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Article 

Mixed-Method Medical Team Evaluation of 
Integrating Psychology into the Primary Care Team: 
Are They Ready and What is Hindering Progress in 
Canada?  
Emily C. Bissonnette and Lesley D. Lutes * 

University of British Columbia-Okanagan 
* Correspondence: lesley.lutes@ubc.ca

Abstract 

Many countries have adopted integrated primary care (IPC) models to combat prevalent mental and 
behavioural health issues from a biopsychosocial approach. However, its application is not universal 
and team-based perspectives on its implementation alongside psychologists are scarce. This research 
employs mixed methods to examine the novel integration of psychologists into a primary care clinic 
in Canada, where public access to doctoral-level psychologists is limited. Team members in a primary 
care clinic (N = 8) cross-sectionally reported on IPC attitudes (Mdn = 4.95, IQR = 0.78) and interest 
levels (Mdn = 5.25, IQR = 1.74) on a 6-point Likert scale, as well as readiness for change in consultation 
and practice management (Mdn = 4.00, IQR = 0.63) and intervention and knowledge (Mdn = 4.00, IQR 
= 0.44) on a 5-point Likert scale. Thematic analysis (N = 7) described benefits as: the ability to address 
the great demand for psychologists in primary care, feasibility through teamwork, improved 
individualized primary care, and better a ccess. P erceived c hallenges w ere m inor c linic-level 
constraints and policy and model-level barriers. This small-sample analysis demonstrates the 
feasibility of IPC and calls for policy reform to enable sustainable funding of doctoral-trained mental 
health specialists in primary care.  

Keywords: integrated primary care; team-based care; doctoral-level psychologist; clinical 
psychology; health psychology; implementation science; mixed methods 

1. Introduction

Undoubtedly, poorly managed individual mental and behavioural health (MBH) places
significant constraints on broader health, societal, and economic systems [1]. The global prevalence 
of mental illness is high, carrying devastating consequences; the approximately 1.4 billion people 
living with a mental health disorder or alcohol use disorder will experience higher mortality rates [2–
4], and only 9% of people will receive adequate help [4]. Global multimorbidity is widespread and 
unlikely to improve; a large meta-analysis of 193 studies calculated a 42.4% prevalence rate, with 
noncommunicable diseases (such as cardiovascular disease, diabetes, and cancer) accounting for a 
large portion of this trend [1,5]. Canada’s health profile closely mirrors global statistics, with 
approximately one in five Canadians experiencing a mental health illness each year, and over half of 
adults living with at least one chronic condition [6,7]. Canadians with either a mental disorder or a 
comorbidity of both a mental and physical condition use the healthcare system more, report lower 
health-related quality of life, and experience greater suicidal ideation compared to those with a sole 
physical disorder [7]. Thus, the present research utilizes the Canadian context to demonstrate 
internationally applicable research.  

MBH challenges cost nations through reduced taxation income and greater expenditures on 
benefits, yet research shows that expanding publicly delivered access to psychological services yields 
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a large return on investment, ranging anywhere from 100% to over 400% [8,9]. A decline of just 10% 
in mental health incidence in Canada could produce annual savings in direct health and social costs 
of $4 billion over 10 years; an efficient health system is required to achieve this [10]. The first point of 
access to MBH services in many countries, including Canada, is primary care, where up to 70% of 
visits have a psychosocial element (presenting as mental and/or behavioural health concerns like 
anxiety, diabetes, and hypertension) [11–13]. Thus, many countries have opted to implement 
integrated care models, such as Integrated Primary Care (IPC). IPC is a collaborative provision of 
services that adopts mental, behavioural and medical lenses, supported by interprofessional 
teamwork, aimed at both the prevention and intervention of health issues [14,15]. With care 
coordination as the ultimate goal, IPC exists on a continuum, spanning from traditional settings to 
co-location and full integration (characterized by interprofessional sharing of appointments, office 
spaces, and medical records) [15,16]. A substantial amount of evidence-based first-line treatment 
recommendations for common mental and behavioural conditions, such as obesity and depression, 
advise combined treatment approaches (e.g., recommending exercise and psychological treatment in 
coordination with medications and other medical care) [17–19]. IPC can seamlessly implement 
optimal interventions, whereas siloed care models struggle to do so. Over 30 years of research have 
demonstrated the efficacy of IPC as a collaborative, interdisciplinary approach to improving 
biopsychosocial health outcomes, patient-provider experiences, access, continuity of care, and 
reducing unnecessary healthcare utilization [20–23]. However, this care model is far from ubiquitous; 
in general, most Canadians do not have access to MBH as a part of primary care. Primary care 
physicians (PCPs) serve as gatekeepers for accessing public mental health care. Over 80% of residents 
rely on their PCP for mental healthcare needs [24,25]. PCPs can refer patients to psychiatry for 
additional assessment and treatment to manage complex cases; however, a referral to psychiatry can 
take more than 6 months due to high demand and insufficient supply of psychiatrists [10,26–28]. Due 
to policy- and model-level restrictions, other doctoral-level mental health specialists, such as clinical 
psychologists, are underutilized in the public health sector. Thus, while psychiatrists are covered 
medical providers within the public system, unlike many other countries, psychologists are not [28]. 
As a result, only about 15% of almost 20, 000 psychologists in Canada are in the public sector [27]. 
Yet, a recent review making the case for psychologists in primary care in Canada demonstrated their 
utility: psychologists in IPC see more patients than in tertiary settings, their patients show high 
engagement, experience improved clinical outcomes, and a reduction in mental health symptoms for 
up to 2–5 years following treatment [25]. Without the inclusion of these doctoral-level mental health 
specialists, PCPs and their team members (office administrators, medical office assistants, and nurses) 
are largely left to treat MBH on their own. 

