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Abstract

The purpose of this study was to examine patient and provider experiences of integrated behavioral
health care at a Federally Qualified Health Center (FQHC). Using a mixed methodology design,
both patients (n = 186) and providers (n=17) completed a survey regarding satisfaction with care
and the extent of integration at the clinic, as well as attended a focus group or interview (n=11
patients; n= 12 providers) regarding their satisfaction and experiences. Both patients and providers
found integration to be acceptable and satisfactory and the integration of services among different
health care providers occurred fairly regularly. Themes from the provider and patient interviews/
focus groups highlighted both positive aspects of the integration and specific challenges within the
clinic. This more nuanced perspective of integration both replicates and extends upon previous
research regarding satisfaction with integrated care and emphasizes the complexities and challenges
of integration within community health clinics.
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Since its inception in 1965, the federally qualified health center (FQHC) has served as the primary
safety net health system in the USA.! As a federally supported institution, the FQHC’s main goal
is to provide comprehensive and accessible high quality health care for underserved communities.
As of 2018, there are over 1300 FQHCs serving more than 28 million patients.? The majority of
these patients live well under the poverty line and many are racial/ethnic minorities and/or special
populations (e.g., unsheltered, migrant/seasonal workers) who typically lack access to affordable
and culturally competent health care. Notably, FQHCs provide care for a growing number of patients
with chronic health diseases. According to 2018 reporting, this has included over 6 million patients
overweight or with obesity, 4.7 million with hypertension, and 2.5 million with diabetes.? During the
COVID-19 pandemic, FQHCs have expanded their roles to promote access to testing and vaccine
distribution to the broader community, while maintaining essential health services for their clinic
population. In short, FQHCs serve the most medically, economically, and often socially vulnerable
populations and consequently are at the forefront of implementing innovative health service delivery
models aimed at improving access to, and quality of, health care.

One such innovative health service model is integrated care. Integrated care refers to the integra-
tion of multiple health care services (often behavioral health and medical), under one roof and with
a unified care plan.® While the typical clinic’s main goal is to provide primary health care for all
ages and conditions (with preventative care and management of illness and chronic conditions the
foundation of these services), a core objective of the FQHC is to be comprehensive in the services
offered and to provide, or facilitate referral to, other pertinent health care providers. These often
include health services that, while not considered primary care, are essential for disease prevention
and health promotion, such as dentistry and behavioral health/substance use services. Additionally,
many clinics provide transportation, patient education/outreach, and other care management services
to increase accessibility and engagement with health care. Indeed, while medical services made up
the vast majority of clinic visits in 2018 (66.58%), dental services made up 14.27%, mental health
9.33% and care management/patient education 5.62%, indicating that integration may be occurring
in a large number of clinics.” The impetus to provide services other than medical care in FQHCs
is not new, but the passing of the Affordable Care Act (ACA) has provided much needed financial
incentive to promote integrated services, while many government agencies (e.g., HRSA) continue
to fund and endorse coordinated and integrated care.*

The majority of integrated care models have focused on the merging of health and behavioral
health services. While there are several approaches to this type of integration, the most prominent
is the primary care behavioral health model (PCBH), which involves coordination among health
care providers exemplified by warm hand-offs, in which a provider (typically medical) hands
off services to another member of the health care team (e.g., behavioral health) for a same-day
service and real-time consultation.>® For instance, an individual with poor diabetes management
and depression who sees their primary care provider for a medical check-up may also be referred
to a behavioral health provider that day to discuss behavioral strategies to improve medication
adherence and mood. One can imagine how this service delivery model could be applied to other
members of the team—for instance, same day consults with a dental hygienist for a patient who
also needs a dental filling or a brief check in with the patient education specialist to discuss diet
and exercise. Generally, the type of service provided is brief (e.g., 30 min) and time limited in
nature (perhaps 1-3 visits).”® Behavioral health providers in these settings often act like primary
care providers in that they are generalists and will see any mental health issue and/or health
condition influenced by psychological or social factors.
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There are many advantages to PCBH models, including increased access and engagement
in mental health care, increased patient satisfaction, and improved patient health outcomes.”®
Although the majority of research has focused on academic medical centers or Veterans Affairs
medical centers, there is growing evidence of PCBH implementation in FQHCs and associated
outcomes. For instance, PCBH has been associated with increased utilization of medical ser-
vices and decreased hospitalizations for individuals with severe mental illness and has also been
shown to promote access to mental health services particularly in the underserved populations
that FQHCs typically provide for.”!” Further, a recent randomized trial comparing integration to
usual care found that the model improved quality of care and access to preventative services in
a sample of patients with severe mental illness; however, it did not differentiate from usual care
in patient health outcomes.!' While obtaining patient and service level outcomes is important,
assessing provider perceptions is also necessary to help improve implementation and dissemina-
tion of integration in the community. Qualitative research has also examined interdisciplinary
provider perspectives, highlighting both benefits and challenges of integration and providing
more nuanced recommendations for how to enhance implementation of integrated care.'”

