)
Walk in clinic 1% (1) 0% (0) 3% (1)
Free CHC 29% (40) 28% (29) 32% (12)
All 3% (4) 1% (1) 8% (3)

Table 2.  Results of the questionnaire related to characteristics of care the health center in Springfield 
(SGF), Missouri (Urban) and the Polk County (PC) Missouri (Rural).  Factors which were significantly 
different between the sites are denoted by an asterisk and bold font.  Differences in responses between 
both locations were analyzed using a Chi-Square test with a level of significance of α = 0.05.   While not 
significant, it is important to note that the majority of individuals at both locations have not felt unfairly 
treated.  However, of those who did feel unfairly treated, the primary response was treated unfairly due 
to insurance status.  Note, due to rounding, values may not add to 100%.
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Primary Factor for Choosing Care
Overall Primary Factor * Overall (n = 211) SGF  (n = 152) PC (n = 59)
Perception of Quality 24% (51) 26% (40) 17% (10)
Location 18% (38) 20% (30) 14% (8)
Cost 29% (61) 25% (38) 41% (24)
Convenience 16% (34) 16% (24) 15% (9)
Hours of Operation 5% (10) 5% (8) 7% (4)
Word of Mouth 8% (17) 8% (12) 7% (4)
Single or Multiple Factors Single 73% (155) 75% (114) 68% (40)

Multiple 27% (57) 25% (38) 32% (19)

Primary Factor Today * Overall (n = 195) SGF  (n = 143) PC (n = 52)
Perception of Quality 24% (47) 24% (34) 21% (11)
Location 14% (27) 16% (23) 8% (4)
Cost 30% (58) 24% (34) 48% (25)
Convenience 18% (35) 21% (30) 12% (6)
Hours of Operation 6% (12) 6% (9) 6% (3)
Word of Mouth 8% (16) 9% (13) 6% (3)

Table 3.  Results of the questionnaire related to the primary factors influencing choice of care between 
the health center in Springfield (SGF), Missouri (Urban) and the Polk County (PC) Missouri (Rural).  
Factors which were significantly different between the sites are denoted by an asterisk and bold font. 
Differences in responses between both locations were analyzed using a Chi-Square test with a level of 
significance of α = 0.05.  Note, due to rounding, values may not add to 100%.

Rating of Care
Overall    (n = 132) SGF      (n = 97) PC      (n = 35)

Cost Very satisfied 42% (55) 42% (41) 40% (14)
Satisfied 23% (30) 25% (24) 20% (7)
Unsatisfied 11% (15) 12% (12) 9% (3)
Very unsatisfied 8% (11) 4% (4) 17% (6)
No care in last 2 years 16% (21) 16% (16) 14% (5)

Overall    (n = 131) SGF    (n = 97) PC    (n = 34)
Ease of Getting an 
Appointment

Very satisfied 50% (65) 51% (49) 47% (16)
Satisfied 32% (42) 32% (31) 32% (11)
Unsatisfied 6% (8) 6% (6) 6% (2)
Very unsatisfied 5% (7) 4% (4) 6% (2)
No care in last 2 years 8% (10) 7% (7) 9% (3)

Overall     (n = 131) SGF    (n = 96) PC    (n = 35)
Able to be Seen on 
Short Notice

Very satisfied 34% (45) 35% (34) 31% (11)
Satisfied 34% (45) 36% (35) 26% (9)
Unsatisfied 15% (20) 13% (12) 20% (7)
Very unsatisfied 8% (10) 5% (5) 17% (6)
No care in last 2 years 9% (11) 10% (10) 6% (2)