Canadian research suggests that physicians in primary care feel ill-equipped to manage mental 
health problems [24,27,29]. Yet, the willingness of primary care teams to join forces with 
psychologists remains relatively understudied. Some studies report positive physician perspectives 
on working with psychologists in IPC; physician satisfaction has been attributed to more expedient 
diagnoses, improved knowledge of the psychological profession, and better access for patients 
[16,29,30]. The greater the integration, the more satisfaction providers report with interprofessional 
collaboration [16]. Yet, other research has demonstrated that professionals, such as psychologists and 
physicians, differ in attitudes, interests, and knowledge levels of integrated healthcare practices, as 
well as holistic beliefs [16,31]. Physicians participating in one Canadian demonstration project 
expressed apprehension about receiving support for treating MBH concerns if services were to be 
short-term [32]. Other literature notes team-level demands which may negatively impact 
organizational interest, attitudes and readiness, such as differing professional values and beliefs, 
policies requiring physicians’ top-down decision-making, role uncertainty, lack of training on IPC, 
and the need for sufficient workspace, team leadership, and environments that facilitate collaboration 
[33]. Given the increased focus in recent years on team-based care in British Columbia, Canada, 
gaining a better understanding of attitudes, interest, and readiness levels among PCPs and other team 
members, particularly regarding the implementation of IPC with psychologists, is critical.  
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The current implementation literature rarely defines how various types of mental health 
clinicians (such as counsellors, social workers, nurses, psychiatrists, and psychologists) can uniquely 
contribute to IPC; a diversity of professionals is often homogenized into a single research category 
(e.g., behavioural or mental health clinicians) [30,34–36]. This trend is problematic from both 
empirical and implementation perspectives, as specific information about each profession’s 
contributions, given differing scopes of practice and unique training, is lost. For example, doctoral-
level psychologists, in addition to treatment interventions, can independently conduct diagnostic 
assessments and diagnoses. These skills are inconsistently applied in professions such as nursing, 
counselling, and social work in Canada due to limitations on scope of practice, varying policies, or a 
lack of government regulation [37–40]. Within single professions, individuals will also vary in their 
IPC training levels. Some of the most influential Canadian implementation literature on psychologist 
IPC implementation examined conditions under which neither physicians nor psychologists had 
prior experience collaborating in primary care [32].  

Therefore, the purpose of the present study was to examine a medical team’s experiences in the 
early integration of a psychologist into the primary care team. Specifically, we explored IPC with a 
licensed, doctoral-level psychologist with prior training and experience in collaborative care to better 
understand team-based perspectives on implementing IPC with full psychology integration (e.g., a 
shared electronic medical chart, a treatment environment, and ongoing curbside consultations). By 
removing the lack of experience in the incoming psychologist as a potential confounding variable, 
we asked the following research questions using a mixed-methods approach:  

1. Were the primary care team members’ attitudes, interest levels, and readiness to implement IPC 
favourable? 

2. What did the team perceive as benefits to implementing IPC with a psychologist? 
3. What did the team perceive as barriers to implementing IPC with a psychologist? 

2. Materials and Methods 
2.1. Participants 

Participants were primary care team members at a Canadian university student health clinic 
(physicians, registered nurses, nurse practitioners, medical office assistants, and administrative staff). 
The clinic was already co-located with counselling and shared an electronic medical record (EMR) 
system; however, counselling was not fully integrated with medical services, with a separate point 
of entry and treatment environment. Thus, during our study, team members practiced alongside a 
psychologist, who worked one day per week commencing in January 2024. Physicians, nurses, and 
the psychologist used the same treatment environment (sharing the same point of entry, exam rooms, 
and EMRs), with the ability to directly book or refer patients to the psychologist. Only age and 
occupational roles were collected as demographic data to maintain confidentiality in the small 
community sample. Those completing the quantitative surveys (N= 8) varied in age (M = 43 years, 
SD = 9.66). Healthcare providers (either physicians or nurses) comprised 62.5% of the sample, 
whereas other Staff comprised 37.5%. One less individual participated in the qualitative portion of 
the research, yielding similar demographics (M = 46.14 years, SD = 7.24). Table 1 illustrates 
occupational categories of the interviewees. 

Table 1. Participant Demographics for Qualitative Data. 