Although the majority of integrated care research in FQHCs focuses on the integration of
behavioral health and medical services, there is also growing evidence supporting the integration
of oral care and pharmacy among other services.'>~!° Interestingly, there is a lack of research on
all aspects of integration that are unique to many FQHCS — that is, the integration of health,
behavioral health, dental services, pharmacy, care coordination, or any other health services. The
integration of several services is a strength of FQHCs and an important aspect of the model to
evaluate, particularly given its potential to reduce health inequities that have been further exac-
erbated by the COVID-19 pandemic. Given the dearth of research within this area, examining
patient and provider experiences of a more complete integrated clinic may be a worthy first step.

The overarching goal of this study was to examine patient and provider experience of a fully
integrated FQHC that offered several services: medical, dental, behavioral health, pharmacy,
and care management. The unique aspects of this evaluation relate to its breadth and method of
study: both patient and provider satisfaction were obtained for all services offered within the
clinic, and qualitative and quantitative methodology were used while working with commu-
nity partners throughout the process. Community-based participatory research (CBPR) was the
guiding framework used in this study.'® In this model, researchers and community partners are
co-researchers and are involved in every step of the process which includes planning the study
design, developing the surveys, and disseminating the results. A community partnership was
formed between a local FQHC and a midsized midwestern university, and the FQHC received
funding to build capacity related to implementing their vision of integrated health care. The local
university researchers had a long-standing relationship with the clinic since its inception and
agreed to work together to assess how well the new model was working. The primary research
questions were as follows:

1. What was the current status of integration at the clinic as reported by providers (i.e., how well
was integration occurring or not occurring at all levels?)

2. How satisfied were providers with the model of integration?

What was the current status of integration as reported by patients?

4. How satisfied were patients with the services provided by the integrated clinic? Relatedly, what
factors predicted satisfaction of services by patients?

W
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Method
Design and setting

This study utilized a mixed methodology design. Qualitative and quantitative measures were used
to evaluate patient and provider satisfaction with the model and to measure levels of integration.
Data were collected in 2019 at an urban, midwestern integrated care practice offering behavioral
health, dental, medical, pharmacy, and education and outreach services. The clinic has been a Fed-
erally Qualified Health Center (FQHC) for over a decade, and became a Patient Centered Medical
Home (PCMH) when integrating behavioral health services on-site in 2013. The integrated care
model implemented in the clinic is based upon the PCBH model with behavioral health providers
(typically Master’s level clinicians) embedded within the primary care team, providing same day
consultations and brief interventions to any patient with behavioral health or health-related needs.
These behavioral health providers also provided brief follow-up services and helped facilitate refer-
ral to traditional outpatient services. Dental services were offered same day by dental hygienists or
a dentist via a consultation model, although they also operated their own scheduled appointments
and follow-up. Lastly, education and outreach services are available to patients via referral and a
pharmacy was located within the building, with the pharmacist available for some consultation
services. While there were no incentives for providers to initiate same day consultations, or warm
“hand-offs”, with different members of the team, all providers were instructed to consult and col-
laborate if there was an identified need.

Quantitative component

Participants and recruitment

Patients 18 and older were recruited via a convenience sampling strategy to complete a paper
questionnaire. One hundred eighty-nine adult patients voluntarily completed a paper survey in the
waiting room of the clinic over a five-day period. Patients were informed that the survey was volun-
tary, confidential, and would have no impact on the healthcare they received at the clinic. Members
of the research team affiliated with the university recruited participants. Those who completed the
survey had a chance to enter a drawing to win a $50 gift card. Table 1 presents the background
characteristics of the patients who completed the survey.

Seventeen healthcare providers completed a paper survey during a lunchtime integrated health-
care meeting. Lunch was provided as an incentive. Providers were informed that the survey was
voluntary and confidential. The research team associated with the university distributed the survey.
Six medical providers, 7 behavioral health providers, and 4 dental providers completed the survey.
Table 1 also provides demographics of the providers, including length of employment at the clinic.
All providers were full-time employees of the clinic and were funded by revenue and/or grants.

