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Abstract

Free medical fairs have emerged to compensate for the lack of access to affordable healthcare in 

rural areas of the U.S. Mental health services are offered less frequently than other medical 

services, in spite of a documented need, perhaps due to a belief that mental health interventions 

could not be effective in a single session. We examined the types of problems presented at three 

rural medical fairs, and whether single session mental health interventions affected participants’ 

health confidence, distress, or progress toward health-related goals. Problems presented included 

mental health, legal, financial, tobacco cessation, and relationship problems. Findings indicated 

that, on average, participants gained health confidence and reduced distress, and found the service 

very helpful. The majority of those able to be reached for phone follow-up reported progress on 

one or more health goals. Goals that involved manageable steps within the participants’ own 

control, such as gratitude practices or progressive muscle relaxation, were the most likely to be 

completed. Patients who presented with at least one mental health problem were more likely to 

have taken steps toward a health goal. Implementation lessons included the importance learning 

the fairs’ cultures, advertising the services, location of services, being proactive in connecting with 

patients, and preparing resources for community referrals. Overall, findings suggest that mental 

health interventions can have a positive impact on some people at free medical fairs. Given that 

tens of thousands of people attend each year, the fairs offer a fruitful opportunity to reach some of 

our most underserved citizens.

Introduction

Free medical fairs have emerged in recent years to compensate for the lack of access to 

affordable healthcare in some rural areas of the U.S. [1] The fairs usually offer vision, dental 

and medical care, and often lab and pharmacy services, but less typically mental health care,

[2] despite the striking need for these services in rural areas.[3] While the reasoning behind 

this exclusion is not discussed extensively in the literature, it may be driven by the belief that 

brief mental health interventions would not meaningfully affect persons struggling with the 

harsh daily living conditions of these underserved environments.[4]

To date, no published studies have examined the efficacy of mental health interventions at 

free rural medical fairs. There is also a scarcity of research on the efficacy of single-session 

mental health interventions at humanitarian medical sites after natural disasters and in war 
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zones, and there has been a recent call for this research.[5, 6] However, single session mental 

health interventions have been offered in other contexts and, to a limited degree, examined 

for efficacy. The limited extant research on the efficacy of single session mental health 

interventions is mixed. Investigators at walk-in community mental health clinics have found 

that patients benefited from as little as one session,[7] and that many patients only wanted 
one session.[8] Single session interventions have also been found to be effective in reducing 

phobias, [9] [10] panic disorder severity, [11] anxiety in trauma-exposed adults, [12] an 

anxious mindset in adolescents, [13] acute insomnia[14] and consumption of alcohol in 

moderate to heavy drinking college students.[15] Because of the almost universally high rate 

of patients not returning after an initial session, some commentators have noted that the 

modal number of mental health sessions is, in fact, one.[16] Not all studies have found 

significant treatment effects, however. A single session motivational interviewing 

intervention was not found to decrease alcohol used in pregnant women[17] and a single 

session consultation was not found to achieve weight reduction in overweight children.[18] 

Overall, the limited research on single session therapy suggests efficacy in at least some 

settings, but in contexts somewhat different from free rural medical fairs.

Single session mental health interventions at rural health fairs can be seen as a type of 

integrated mental health care. Mental health providers are increasingly offering point-of-care 

treatment in primary care and other medical contexts. These “integrated behavioral health 

interventions” are often delivered in only one contact, because many patients in these 

contexts do not need, want, or have resources for further treatment. While recent research 

indicates the efficacy of integrated interventions,[19] it has not specifically investigated 

single session contacts.

Given the substantial and well-documented unmet mental health needs of rural residents, [3, 

20, 21] we wanted to investigate whether single session mental health services could 

usefully be delivered at rural medical fairs that reach tens of thousands of underserved 

people. We hypothesized that the single session behavioral health interventions used in our 

primary care clinic might be a suitable model. While not remote, our primary care clinic 

serves many rural patients who present with issues also prevalent in the more remote rural 

areas where medical fairs take place, such as chronic pain, tobacco addiction, chronic 

medical conditions, anxiety, depression, psychosocial stressors, and low resources. Because 

these integrated services are designed precisely to reach people whose mental health 

problems would otherwise be untreated, we wanted to investigate their efficacy with the 

extremely underserved populations at the remote area medical fairs sponsored by RAM of 

Virginia. [22]

Our study aimed to investigate three questions: 1) If we offered very broadly defined mental 

health services, with what problems would patients most commonly present? 2) Would our 

services have any measureable impact on patients’ distress, health confidence, or coping 

behaviors at the time of service or at phone follow-up? 3) What lessons would we learn 

about how best to implement our services at the fair to maximize their scope and usefulness?
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Method

Setting

Services were offered at three different Remote Area Medical fairs in far southwest Virginia. 