Participant Identity Role at University Health Clinic 

P1 Healthcare Provider 

P2  Healthcare Provider 

P3 Other Staff 

P4 Other Staff 

P5 Other Staff 
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P6 Healthcare Provider 

P7 Healthcare Provider 

2.2. Materials 

The Attitudes and Interest domains of the Patient-Centered Medical Home-Attitudes, Interest, 
and Knowledge Scale (PCMH-AIKS; see Appendix A.1) was selected for the current study. The 
PCMH-AIKS was developed for PCMH evaluations [31,41]. The Attitudes domain possesses 20 items, 
rated from 1 (Strongly Disagree) to 6 (Strongly Agree), and assesses attitudes towards learning about 
team-based care, the necessity for integrated care, and aspects of collaboration. The Interest domain 
addresses aspects of implementing and learning about IPC across 20 items rated from 1 (Not at all) to 
6 (Extremely). The scale was later validated using principal components analysis and relabeled as the 
Interest in Integrated Healthcare Scale and the Integrated Health Attitudes Scale [42]. 

The Integrated Primary Care Readiness and Behaviours Scale (IPCRBS; see Appendix A.2) was 
developed from the Transtheoretical Model (TTM) as its foundation. The TTM describes why, when, 
and how individuals change their behaviour [14,43]. The IPCRBS scale is a 12-item, 2-factor model, 
constructed using structural equation modelling. Items are rated on a 5-point Likert scale from 1 
(Never) to 5 (Very Often), rating the frequency of each characteristic IPC behaviour. The first factor, 
Consultation and Practice Management (CPM), considers collaborative, consulting, practice-related 
behaviours. The second factor, Intervention and Knowledge (IK), focuses on behaviours to 
implement IPC-specific interventions and knowledge. Items can be summed as one higher-order 
construct, IPC Behaviour, or as two individual factors. The language of the items was adapted to 
specify that IPC readiness focused on adding a psychologist to the team.  

Three IPC demonstration videos created by American expert consultants and licensed clinical 
psychologists supplemented semi-structured interviews [44]. The videos were selected because they 
aligned with traditional IPC characteristics. The first video illustrated how a PCP might introduce 
and refer patients to the psychologist in IPC. The second video demonstrated consultation between 
a PCP and a psychologist, and the third showed how the two professionals might finalize or “close 
the loop” on a collaborative treatment effort. The videos with semi-structured interview questions 
are found in Appendix B. The intention behind including videos (in addition to the participants’ 
current experiences) was to expand the analysis to a more generalized perspective of IPC with 
psychologists.  

2.3. Procedure 

Once this study was approved by the University of British Columbia’s ethics review board (H23-
03033), team members were introduced to the research project, and voluntary, informed consent was 
obtained. Data were collected between April 22, 2024, and April 3, 2025, via surveys on the Qualtrics 
platform in compliance with the BC Freedom of Information and Protection of Privacy Act (FIPPA).  

Instructions were given on accessing quantitative surveys in Qualtrics, using either a QR code 
or a study link. Within the survey, participants were administered inventories to assess IPC attitudes, 
interest, and readiness [14,41]. Once the surveys were completed, a separate survey link embedded 
in the original survey allowed participants to confidentially provide their contact information for 
remuneration ($20 to a coffee shop) and to express interest in participating in the semi-structured 
interviews.  

Semi-structured interviews were conducted by the first author between February 5th, 2025, and 
April 3rd, 2025. After participants watched each IPC video, they discussed the pros, cons, and any 
additional pertinent details regarding their experiences with implementing IPC. The interviewer 
used open-ended questioning, active listening, and reflective statements to ensure accurate 
understanding and to offer participants the opportunity to clarify. Interviews were recorded using 
the university’s Zoom subscription, which was previously deemed FIPPA-compliant.  
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2.4. Quantitative Analysis 

The Statistical Package for the Social Sciences (SPSS), version 29.0.2.0. was used for analysis. 
Data were inspected for outliers and for correct transfer from the survey tool. It was discovered that 
one item from the IPCRBS-CPM scale was left out of the survey. Next, the data were inspected for 
normality. The Shapiro-Wilk test indicated that the PCRBS-IK subscale violated the assumption of 
normality, W(8) = .710, p = .003. However, visual inspection of histograms and Q-Q plots suggested 
that each study variable deviated from normality. Missing data for all study variables totalled 12.5%; 
however, given the small sample size, this level of missingness was not alarming, and an analysis of 
missingness was not conducted due to violations of normality [45].  

To answer the first research question of what IPC attitudes, interest, and readiness levels of team 
members would be, an average composite score for each case on each study variable was computed 
for ease of interpretation. To compare values across scales, the medians for each study variable were 
converted to percentages of the maximum possible score. To explore whether healthcare providers 
and other staff differed on study variables, a non-parametric test of differences between independent 
groups was indicated. The Mann-Whitney U-test was selected due to its ability to compute results 
with data non-normally distributed, as well as with small, unequal group sizes [46,47].  

2.5. Qualitative Analysis 

To determine what team members viewed as the benefits and barriers to implementing IPC with 
psychologists, the qualitative descriptive approach was selected to summarize the interviews in 
colloquial terms [48]. To represent the data thematically, the six phases of reflective thematic analysis, 
outlined by Braun & Clark [49], were employed in QSR NVivo version 14. Next, recordings were 
transcribed by both a research assistant and the first author. Some audio data from semi-structured 
interviews were lost due to ineffective use of the recording software. Thus, in some instances, the 
researcher’s own reflective interview statements were coded in already developing subthemes.  

3. Results 
3.1. Quantitative Results 

As a group, cross-sectional data suggested that the participants held favourable attitudes, high 
levels of interest, and IPC readiness behaviours (as seen in Table 2). 