Patient measures

The PSQ-18 is a brief measure of patient satisfaction with health care.!” Patients report
their level of agreement (from Strongly Agree to Strongly Disagree) for a variety of statements
that correspond with seven dimensions of satisfaction: general satisfaction, technical quality,
interpersonal manner, communication, finances, convenience and accessibility, and time spent
with a doctor.!” The PSQ-18 is a reliable and valid measure of satisfaction that can be used in a
variety of settings and was chosen to supplement the researcher created integration satisfaction
measure (see below).'® The Cronbach’s alpha for the PSQ-18 in this sample was 0.90.
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Table 1

Provider and patient demographics

Provider Patient
N=17 N=186"
Age M (SD) 364 (11.3)  AgeM (SD) 44.2 (15.5)
Female (%) 11 (64.7%)  Female (%) 135 (72.6%)
Race/ethnicity (%) Race/ethnicity (%)
White 9 (52.9%) White 56 (30.1%)
Black 4 (23.5%) Black 79 (42.5%)
Hispanic 2 (11.8%) Hispanic 28 (15.1%)
Asian 1(5.9%) American Indian or Alaskan Native 3 (1.6%)
Bi/multi-racial 1 (5.9%) Bi/multi-racial 11 (5.9%)
Other 5(2.7%)
Professional/training back- Education level (%)
ground (%)
Medical 6 (35.3%) Less than HS degree 26 (14%)
Behavioral health 7 (41.2%) HS degree or equivalent 60 (32.3%)
Dental 4 (23.5%) Some college 59 (31.7%)
College degree + 34 (18.4%)
Years worked at clinic (%) Years going to clinic (%)
Less than 6 months 4 (23.5%) Less than 6 months 39 (20.6%)
6 months—1 year 6 (35.3%) 6 months—1 year 33 (17.5%)
1-2 years 4 (23.5%) 1-2 years 35 (18.5%)
2-5 years 2 (11.8%) 2-5 years 41 (21.7%)
More than 5 years 1 (5.9%) More than 5 years 34 (18%)

Sees providers outside of clinic (%) 68 (37.2%)

“Some demographic data are missing; HS, high school

The researcher-created form consisted of several questions regarding patient experience of
integration and satisfaction specific to integrated care. Patients reported their level of agree-
ment (1 =Strongly Disagree to 5= Strongly Agree) on a series of statements regarding their
care at the clinic. The 11 questions related to satisfaction (see Table 2 for question prompts)
had a Cronbach’s alpha of 0.94, suggesting excellent internal consistency. Patients also rated
their overall physical and mental health on a 1 (Poor) to 5 (Excellent) scale. The average self-
reported rating of overall health was M =3.1 (SD=1.06), corresponding to a qualitative rating
of “Good.” The average self-reported rating of mental health was slightly lower, with an average
of 2.8 (SD =1.3), in between a qualitative rating of “Fair” and “Good.”

Provider measures
The researcher created form consisted of several questions regarding the clinic’s level of integra-

tion/collaboration and satisfaction with the model. The 9-item satisfaction measure asked providers
to rate their level of agreement with a series of statements (1 =Strongly Disagree to 5= Strongly
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Agree) and had a Cronbach’s alpha of 0.85, suggesting good internal consistency. See Table 3 for
question prompts.

Data analysis

Three patient cases were dropped from the final analysis: one individual with an incomplete
consent and two had significant missing data. Data were analyzed using SPSS. Descriptive statistics
including frequencies, percentages, means, and standard deviations were utilized for the patient-
and provider-researcher created questionnaires and the PSQ-18. Further, a multiple regression was
run to predict patient satisfaction on the PSQ-18 from age, gender, race/ethnicity, education level,
and current ratings of health and mental health, respectively. All assumptions for the regression
analysis were met.

Qualitative data

Participants and recruitment

The clinic identified patients with diabetes as a target population for the focus groups given that
they are at-risk for a variety of negative health outcomes and a group who may benefit significantly
from an integrated health model of care. Four semi-structured patient focus groups (n=11) were
conducted by the research team, with the goal of obtaining more nuanced perspectives of the inte-
grated clinic. Questions were asked pertaining to: participant’s knowledge of integrated care and
patient centered models; the extent to which patients perceived that the clinic met integrated or
patient centered model goals; perceived level of health and well-being since coming to the clinic;
overall experiences at the clinic; and ways to improve the clinic. Given the time commitment associ-
ated with the focus groups, a snack and gift card was provided as incentive. Similar to the survey,
the participants were informed that focus groups were voluntary, confidential, and would have no
impact on the healthcare they received at the clinic.

