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Abstract

A 20- year old college student refuses to eat because she believes that the food is poisoned.  A 34-year old college professor is so despondent that she attempts to kill herself by overdosing.  A 42-year man attempts to set himself on fire because of the voices that he hears.  These illustrations involve real people and factual life events from hospital admissions at my current place of employment.  Two common denominators that they share are: (a) they suffer from a mental illness and (b) they are considered a vulnerable population.  Vulnerability is defined as collective groups of people susceptible to increased risk of poor health outcomes compared to the general population, as a result of a large number of negative factors impacting their life (Flaskerud, 2002; Leight, 2004).

A smaller subgroup of this vulnerable population is the serious mentally ill (SMI).  This smaller subgroup accounts for the major encumbrance of mental illness with billions of dollars spent annually in direct and indirect care (Hudson, 2009).  Purposes of this paper are to: assess and describe the adult SMI; and apply the Vulnerable Population Conceptual Model (VPCM) to this special group enabling better understanding and resolution of existing health care disparities. 
A Vulnerable Population – Serious Mental Illness

A serious mental illness can be defined as “persons at least 18 years old with a diagnosable mental, behavioral, or emotional disorder  meeting specific criteria found in the Diagnostic and Statistical Manual of Mental Disorders 4th edition, causing significant functional impairment in at least one major life activity in the past 12 months” (U. S. Department of Health and Human Services [HHS], 2010a).  Mental illness can happen to anyone.  The HHS (2010b) estimates about 26.2 percent of Americans ages 18 years or older had a 12 month prevalence of any mental disorder.  The SMI accounts for about 4.7 to 7 percent of that population (Hudson, 2008).  Table 1.4B in HHS, 2010, finds a serious mental illness occurring most frequently in the age group among 18 to 25 years in 2009.  A linear descent of past 12 month prevalence of a serious mental illness occur after this age group with a notable decrease among those 65 years or older.  However, symptoms of this disease can occur in childhood into older adulthood with wide variations of frequency, duration, severity, and impairment of the illness.

Demographic Characteristics
Race and Gender

Total prevalence rates of a serious mental illness, over the previous 12 months in 2009, occurred twice as frequently in females than males with total prevalence of the illness increasing from 2008.  Age in which a serious mental illness occurred most commonly among females was 23 years at 11.7 percent versus males the same age with a percentage rate of 5.2 (HHS, 2010c).  Mental illness exists in all ethnic groups, although the type and incidence varies depending on ethnicity.  In 2009, groups reporting two or more races in the past one year had the highest prevalence rate of a serious mental illness of 9.7 percent compared to the lowest prevalence rate occurring among Asians at 2 percent.  A serious mental illness among American Indians or Alaska Natives over the previous 12 months in 2009 was estimated at 5.8 percent, Caucasians at 5.3 percent, Hispanics at 4 percent, and African Americans at 3.7 percent.  Comparison of statistical data from 2008 reflect similar occurrence by race and ethnicity in the previous 12 months for a serious mental illness (HHS, 2010d). 
Marital Status

First time marriages offer a protective factor with a reduced risk of initial onset of many mental illnesses (Scott et al., 2010).  However, adding a mental illness to the dynamics of the relationship can result in increased stress and challenges to the marriage.  A serious mental illness produces relationship changes associated with roles and expectations due to the nature of the illness.  Dealing with the physical, emotional, and physiological challenges of the illness along with possible financial instability can be stressful to all, resulting in the illness becoming the core of the marriage (Butterworth, 2008; Revenson, 2009).  Because of the demanding and taxing nature of a chronic disease, which includes mental illness, divorce rate can be as high as 75 percent (Invisible Illness Awarenesss Week, 2009).
Educational Level

Educational goals are frequently shortened by this disease since the illness strikes hardest during the threshold of obtaining academic studies.  Data provided by the HHS (2010e) indicates that among adults aged 18 or older, past year SMI was reported by 4.9 percent of those who had not completed high school, 4.4 percent of high school graduates, 5.5 percent of those who had completed some college, and 3.0 percent of college graduates.”  Poor education attainment results in limited job opportunities and income producing additional obstacles for this population.  Despite the barriers that may impede education among the SMI, many desire the opportunity of completing their educational goals (Corrigan et al., 2008). 