Table 4. to be cont...
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Discussion
  Based on the results of this study, several conclusions can be 
drawn. First, economies at both locations are depressed with a high 
proportion of users at or below the federal poverty level. As with 
other studies, cost seems to be the most important factor for utilizers 
of both clinics. Those utilizing the clinic in Polk County indicated 
cost as the most important factor. This is most likely related to the 
proportion (14.5%) of people with no insurance in Polk County [26]. 
These uninsured residents are most likely to utilize the clinic in Polk 
County. However, for individuals using the clinic in Springfield 
(an urban location), perception of the quality of care was the most 
important factor (although cost was a close second). This might be 
related to differences in location, age of the patients, and the reason 
why the clinics were used. The Springfield respondents were mostly 
younger females utilizing the clinic for pregnancy related issues. 
Polk County respondents were older and mostly used the clinic for 
chronic disease issues. For both locations, cost was also a factor in 
the inability to obtain insurance, although most were eligible for 
Medicaid/MO Health Net assistance (which was utilized more in 
Springfield). Most respondents at both locations indicated they were 
satisfied with the level of care provided at each location. However, 
given a choice, respondents at both locations indicated they 
would prefer to receive care from a private provider. Interestingly, 
significantly more respondents from Springfield indicated that if care 
were free, they would choose to receive their care from an emergency 
room. This may indicate a persistent belief that emergency rooms 
provide better quality of care for underinsured people in urban 
environments. Alternatively, individuals may prefer emergency 
rooms as their source of primary care because of accessibility (open 
24 hours per day, 7 days per week) and access to a complete range 
of services where no referrals are needed. More research needs to be 
done to identify primary factors which cause individuals to prefer 
care in emergency rooms as well as the perception of quality in free 
clinics versus emergency rooms. This could potentially reduce the 
strain on emergency room use for non-emergency cases. Finally, 
for both locations, 12% to 15% of the respondents indicated they 
felt they were treated unfairly because of their insurance status 
(Medicaid/MO Health Net or no insurance at all). It is possible these 
respondents would use a private provider (as indicated above) but 
feel they are discriminated against because of their insurance status.
This could discourage them from seeking care at a free or reduced 
cost clinic.More research needs to be conducted to determine the 
effects of perception and insurance status on utilization.

  Many studies have identified financial barriers to health care 
access and utilization, especially as they relate to inability to afford 
insurance. This research also found cost (financial) barriers were the 
most common reason respondents did not seek care. While insurance 
is an important component in access to health care, other factors 
may also be important. Even when free care is provided, many 
uninsured individuals delay seeking medical care. Nonfinancial 
barriers (accessibility, acceptability and accommodation) were also 
found to be common reasons why people delay or do not use health 
care. These non-financial barriers may exceed financial barriers in 
importance. This conclusion implies that even when free care may 
be available, some people may not be able to, or elect not to, or 
may elect not to use community health care clinics. In the current 
research, while cost was the most often reported barrier to utilizing 
care, this research demonstrates that insurance status may be a driver 
in the perception of the quality of care and treatment, which could 
act as a barrier to utilization. A majority of respondents would prefer 
to receive care form a private provider because they perceived the 
care is better. More research should be conducted to better assess the 
impact of the perception of care on utilization of free or reduced cost 
community clinics by the under or uninsured. 
   The large overall sample size (n = 141) is a strength of this study 
as is the utilization of a standardized script and consistent training 
of staff prior to implementation of the study regardless of location.  
Additionally, data transfer and coding for SPSS was checked by 
three individuals prior to analyses to ensure no data errors occurred.  
In general, the design of the study as well as training helped to 
reduce bias (cognitive, social, and statistical). However, weaknesses 
do exist. While the overall sample size was large, most responses 
came from the urban clinic (n = 104) versus the rural clinic (n = 
37). This could have resulted in selection bias. Additionally, the 
differences in participant characteristics such as insurance status 
observed in this study might  slightly impact the generalizability of 
our findings. Finally, data was only drawn from clinics located in 
Southwest Missouri, part of the Ozarks Region. While results may be 
generalizable to areas within the Ozarks with similar demographics, 
caution should be taken when trying to generalize these results across 
other areas. 
   All authors declare they have no competing interests. This project 
was funded by a Missouri State University Summer Research Faculty 
Grant.

Overall     (n = 133) SGF     (n = 98) PC      (n = 35)
Waiting Time Very satisfied 28% (37) 26% (25) 34% (12)

Satisfied 47% (62) 47% (46) 46% (16)
Unsatisfied 15% (20) 18% (18) 6% (3)
Very unsatisfied 5% (6) 3% (3) 9% (2)
No care in last 2 years 6% (8) 6% (6) 6% (3)

Overall     (n = 131) SGF      (n = 96) PC    (n = 35)
1Follow-up Care Very satisfied 40% (52) 38% (36) 46% (16)

Satisfied 40% (52) 42% (40) 34% (12)
Unsatisfied 9% (12) 11% (11) 3% (1)
Very unsatisfied 3% (4) 1% (1) 9% (3)
No care in last 2 years 8% (11) 8% (8) 9% (3)

Table 4.  Results of the questionnaire related to the rating of care between the health center in Springfield (SGF), 
Missouri (Urban) and the Polk County (PC) Missouri (Rural).  No significant differences were found between 
care ratings for each factor between each location (α = 0.05).  Note, due to rounding, values may not add to 100%.
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