Table 2. Descriptive Statistics and Percent of Possible Maximum Score for Study Variables. 

Variable Central Tendency 
% of Possible 

Maximum Score 
using the Median 

 Mdn (IQR) M (SD)  

PCMH-Attitude 4.95 (0.78) 4.99 (0.52) 82.5 

PCMH-Interest 5.25 (1.74) 4.95 (1.01) 87.5 

IPCRBS-CPM 4.00 (0.63) 4.06 (0.49) 80.0 

IPCRBS-IK 4.00 (0.44) 4.18 (0.40) 80.0 

Note: Mdn = Median; IQR = interquartile range. IPCRBS-IK = Integrated Primary Care Readiness and Behaviours 
Scale-Intervention and Knowledge, IPCRBS-CPM= Integrated Primary Care Readiness and Behaviours Scale-
Consultation and Practice Management, PCMH-Attitudes = Patient-Centered Medical Home-Attitude scale, 
PCMH-Interest = Patient-Centered Medical Home-Interest scale,. 

The Mann-Whitney U test revealed no statistical differences between the groups (healthcare 
providers vs other staff; p > .05), suggesting that healthcare providers and other staff did not 
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significantly vary in their attitudes and interests toward delivering IPC with a psychologist, nor did 
they differ in levels of IPC readiness behaviours (CPM or IK).  

3.2. Qualitative Results 

3.2.1. Benefits of IPC with Psychologists 

The perceived benefits of IPC team members were developed into four themes and subthemes, 
outlined below. Table S1 in the supplementary materials contains additional excerpts from 
participants comprising each theme and subtheme.  

3.2.1.1. Theme 1: The Large Demand for Psychologists in Primary Care.  

Psychologists Add Welcomed Value to Primary Care. The willingness of the primary care team 
to refer patients to a psychologist was reflected by the perceived value the psychologist added to 
their environment. P7 explained how “Many different medical conditions have psychological 
components to [diagnosis] and [treatment] not just mental health issues…” Healthcare providers 
described an unmet need for treating common medical conditions through a biopsychosocial lens 
and behaviour-change prescriptions. Evident in every interview was the perception of patient 
willingness to access psychology, as P7 remarked, “I have yet to have someone decline a referral to a 
psychologist…” 

Psychology Appointments were Quickly Utilized. Another subcode captured how 
appointments were fully utilized shortly after implementation; team members communicated a 
desire for greater psychologist availability. P1 joked about providers racing to access available 
appointments for patients: “Well, I think it’s getting shared with [another professional] now, so 
whoever gets there first.” With research funding, which constrained the psychologist’s availability to 
one day per week, these comments suggested that more psychology services would be utilized if 
greater resources were provided. 

3.2.1.2. Theme 2: IPC Is Highly Feasible Through Teamwork 

Effective Collaboration Among Independent Practitioners. The first subtheme illustrated 
independent practitioners working together flexibly, yet effectively, in the pursuit of higher-level 
care. Collaborative communication was witnessed regularly by supporting staff, and healthcare 
providers expanded upon this experience by noting that, in-person, it was working well to “…have 
an easy chat…” (P7), to have “…weekly meetings about what’s been happening…”(P1), or to use the 
chart as the main communication between providers. Collaboration methods varied with 
practitioners’ schedules and preferred modes of communication. Due to a shared understanding of 
each professional’s competence, there was an overarching level of trust among healthcare providers 
regarding their ability to hand off a patient to the psychologist. As P6 asked rhetorically, “I’m trusting 
the psychologist is going to implement psychological strategies? Absolutely. I don’t need to know 
what they are.” Two participants (P1 and P6) described their situation in IPC as beneficial compared 
with other instances in which they might refer a patient out into the community to access services. 

Day-to-Day Teamwork. Regular and ongoing teamwork was developed as another subtheme, 
which allowed for the feasibility of implementation. P2 appreciated that, “where needed,” they could 
work with the same patient the same day, back and forth with the psychologist, to provide the most 
effective treatment to address both medical and psychological concerns (e.g., seeing the psychologist 
and then re-visiting the healthcare provider for a prescription). Administrators sought methods to 
integrate student health care benefits into the payment structure to provide a seamless service, and 
providers ensured regular contact to discuss shared cases, whether through the EMR, weekly 
meetings, or daily check-ins.  

Having Members with the Right Expertise. Providers appreciated having a member of their 
team with the appropriate level of expertise to either refer to when they felt outside of their scope of 
training or to access a higher level of care. P6 shared how it could be useful to refer medically, saying 
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“I think it’s medically relevant, but outside my scope, those kind of things, might- would be the more 
appropriate, or so handing over information.” P7 asserted “Well, I think it frees up time for other 
primary care issues. It puts the right person with the right problem...” and described how the skills 
of the psychologist were seen as being unique in comparison to other practitioners in the mental 
health care field (e.g., social workers or counsellors). 

3.2.1.3. Theme 3: Improved Individualized Primary Care  

Better Patient Care Collaboration. The first subtheme addresses how care improved through 
regular communication between the psychologist and healthcare providers. As P1 explained, “And 
we [the doctor and the psychologist] can have very easy conversations like once a week, chat about 
our patients.” This model of care differed markedly from treatment as usual, in which a provider 
would have to refer a patient to another professional in the community, with either sparse or delayed 
communication (e.g., waiting for a consultation letter). In contrast, the current implementation 
allowed timelier follow-up.  