These fairs are typically held annually at central community locations and attract thousands 

of people, sometimes from hours away, who line up overnight and sleep in their cars in order 

to obtain free medical, vision and dental services.[23] One of the fairs we attended was 

located in Grundy, Virginia in an elementary school where behavioral health services were 

co-located with “Patient Education” in a classroom in the general medical area. Two fairs 

were located in Wise, Virginia at an outdoor fairground. At one of the Wise fairs, our 

services were offered in a free-standing tent near various auxiliary services; at the other 

Wise fair, we were located with Psychiatry near the medical tent.

Participants

Forty-seven patients (32 female, 15 male) at three fairs agreed to participate in the study. 

Some patients were referred by other providers at the fairs and some patients walked up for 

services themselves. The average age of participants was 42 (age range 18–69). All 

participants were English-speaking and Caucasian.

Interventions

All interventions were person-centered and proceeded in systematic steps. Clinicians began 

with an open-ended prompt to obtain the patient’s story in their own words. After expressing 

appropriate empathy, clinicians noted and reinforced any positive coping responses. 

Clinicians then assessed patients’ needs and implemented one or more behavioral 

interventions tailored to those needs. Each intervention concluded with the participant 

setting 1–3 health-related goals and specific action steps. Clinicians recorded the goals and 

action steps, plus any related referral information or instructions, in writing for the 

participants to refer to at home.

Measures

Types of Presenting Problems—During the intervention, investigating clinicians 

categorized participants’ presenting problems into 15 possible categories: depression, 

anxiety, grief, relationship difficulties, PTSD, stress, ADHD, substance abuse, diet, exercise, 

smoking, financial problems, pain, and other.

Types of Interventions—Investigating clinicians logged the type of interventions they 

delivered to each participant as one of the following: The BATHE Method,[24] Problem-

solving, Motivational Interviewing for Behavior Change,[25] a Pain Management protocol, 

and an Anxiety Management protocol.

Subjective Distress and Health Confidence—Participants completed a single-item, 

Likert-scale measure of subjective distress immediately prior to the intervention, 

immediately post-intervention, and, if reached at phone follow-up, 2–5 weeks later: “On a 

scale of 0 to 10, with 0 being not distressed at all and 10 being the worst possible distress, 
how distressed are you right now?”[26] Participants also completed a single-item, Likert-
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scale measure of health confidence at these times: “How confident are you that you can 

control and manage most of your health problems?” [27]

Intervention helpfulness and goal progress—This study used a patient-report 

approach to therapeutic outcomes that has been established as a valid approach to assessing 

outcomes within therapy effectiveness trials, particularly in contexts under which control 

group approaches would be problematic.[28, 29] The approach asks patients to assess 

therapeutic helpfulness as well as progress in meeting specific goals. In this study, 

participants answered a single item, Likert-scale question regarding their perception of the 

helpfulness of the intervention immediately after the intervention and at phone follow-up: 

“On a scale of 1–5, how helpful do you feel this service has been?”

Goal Progress—At phone follow-up, a research assistant reminded participants of the one 

to three goals they had set during the intervention and queried them as to whether they had 

made progress on each goal. Participants’ responses were coded in a binary fashion (yes/no) 

as to whether they endorsed making progress. The research assistant also problem-solved 

solutions to any barriers during the call.

Implementation Lessons—The clinicians and trainees delivering services kept notes as 

to their observations about what facilitated or interfered with service implementation. Notes 

were reviewed and discussed by study authors and consensus themes were extracted.

Procedures

The institutional review board at the mid-Atlantic university that sponsored the research 

approved the study protocol. Organizers of each fair also approved the study. Patients were 

offered enrollment and signed a consent form at the onset of contact at the fairs. No 

identifying data except name and phone number were collected. Services were not 

contingent upon participation and a few patients accepted services but declined participation 

in the study. No compensation was offered for participation.

Investigating clinicians were licensed clinical psychologists experienced in Integrated 

Behavioral Healthcare and clinical psychology doctoral students and a Family Medicine 

resident under their supervision. To cast a wide net and avoid stigma, services were 

advertised as “Health Coaching” for chronic pain, smoking cessation, diet and exercise, and 

coping with any type of emotional issue or “stress.” Participants were informed that, with 

their permission, a staff member from the investigating clinicians’ clinic would phone in 

about two weeks to ask if they had made progress on their plan and offer further ideas if 

needed.

Results

Data collected at the three fairs were combined. Gender was examined as a potential 

predictor of all outcome measures. The only gender effects found were that males were 

significantly less likely to participate in phone follow-up (20% participation for males vs. 