A total of 12 providers (all full-time employees of the clinic) participated in semi-structured
focus groups or interviews in order to obtain more specific feedback on the integrated model at the
clinic. Separate focus groups were conducted for nurses, medical providers, and behavioral health
providers. Due to provider schedules, three individual interviews were conducted with a pharma-
cist, dentist, and medical provider to ensure representation of all providers. Questions were asked
pertaining to: how well the clinic was implementing the integrated care model; provider experiences
with integration; comfort level of collaborating with other providers; and suggestions for how the
clinic could improve. The research team completed the provider interviews/focus groups and lunch
was provided as incentive. Finally, providers were informed that their participation was voluntary
and confidential.

Coding and analysis

Data from the patient and provider focus groups were analyzed using an inductive semantic the-
matic analysis approach.'® The research team coded data using the six phases of thematic analysis
outlined by Braun & Clarke.!® The first phase included familiarization of data through listening
to, transcribing, and re-reading transcripts in accordance to audio-recordings. The second phase
included coding the data by individually identifying and labeling relevant features, then coming
together to find agreement on codes, and codebook generation. The third phase included searching
for themes by clustering codes to map key patterns in the data. The fourth phase included review-
ing themes to examine if they were a good fit with the entire data set and assuring there was no
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overlapping concepts among the themes. The fifth phase included the research team coming together
to define and name themes; the last phase included reviewing themes for clarity and context within
the larger dataset and write up. Due to the unique nature of experiences between health care provid-
ers, researchers initially completed separate coding and theming procedures for nursing, medical,
behavioral health, pharmacy, and dental groups. However, given a clear overlap in themes and codes
among providers, all themes were combined in the final analysis.

Results
Quantitative outcomes

Provider report of integration

Most providers reported collaborating with another provider “very often” (76.5%), while 17.6%
reported “always” and 5.9% reported “sometimes.” However, the more specific measure of inte-
gration — that is, the frequency of bringing in another provider during a visit, or a warm hand-off
— was more evenly split: 35.3% of providers reported doing this “very often”, 41.2% reported
“sometimes”, and 23.5% reported “rarely” (note that no providers reported doing this “always”).
The most frequently reported collaborating providers were behavioral health and medical (88.2%
each), followed by dental (64.7%), and pharmacy (35.3%). Most providers reported closing the com-
munication loop with other providers “immediately” (76.5%) after completing a patient consultation.

Provider satisfaction

As shown in Table 3, providers exhibited a generally high degree of satisfaction with the inte-
grated model. The highest rated items included patients receiving better care at an integrated clinic
and working as a team with colleagues. There was more variability and relatively lower scores for
the items pertaining to working more efficiently in an integrated clinic and overall satisfaction with
how the clinic operates.

Patient report of integration

Only 36% of patients experienced an integrated visit at the clinic. However, the overall quality
of these visits was rated approximately “Very Good” (M =4.12, SD=0.98). Over the past year,
approximately 73% of patients reported being seen by medical staff, 28.5% by dentistry, and 25.3%
by behavioral health. Further, 40.9% of patients reported using the in house pharmacy.

Patient satisfaction

Table 2 shows the average scores for the integrated care specific satisfaction measure. Similar to
providers, patients reported generally high levels of satisfaction with the clinic. The three relatively
highest items included feeling involved in health care decisions, recommending the clinic to others,
and saving money by going to the clinic. The relatively lowest rated item suggested that patients
neither agreed nor disagreed that their doctor works with other members of the team to take care
of their health.

On the PSQ-18, the average satisfaction score was 65.7 (SD=12.1, range 21-85), indicating
a generally high level of satisfaction. The highest evaluation was in the communication subscale
(M=4.11, SD=0.84), followed by the interpersonal manner subscale (M =4.10, SD=0.93),

40 The Journal of Behavioral Health Services & Research 49:1  January 2022



general satisfaction (M =3.92, SD=0.97), technical quality (M =3.89, SD=0.82), time with doctor
(M=3.82 SD=0.91), financial aspects (M =3.81, SD=0.97), and finally, accessibility/convenience
(M=3.60, SD=0.96).