More Comprehensive Care. The addition of psychology services allowed for wrap-around care, 
more closely aligned to the biopsychosocial model of healthcare delivery. P6 appreciated that extra 
time could be spent with patients, noting that “If someone can take the time to do some of the 
counselling, that just takes time and working with the patient, to understand their barriers and their, 
like, I think…Yeah, what I would try and do in two minutes, if they could take 10 and do a better job 
at it, it’s better care.” Overall, the healthcare providers valued handing over issues that were either 
out of their scope or required additional time. Other staff noticed how patients’ behaviours seemed 
uplifted after receiving psychological care.  

3.2.1.4. Theme 4: Better Access to Psychology 

Faster, Easier Access for Patients. Most of the medical team recognized that IPC with a 
psychologist expedited the usual referral process. P3 commented on shorter wait times, as well as the 
time to follow up, saying it was “A lot quicker than having to put them through the [community] 
system; having something in our clinic has definitely been a huge benefit.”  

Reduced Financial and Other Barriers. The most considerable barrier overcome was the cost of 
psychological services incurred by patients. P6 stated that having the cost covered seamlessly was 
desirable. P1 explained, “It removes a barrier…..so, and it’s covered. So cost, which is a major barrier 
in the community.” P5 reflected, “Um, I mean I think the [patients] like… the holistic kind of care…. 
So not pulling from different places. You can get everything all kind of in a one-stop-shop. I feel like, 
especially in this kind of demographic. And because they don’t always have access to vehicles, that 
kind of a thing… so that is such a huge barrier...so having something [for] them [here] is really great.” 

3.2.2. Barriers of IPC with Psychologists 

The perceived barriers of implementation held by IPC team members were developed into two 
themes, each with subthemes, outlined below. Table S2 in the supplementary materials contains 
additional excerpts from participants comprising each theme and subtheme.  

3.2.2.1. Theme 1: Policy and Model-Level Barriers 

Policy Restricts Funding for Public Psychology. At the macroscopic level, participants 
acknowledged policies which restricted funding for psychological services, whether out in the 
community or in primary care. P1 commented on funding through the current research project, “It 
removed a barrier… [as] cost, which is a major barrier in the community,” posed great challenges to 
both patients who want to access services and professionals who might want to refer out to 
psychologists. P6 communicated that an “…understanding of what it costs the patient…” is necessary 
to consider before trying to implement IPC.  
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The Canadian Model is Less Flexible than Traditional IPC. As participants engaged with IPC 
media and compared the ideas from the videos with the current IPC implementation at their clinic, 
they tended to notice disparities. Whereas the video media illustrated longer, more flexible, and 
spontaneous in-person interactions among professionals, the participants at the clinic felt more 
bound to their schedules. P5 expressed it was increasingly difficult to have same-day appointments, 
saying, “… what we’re finding here is that [the psychologist] is so tightly booked that there’s really 
not a lot of time for that kind of flexibility. So, I know that that’s… what they want. The goal 
is….flexibility, but in reality, [it] doesn’t really [work]….. unless you make that a real priority, to be 
flexible.” P2 pondered over logistics, wondering how it might be possible to impose regular flexible 
time for consultations between the psychologist and the healthcare providers. While many 
participants agreed that principles of IPC, such as in-the-moment interprofessional collaboration and 
same-day, multi-professional appointments, were ideal, they also noted that they weren’t always 
realistic and that, if they aspired to enact such principles, they might fall behind in their schedules.  

3.2.2.2. Theme 2: Clinic Specific Constraints 

Time, Space, and Methods to Accommodate IPC Practitioners. The high demand for 
psychological services was, in fact, a double-edged sword, as P7 remarked, “I’ve had no one decline, 
but yeah, a little bit of [a] barrier to getting into our psychologist because it’s been full or there’s like 
a long wait list.” Additionally, other staff noted that onboarding an additional practitioner, 
psychologist or not, added to the volume of tasks such as booking, answering the phone, setting up 
billing, and scheduling. Practitioners needed to ensure they completed EMR entries in a timely 
manner. Many team members cited physical space as a challenge. As P7 noted, the “clinic is small, so 
space is an issue…” Thus, not only was space limiting the ability to book additional appointments, 
but sharing rooms with little overlap in time could also cause the next practitioner to run behind.  

Still Learning the Psychologist’s Scope and Model of Care. As interviews unfolded, it was 
apparent that team members largely accepted the psychologist into their practices, yet their 
understanding of the psychologist’s role in an IPC setting was still developing. For example, P6 
declared, “I like the language around ‘This will help me care for you’ because they have expertise 
[and] recognizing what kind of scope of what our expertise and what are other people’s.” 
Considerable discussion emerged concerning where to include the psychologist in assessment, 
diagnosis, and the types of conditions to be treated. Some uncertainty surfaced regarding what to 
expect across the typical trajectory of a patient who visited the clinic and engaged in both medical 
and psychological services.  