56% for females; χ2 (1, 46) = 5.43, p = .02).
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The most common problem presented was smoking cessation, followed (in order of 

frequency) by financial stress, anxiety, relationship problems, depression, pain, grief, 

substance abuse, post-traumatic stress, exercise, diet, ADHD, and other. For purposes of data 

analysis, these categories were collapsed into five groups: Mental Health (depression, 

anxiety, grief, relationship difficulties, PTSD, stress, ADHD, substance abuse); Lifestyle 
(diet, exercise, smoking); Financial, Pain and Other (medical, learning and legal problems). 

Twenty-six patients presented problems in the Mental Health category; 15 in the Lifestyle 
category, 8 in the Financial category, 8 in Other, and 5 in Pain (Figure 1).

Compared to their pre-intervention baseline, paired t-tests indicated that participants 

reported significantly increased health confidence immediately after the intervention (t (44) 

= 5.41, p < .001) and at phone follow-up (t (20) = 4.09, p < .001) (Figure 2). Health 

confidence increased slightly further between the post-intervention rating and phone follow-

up. Participants also reported significantly decreased levels of subjective distress 

immediately after the intervention (t (44) = −2.19, p = .03) (Figure 2). Subjective distress 

rebounded somewhat between post-intervention and phone follow-up and the change from 

pre-intervention to post-intervention was not significant (t (20) = −1.55, p = .14).

Post-intervention, 86% of participants rated the service as “very helpful” or “extremely 

helpful,” and of those reached at phone follow-up, 100% did.

Seventy-two percent (n = 15) of participants reached by phone follow-up reported that they 

had made progress on at least one of the goals set during the intervention (Figure 3). Having 

made progress on a goal was not found to be correlated with initial levels of health 

confidence or distress, with changes in those, or with ratings of intervention helpfulness. 

Goals were categorized into three groups for analysis: 1) Goals to make lifestyle change (n = 

5) (tobacco cessation, diet, spending habits); 2) Goals to contact community resources (n = 

8) (i.e., legal aid, mental health counselor); and 3) Goals involving self-care (n = 39) (i.e. 

calm breathing exercises, gratitude exercises, progressive muscle relaxation). Five percent of 

participants (n = 1) reported progress toward goals involving lifestyle change, 10% of 

participants (n = 2) reported success toward goals related to contacting outside 

organizations, and 56% of participants (n = 15) reported progress toward goals categorized 

as self-care. A t-test indicated that participants who initially presented with a mental health 

problem (even if they also presented with a situational or lifestyle problem) were 

significantly more likely to report having taken steps toward a goal than those who did not (t 
(5, 15) = −3.44, p = .003).

Implementation Lessons

1. Learn and join the culture. Each medical fair has its own culture. Spend time talking with 

the event organizers and previous volunteers well in advance. Travel, eat, and share lodging 

with the medical providers to strengthen trust and increase knowledge about what you can 

contribute. They will help you connect with appropriate patients and collaborate in their 

care. 2. Location, location, location. Arrange with the fair organizers well in advance about 

where you will be located and how patient flow will work. Close proximity to the general 

medical providers (as opposed to dental, vision, or ancillary services) increased referrals and 

decreased the likelihood of referred patients getting “lost” on their way to our area. Having a 
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stand-alone tent among other ancillary services was much less effective. At one fair, we were 

located with Psychiatry in a Behavioral Health tent, which had the advantages of good flow 

from the medical tent and easy coordination with Psychiatry, but the associated stigma 

appeared to have deterred some types of patients. At another fair, we were located with 

“Patient Education” in a room that most patients came through after seeing a medical 

provider. This arrangement worked well in that it reduced the stigma barrier and facilitated a 

“warm hand-off” of patients. However, we did not yet feel that we had discovered the 

optimal way to access patients and felt that we were missing many people who might 

benefit. 3. Be active in connecting with potential patients. Create an information sheet for 

providers with a summary of who you are and the services you will offer written in patient-

friendly language. Make sure that a list of your services and where you are located is 

prominent at the registration desk. If it fits the culture, provide PSA-type group instruction 

to patients waiting for vision or dental around stress management and behavior change. 