Geographic

Populations of the SMI reside in all regions of the country.  In 2008, the Midwest geographical region had the highest total percentage of the SMI at 4.9 percent among persons aged 18 or older compared to the lowest at 4.0 percent residing in the South sandwiching in the Mideast and West geographical regions.  In 2009, the Midwest maintained the highest total percentage of the SMI increasing to 5.4 percent among persons aged 18 or older.  However, that same year the Southern region of the United States increased to 4.9 percent, surpassing the other two geographical regions.  Populations of the SMI reside mostly in the nonmetropolitan areas compared to the metropolitan areas.  Completely rural areas comprising the nonmetropolitan areas contain the largest percentage of the SMI with a significant increase from 2.8 percent in 2008 to 6.3 percent in 2009 surpassing all other county types (HHS, 2010f).  Not only does this population reside in all parts of the country but the highest percentage lives independently (Schizophrenia.com, 2009). 

Median Income

The SMI earn about one-third less income compared to those without any mental illness (Arehart-Treichel, 2010).  A major proportion of this vulnerable population are estimated to be living at the federal poverty level (Cook, 2006) with no improvement from 2008 to 2009 in those with a family income less than $20,000 (HHS, 2010f).  Not only is this population characterized by a decreased income, but they also have increased odds of not having any income at all (Kessler et al., 2008).  Unemployment among the mentally ill is as high as 60-80 percent and the percentage is greater for those with a SMI.  Even with a college degree, those with a SMI are usually underemployed resulting in a decreased income (National Alliance on Mental Illness, 2010).
Current Trends

Nationwide efforts are ongoing in reallocating resources from state psychiatric hospitals into the community.  Thousands of state hospitals have closed over the past 30 years and efforts continue for closure and downsizing of state psychiatric hospitals.  Budget cuts persist across the states for mental health services with no expectation of future changes (McNichol, Oliff, & Johnson, 2011).  As state psychiatric hospitals close and/or downsize, communities must provide care for this population, which so far has failed in meeting the numerous needs of this population.  Past budget cuts in community mental health services has resulted in an increased demand for state hospital beds, jail beds, and emergency department use due to uncontrolled mental illness and continues to present a burden in communities (Health Management Associates, 2011; Wilper, 2009).  Even in my own home town of Tuscaloosa, Alabama these events are currently occurring resulting in a revolving door into the state psychiatric hospital.  This is causing an increased need for beds and a dire need for placements back into the community.  Over the past year in my own workplace, there has been a notable increase of forensic patients and developmentally challenged patients admitted into the psychiatric hospital with discharge difficult and time consuming.  I do not see this trend changing in the near future. 


A growing trend in mental health is teleconferencing or videoconferencing.  Videoconferencing technology aids in providing quality health care services and increasing availability of mental health care to patients in rural areas.  This technology has also been used between county mental health centers and hospitals bridging the gap in patient care and improving discharge planning.  Integrated electronic medical records have facilitated communication and treatment planning in service programs and continue to be integrated into the healthcare system for improved patient care and efficiency.  
The Vulnerable Population Conceptual Model for the Serious Mentally Ill
The Vulnerable Population Conceptual Model

The Vulnerable Population Conceptual Model (VPCM), developed in the 1990’s, provides a framework for identifying those populations at risk for adverse health outcomes with the ultimate goal of ending vulnerability and disparities.  This model has been utilized by healthcare providers and other disciplines to identify and address the needs of these at risk populations, guide clinical practice, research programs, and develop policies and strategies in order to promote healthcare and healthcare equality (Redman, 2007).  The VPCM describes three interrelating components of resource availability, relative risks, and health status and how they impact the individual and community.
Resource Availability