4. Discussion 

Descriptive results demonstrated that, overall, the primary care team members working at this 
university student health clinic held highly favourable attitudes, interest, and readiness levels 
towards implementing IPC with a psychologist. The values obtained for attitudes and interest levels 
mirror published mean values from a sample of American physicians and psychologists (N=175), of 
whom 34.3% reported working in primary care [31]. Upon non-statistical, visual comparison, this 
group’s attitudes were slightly higher (M = 4.99, SD = 0.52) than those of the American group of 
physicians (M = 4.56, SD = 0.86), as were interest levels (M = 4.95, SD = 1.01 versus M = 4.26, SD = 
1.06). However, without larger, more homogeneous samples, statistical comparison is not possible. 
Regardless, these results may suggest comparable notions held among primary care team members 
at this Canadian university and by physicians in the United States, where IPC with psychologists is 
already being implemented.  

Among study variables, interest levels were the highest (87.5% of the maximum possible score), 
but also the most varied. While an exploratory test between groups of physicians and other staff was 
non-significant (mean rank healthcare providers = 3.50 vs mean rank other staff = 6.17, Mann-Whitney U = 12.50 
[3.33], p = .14), larger sample sizes are needed to confirm the similarity in interest levels among IPC 
team members. Readiness (IPCRBS scale) behaviours were reported to be lower than attitudes and 
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interest (CPM and IK were each at 80% of the possible maximum score). However, given that team 
members received very little introduction to IPC with a psychologist prior to implementation, these 
values should not be interpreted as lagging. In one sample of licensed, practicing behavioural health 
consultants with different experiences in IPC (N = 319), various stages of change to implement IPC 
behaviours were detected [14]. Using similar guidelines, it appeared that the primary care team 
members in this study were in the maintenance stage of change (regarding consultation and practice 
management) and in the precontemplation and preparatory phases of change (regarding intervention 
and knowledge implementation). Behaviours such as accepting psychological walk-in patients, 
scheduling, sharing medical appointments, and allowing time and space for the psychologist to 
onboard and treat patients were in action and being maintained. However, participants were still 
contemplating how to include the psychologist in educating patients about medical disorders, 
advising on strategies, and demonstrating an understanding of the links between medical and 
psychological issues. These inferences gathered from the quantitative data were corroborated within 
the semi-structured interviews.  

Interviews revealed several benefits to implementing IPC with a psychologist. Team members 
collectively welcomed the psychologist, noting a diverse range of conditions to benefit from 
psychological intervention. This belief is strongly supported by literature. Indeed, health centers with 
a psychologist on staff have demonstrated better performance on a variety of clinical outcomes, such 
as asthma-related therapies, diabetes management, screenings (such as pap testing), and tobacco 
cessation compared to centers without a psychologist on the team [50]. Acknowledgment of patient 
willingness to engage in psychological services within the student population was paralleled by 
previously demonstrated research, whereby university students on the same campus reported a high 
likelihood to accept referral to a psychologist in IPC compared to a referral out into the community 
[51]. The effective collaboration and teamwork reported by participants was significantly supported 
by factors such as co-location, a shared EMR, and the ability to book directly with the psychologist. 
Consequently, this also improved the individualization of care and access. Collectively, our findings 
make a strong argument for the integration of care, rather than simply providing co-located services. 
Indeed, one integrative review of 48 studies (n = 3803) described similar thematic benefits to 
interprofessional collaborative practice in primary care, such as healthcare team interaction (due to a 
broadened network of connected professionals) and the value of convenient care (through shared 
time, space, coordinated care, valuing practitioner roles, and affording care) [52].  

Barriers to implementing IPC with a psychologist were also revealed qualitatively through 
interviews. Team members conveyed an emerging understanding of the psychologist’s role and 
scope of practice, which was in progress and may have hindered the psychologist from working at 
full capacity. This finding is warranted, given the trend in the literature to examine mental health 
clinicians as a homogeneous group, policies which lack professional differentiation, and a lack of 
public knowledge of the profession [53,54]. In countries (such as Canada) where various mental 
health clinicians, trained at different academic levels, are competing for the same jobs, this ignorance 
is likely to endure [54,55]. However, providing medical professionals with the opportunity to work 
alongside the various professions (such as psychologists) has led to a greater understanding of 
occupational roles [53].  

Clinic-specific constraints, such as time, space, and methods needed to accommodate IPC 
practitioners, limited the clinic’s ability to implement traditional IPC practices, such as same-day, 
multi-practitioner appointments, warm handovers, flexible consultations, or last-minute additions to 
the schedule. These barriers were largely related to outer setting constraints noted in the literature, 
such as fee-for-service payment mechanisms which limit physicians’ compensation for treatment 
planning and case conferences [26]. Those involved in advancing sustainable change efforts may need 
to consider overhead costs associated with larger spaces and administrative resources. Alternatively, 
teams may wish to utilize telehealth options while maintaining key characteristics for integration 
success, such as the ability to share EMRs, book appointments, and have protected daily time for 
communication. Additional considerations for implementing telehealth options are well documented 
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in the medical literature [56]. Early integration efforts that consider the TTM stages of change at the 
group and individual levels can appropriately match implementation plans to provider readiness; 
research has shown that early contact, ongoing engagement, and the inclusion of interest holders in 
co-design were important aspects of implementing healthcare service changes [57]. Policies across 
countries must adapt to their unique demographic characteristics. In the current project, it was found 
that the Canadian model was not directly transferable to the traditional (American) model, given 
differences in payment structures and funding. Others have noted broader implications, such as large 
land mass, rural areas, and Indigenous populations as key characteristics to consider [58].  