Signage is important, as many patients walk around the fair and simply choose services that 

interest them. The term “Health Coaching” seemed acceptable to patients, but we found that 

signs with more specific messages such as “Feeling stressed? Let’s talk!” may have been 

better attractors. 4. Prepare resources for referrals. Arrive at the fair with a list of low-cost 

community resources (mental health, exercise and recreation, adult education, social 

services, legal aid, food and housing assistance, eldercare services) in the geographic region 

of the fairs. As patients often come to these fairs from a distance, researching the resources 

in communities up to a couple of hours away was worthwhile. Providing patients with ideas 

about and up-to-date contact information for those resources was valued. 5. Mindset of 

flexibility and adaptability. Be prepared to be flexible, both in terms of working conditions 

and intervention approaches, as the range of patients who presented was very broad in terms 

of problem, acuity, health literacy, and needs. 6. Bring trainees. Most disciplines at the 

health fair brought trainees, and the trainees who accompanied us found it a rich learning 

experience both in terms of developing behavioral health skills and learning about the 

culture and needs of a drastically underserved rural population.

Discussion

Types of Problems Presented

Participants at these fairs presented with a wide variety of serious problems, including 

situational challenges such as financial or legal stressors, lifestyle factors such as tobacco 

use or poor diet, and mental health concerns ranging from adjustment issues to psychosis. 

Many participants presented with multiple problems or with complex problems affected by 

more than one category. Some participants were already in contact with relevant professional 

services, while many had never previously talked with a professional about their problem. 

The range of problems was very similar to those found in our primary care clinic, which 

serves both urban and rural poor.

Efficacy of Services

Participants overwhelmingly rated the intervention as helpful, a finding consistent with their 

reports of reduced distress, increased health confidence, and progress toward health goals, 

on average. Progress was most often reported on action steps not requiring extra resources 
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and within participants’ own control, such as engaging in calm breathing, gratitude 

exercises, or positive self-talk that had been practiced with the clinician. Progress toward a 

goal of connecting with a specific community resource was smaller, perhaps reflecting some 

reluctance to share private concerns or get involved in an outside system. The fact that only 

one participant reported progress toward lifestyle goals such as quitting smoking, improving 

diet or better managing finances may illustrate the intractability of lifestyle habits in the 

setting of scarce resources and few supports.

Apart from type of goal, patients who presented with any mental health problem were more 

likely to report steps toward a goal than persons who only presented with a lifestyle 

(smoking, diet, exercise) or situational (housing, financial, legal) problem. It is likely that 

presenting with a mental health problem led to choosing the types of goals that were more 

successful, such as self-care and contacting community organizations. This finding may also 

reflect that the persons delivering the services were mental health clinicians and thus more 

skilled at addressing those types of problems.

Limitations and areas for future research

One limitation of the study is its relatively small sample size, especially with regard to the 

number of participants who were able to be followed up by phone. Other limitations were 

lack of a control group and possible response bias due to the fact that the clinicians 

providing the services also collected the post-intervention ratings (although the research 

assistants who collected phone follow-up ratings had not been involved in the intervention.) 

The study is also limited by the relatively narrow scope and depth of measures collected.

Conclusion

The severe lack of mental health access in rural areas of the United States has been well 

documented. Numerous organizations are working hard to improve access through 

telemedicine, behavioral workforce development, training of primary care physicians, 

federal and state funding, and inter-agency collaboration. Much as with access to general 

medical care, however, progress is slower than optimal and tens of thousands of citizens 

remain untreated for mental health conditions that undermine their physical health, 

emotional well-being, relationships, and ability to work or care for family members. The 

thousands of rural citizens who come out every year for free medical fairs present a unique 

opportunity to deliver mental health care at a moment when people may be psychologically 

open to receiving help and where they have already invested the time and transportation 

costs to come to a central location. This small, exploratory study suggests that some people 

who attend rural medical fairs are hungry for the opportunity to talk about their problems 

and may, in doing so, experience reduced distress, increased confidence that they can 

manage their health, and progress towards adaptive coping. People who presented with 

mental health problems were more likely to have made progress toward a goal at follow-up 

than people with lifestyle or situational problems. Setting goals that involve very 

manageable steps that the person has control over may reap more benefits than goals 

requiring broader lifestyle change. Identifying and providing contact information for the 

community resources most appropriate for individual patients also appears to add value. 
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Delivery of services was facilitated by building connections with fair organizers and medical 

providers, being physically located with medical providers, and proactively seeking 

participants at the fair. Our experience is that mental health providers and trainees whose 

skill set is fairly broad and who are able to be flexible find participating at rural medical fairs 

to be a unique and rewarding experience. Further research with a larger sample, including a 

control group, and more robust outcome measures will be helpful in refining what types of 

single sessions interventions have the most benefit for this underserved population.
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Figure 1. Frequency of Problems presented
Mental Health Problems included depression, anxiety, substance abuse, grief, realationship 

problems, ADHD, schizophrenia, PTSD.

Other included legal, medical, and learning problems.
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Figure 2. 
Changes in Health Confidence and subjective distress
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Figure 3. 
Percentage of participants who reported having taking one or more action steps toward goal 

at follow-up.
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