This component of the VPCM recognizes the impact that socioeconomic and environmental factors play on behaviors and outcomes.  Social connectedness, social status, and human capital including income, jobs, education, and housing are all influential resources in the healthcare of populations.  However, in the population of the SMI, lack of these resources present barriers in achieving good mental and physical health.  Limited income and entry into the job market experienced by the SMI are partially due to lack of transportation, education, disease stigma, poor work history, and fear of losing current governmental assistance because of stringent governmental guidelines (Henry et al., 2007).  Lack of housing options and community services can result in homelessness as much as 40 to 50 percent among the mentally ill (O’Hara, 2007; Nichols, 2008).  Education impairment increases the risks of social and economical deprivation, and adverse health outcomes.  Stigma associated with this illness results in many individuals not pursuing needed treatment with culture influencing the degree of illness acceptance and treatment (Miller, 2008; Sorkin, Pham, & Ngo-Metzger, 2009).  Stigma leads to additional negative consequences such as low self esteem, isolation, hopelessness, poor social status, and unemployment which are even more problematic among the minority population (Alvidrez, Snowden, & Kaiser, 2008).  Decreased availability of multiple resources produces a domino like effect jeopardizing the wellbeing of the population and increasing health risks.
Relative Risk

The underlying premise of relative risk is that increased exposure to risk factors results in increased risk of poor health and outcomes.  According to Koniak-Griffin, Flaskerud, and Nyamathi (2005), risk factors may be behavioral or biological.  Behavioral risk factors relate to life decisions, access and use of primary and secondary healthcare resources, and exposure to life stress whereas biological factors are physiological and inherent.  Scarcity of resources increases risk factor exposure, thus increasing health risks, which in turn further limits resource availability.  Increased exposure to risk factors results in a decreased health status further potentiating the risk of disease.  Because of the many determinants identified in the life of the SMI, this population is subject to an increased risk of disease exposure and illness with both influencing outcomes of health.
Health Status


The health status of the community is reflected by disease incidence, prevalence, morbidity, and mortality (Koniak-Griffin, Flaskerud, & Nyamathi, 2005).  Persons with a SMI have a 14.5 to 25 year earlier mortality rate than the general population.  Leading causes of death were similar to those found in the general population and include cardiac disease, cancer, cerebrovascular disease, respiratory and lung diseases.  Heart disease was the leading cause of death in both groups (Piatt, Munetz, & Ritter, 2010).  However, the occurrence of these common illnesses is two to five times higher among the SMI than the general population.  Lack of treatment for chronic illnesses exists among this population with non treatment of metabolic disorders ranging from about 30 percent to 88 percent (Nasrallah et al., 2006).  Knowing populations with a SMI are at higher risk than the general population, one can assume that ethnic populations with a SMI are at an even higher risk for diseases such as metabolic disorders.  Although some excess morbidity can be attributed to genetics, mental illness and its treatment, a large proportion of morbidity results from modifiable behaviors.  Increasing life longevity and improving quality of life is possible by addressing the increased prevalence of modifiable risk factors present in this population, such as poor nutrition, obesity, smoking, alcohol and drug use, lack of housing, and inaccessible health services, which all lead to poor health outcomes (Mauer, 2006).  Increased morbidity and premature mortality may further decrease resources causing interplay among all three components affecting health and outcomes.
Conclusion

According to the VPCM, persons with a SMI fit the criteria for a vulnerable population.  The VPCM proposes that resource availability, relative risk, and health status are all interrelated and potentiate one another.  Economical, environmental, and psychosocial resources existing within the model influence wellness and healthcare outcomes.  Unfortunately, the SMI are faced with multiple barriers resulting in poor health and health outcomes.  The effects of identified risks and barriers among the SMI cause tremendous costs to the individual, communities, and nation.  The VPCM allows identification of interacting factors responsible for the well- being of a person.  This model recognizes the importance of treating the whole person and the significance that resources play on a person and community.  Efforts must be continued and improved to heighten awareness of health inequality and change the way health care is delivered.  Our healthcare system is complex and time will be needed to achieve goals of eliminating barriers leading to disparities in health care and poor health outcomes. 
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