The most impactful barrier, from team members’ perspectives, limiting the sustainability of IPC 
was the restricted availability of psychologists due to funding constraints. In the region of the present 
study, the majority of psychologists work in the private sector, likely due to large pay disparities 
between public salaried positions available through health authorities and private practice [59]. Local 
efforts to improve public psychological access, which commit to payment structures commensurate 
with doctoral-level qualifications, are yet to be realized [60]. Adequate budgets, complex billing, and 
appropriate provider compensation remain barriers in the broader international context [26]. 
Advocacy and research can assist by demonstrating psychologists’ unique, strong empirical skillsets. 
The profession, often underutilized, is well-suited to take on roles in clinical leadership, including 
consultation, training, program evaluation, and supervision of other health occupations [14,54,55,61]. 
As psychologists take on these expanded roles, the burden on other team members is expected to 
lessen. Thus, policy change as a prerequisite to IPC must allow for payment which is commensurate 
with doctoral-level training; otherwise, public psychologists will be difficult to retain. Psychologists 
and their allies are encouraged to continue advocating for patients to have access to evidence-based 
mental and behavioural health services, while also being open to additional specialized training and 
working within the public sector as new opportunities arise.  

While this study supplements the current literature by investigating team member perspectives 
in a novel Canadian setting, the present research is limited by its small sample size. Studies with 
larger sample sizes are needed to replicate and extend our findings, as we were unable to effectively 
explore the perspectives of various types of interest holders separately (e.g., physicians versus nurses 
versus administrators). Similarly, another limitation was the lack of inclusion of interest holder views 
from the co-located counselling clinic. Future research must explore how different types of mental 
health professionals can collaborate at their full scopes of practice, both uniquely and collectively to 
deliver evidence-based MBH services. 

5. Conclusions 

This study supplements the current literature, being one of the few to explore a medical team’s 
perceptions of integrating psychologists into primary care in a novel Canadian setting, using a mixed 
methodology. While cross-sectional measurement on validated scales yielded objective estimates of 
attitudes, interest, and readiness levels, qualitative methods went beyond statistical assumptions, 
inferences, and pre-determined, structured inventories [48]. The combined evidence, while limited 
by a small sample size, strongly suggests that IPC with psychologists is perceived by primary care 
team members as beneficial and feasible, with most barriers being overcome through teamwork and 
a motivation to enact positive change. These team members were ready and successfully 
implemented this model, which has now become the standard of care at their clinic. Yet, progress in 
Canada appears limited by the lack of long-term, sustainable public funding for psychologists. We 
urge policymakers to increase access to MBH care delivered by psychologists, which can have a 
significant impact on providers, patients, and downstream savings for the broader economic, health, 
and social systems. Through implementing IPC with psychologists, we advance together towards 
evidence-based, tangible solutions.  
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Abbreviations 

The following abbreviations are used in this manuscript: 

CPM Consultation and practice management 

EMR Electronic medical record 

FIPPA Freedom of Information and Protection of Privacy Act 

IK Intervention and knowledge 

IPC Integrated primary care 

IPCRBS Integrated Primary Care Readiness and Behaviours Scale  

MBH Mental and behavioural health 

PCMH-AIKS Patient-Centered Medical Home-Attitudes, Interest, and Knowledge Scale  

PCP Primary care physician  

Appendix A 
Appendix A.1. The Patient-Centered Medical Home-Attitudes, Interest, and Knowledge Scale (PCMH-AIKS) 

Domain I: Attitudes. Please rate your response to each statement based on the scale provided below:  

1 2 3 4 5 6 

Strongly 
Disagree 

Moderately 
Disagree 

Mildly 
Disagree 

Mildly Agree Moderately 
Agree 

Strongly 
Agree 

1. In today’s healthcare arena, it is important to learn about integrated healthcare practices.  
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2. It is valuable for practitioners to learn about the Patient-Centered Medical Home [Integrated 
Primary Care]. 

3. Engaging in team meetings can be a waste of valuable time.  
4. Meeting with my patients’ other healthcare providers will limit my ability to effectively meet 

my work demands.  
5. Engaging in team meetings will clearly limit my ability to effectively do my job.  
6. The interdisciplinary approach to providing healthcare will make the delivery of services more 

difficult.  
7. The interdisciplinary approach to providing healthcare will make the delivery of services 

unnecessarily complicated.  
8. The interdisciplinary approach to providing healthcare will make the delivery of services 

unwieldy.  
9. From my perspective, patients who receive team-based care are better prepared for discharge 

than are other patients treated in the traditional healthcare model.  
10. I feel that working in an integrated setting helps providers increase patient access to needed 

services.  
11. I feel that providers who work as a part of an interdisciplinary team are more responsive to 

patient’s financial and emotional needs.  
12. I feel that the cross-pollination of skills sets will allow me to better collaborate with other 

healthcare professionals.  
13. I feel that the biopsychosocial model offers an important perspective on providing effective 

treatments.  
14. I feel that working as a part of an integrated treatment team will lead to better treatment 

outcomes for my patients.  
15. I perceive that working as a part of an integrated treatment team will lead to reduced staff 

burnout.  
16. My sense is that working as a part of an integrated treatment team will increase my patients’ 

satisfaction with their treatment.  
17. I value the perspectives offered by other healthcare professionals about the needs of my patients.  
18. I would feel reassured if my patients had a team of providers who are available if they need 

immediate care.  
19. I am positively oriented to team-based care.  
20. Working with other healthcare professionals keeps most providers interested and enthusiastic 

about their jobs.  

Domain II: Interest. Please rate your response to each statement based on the scale provided below:  

1 2 3 4 5 6 

Not At All Slightly Somewhat Moderately Very much  Extremely 

1. I am interested in practicing within a Patient-Centered Medical Home [an Integrated Primary 
Care clinic].  

2. I am motivated on my own to practice within an integrated healthcare environment.  
3. I am interested in working as a part of an integrated team of healthcare professionals.  
4. I am enthusiastic in learning how other healthcare providers treat patients.  
5. I am positively inclined to learn about integrated behavioral healthcare.  
6. I am interested in learning about the perspectives of other professionals related to my patients.  
7. I have a clear interest in working collaboratively with other professionals.  
8. I am interested in having regular, on-going contact with providers who are also treating my 

patient.  
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9. I am excited about the prospects of working together with other professionals in a team-based 
model.  

10. Collaborative integrated care models fit my interests well.  
11. I am positively oriented toward efforts that coordinate the treatment of my patients.  
12. I enjoy creating comprehensive treatment plans that address the biopsychosocial needs of my 

patients.  
13. I am positively inclined to learn new approaches to providing care from healthcare providers in 

a discipline different from my own.  
14. I am interested in working in a healthcare environment that provides patients with a team of 

healthcare professionals who are available if they need immediate care.  
15. I am positively inclined to engage in regular team meetings to discuss the needs of my patients 

with their other healthcare providers.  
16. I would enjoy collaborating on comprehensive interdisciplinary treatment plans for my patients.  
17. I am positively inclined to meet with my patients while other healthcare providers are present.  
18. I am interested in using electronic medical records to help facilitate the ongoing care of my 

patients with their other healthcare providers.  
19. I am interested in working in a healthcare environment that provides more access to care for my 

patients.  
20. I have a clear interest in practicing in a model of healthcare service delivery that research has 

shown leads to enhanced quality of care and patient satisfaction ratings.  
21. Note: items in square brackets [] reflect an adaptation in instructions. 

Appendix A.2. Integrated Primary Care Readiness & Behaviours Scale 

Please rate how frequently each of the following [could] occur [if a psychologist were to join your team 
next week]:  

1 2 3 4 5 

Never Rarely Sometimes Often Very often 

Factor 1: Consultation and Practice Management Subscale. 

1. Accept [psychology] walk-in patient(s) (aka, warm hand off) from medical staff. 
2. Schedule [psychology] patient visits [for other practitioners] within the existing medical services 

process. 
3. Share medical appointments with [other] medical staff. 
4. [Allow time for a psychologist to] complete initial patient consultation in 30 min or less. 
5. [Allow time for a psychologist to] follow a patient for 3-4 sessions or less. 
6. [Allow the psychologist to] consult in person about patient case with medical staff (e.g., 

curbside).  

Factor 2: Intervention and Knowledge Subscale. 

1. [Allow time for a psychologist to] educate patients about the medical disorder and advise self-
management strategies. 

2. [Allow time for a psychologist to] discuss medication adherence for disease management. 
3. [Allow time for a psychologist to] show understanding of the relationship between medical and 

psychological processes.  
4. [Allow time for a psychologist to] complete initial patient consultation in 30 minutes or less.  
5. [Allow time for a psychologist to] provide and encourage patients with health education and 

information. 
6. [Allow time for a psychologist to] show knowledge of psychotropic medicines and adherence 

strategies.  
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Note: items in square brackets [] reflect an adaptation in instructions. 

Appendix B. IPC Videos with Semi-Structured Interview Questions 

Referring to a Psychologist. Please watch the first short video discussing strategies for referring 
patients to an Integrated Primary Care Psychologist for mental and behavioural health services (4:27 
minutes):  

 

What are your thought on implmenting similar strategies to assist referrals at the clinic where you 
work? 

What are some potential pros to implementing something similar? 

What are some potential cons to implementing something similar? 

What might be suggestions, concerns you may have, or other relevant aspects to consider? 

Consultation with a Psychologist. Please watch the following short video on consultation 
between a medical provider and a psychologist (26 seconds): 

 

What are your thought on implmenting similar strategies to assist consultation at the clinic where 
you work? 

What are some potential pros to implementing something similar? 
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What are some potential cons to implementing something similar? 

What might be suggestions, concerns you may have, or other relevant aspects to consider? 

Closing the Loop. Finally, please watch the following short video demonstrating “closing the 
loop” between the medical provider and the psychologist (52 seconds): 

 

What are your thought on implmenting similar strategies, such as closing the loop, at the clinic 
where you work? 

What are some potential pros to implementing something similar? 

What are some potential cons to implementing something similar? 

What might be suggestions, concerns you may have, or other relevant aspects to consider? 
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