Patient predictors of satisfaction

The multiple regression model was significant F (10, 152)=2.02, p <05, although only account-
ing for only a small proportion of the variance, R*=11.7% and adj R?>=5.9%. Only Black race was
a statistically significant predictor in the model, p <0.05. Regression coefficients and standard errors
can be found in Table 4.

Table 4
Multiple regression results for patient satisfaction (PSQ-18 Total Score)
PSQ-18 B 95% CI for B SE B B Sig R? Adj R?
LL UL
117 .059

Model
Constant 78.39 68.36 88.44 5.08
Age —.024 —.16 A1 .067 —.032 .720
Gender

Male 0? - - - - -

Female —-2.62 —-7.07 1.84 2.25 -.09 248
Education level

College 0? - - - - -

Some College —2.99 -7.71 1.72 2.39 —.12 212

High School 1.15 —4.12 6.41 2.67 .05 .668

<High School —1.48 —7.80 4.84 3.12 —-.04 .644

Race/ethnicity

White 0?

Black -5.75 —10.22 —1.28 2.26 —.238 012%

Hispanic -.797 —-6.65 5.06 2.96 —.025 788

Other —5.76 —-12.29 753 3.30 —.149 .083
MH rating —1.38 -3.13 367 .885 —.150 121
Health rating —.39%4 —-247 1.69 1.05 —.036 708

# Variable is reference in regression equation; B, unstandardized regression coefficient; CI, confidence inter-
val; LL, lower limit; UL, upper limit; SE B, standard error of coefficient; 3, standardized coefficient; R?, coef-
ficient of determination; Adj R, adjusted R?; MH, mental health

*p<.05
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Qualitative outcomes

Provider themes

Twelve themes emerged from the provider qualitative data. See Table 5 for a detailed list of the
themes, description and exemplar quotes. Several of the themes highlighted challenges within the
integrated model: unclear roles/expectations of providers, providers not available or nearby for con-
sultation/collaboration, communication issues, staff turnover/issues, time demands/pressure, work-
ing on improving processes, and feeling as if the business (e.g., financial) incentives outweighed
patient centered care. For instance, a nurse provider remarked that it can be difficult for same day
consultations to work: “At times we don’t have the full staffing available. Like if we need to [get the]
behavioral health person or dental person, they may be tied up with other patients.”

At the same time, providers gave several recommendations for improvement, including more
meetings among providers, in-house psychiatry, more staffing, referral specialists, optometry, X-ray,
education, and more clinic hours. The positive themes included appreciating the one stop shop for
patients, providing patient centered and holistic care, and overall reporting positive work experiences
within the clinic. As one medical provider remarked, “...when it works, it works well.”

Patient themes

Nine themes emerged from the data. Table 6 features a detailed description along with exemplars.
Feedback from the patients was overwhelmingly positive. They reported high satisfaction, positive
interactions with the providers, affordability, health improvements, access to many resources, and
acceptability of the one stop shop model. As one patient summed up their experience: “I'm very
grateful to [the clinic]. I'm glad that it’s in the community.”

Problems with outside referrals were a consistent issue and many patients also reported infra-
structure problems such as wait times and staff turnover. Suggested improvements included includ-
ing other services such as additional therapy, additional hours of operation, and another location.

Discussion

The purpose of this study was to examine patient and provider perspectives of integrated care and
reported levels of integration at an FQHC using a mixed methodology design. Overall, the provid-
ers and patients were generally satisfied with the model as evidenced by the surveys and qualitative
results. However, there were some complexities to these data that were evident from the focus groups
and interviews. Further, the extent of integration as reported by both patient and providers suggests
potential areas for improvement, and by extension, highlights the challenges of implementing a
complex system such as integration within community health clinics.

Extent of integration

Documenting the level and extent of integration occurring at a clinic is important in order to
track model implementation and make improvements as necessary. In a fully integrated clinic,
providers communicate and collaborate consistently, share the same space, facilities, and records,
and work together as a team to provide care.?” Indeed, one of the hallmarks of integration is the
warm hand-off: the same day introduction of another provider to provide clinical care or consul-
tation.>® This is contrasted with co-located care, where providers may work at the same facility
and may even share the same space, but may communicate only on certain shared patients and
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do not regularly involve each other on patient care.>*° Clinics vary at what point they fall on the
continuum of integration and it is often the case that newer clinics begin co-located, with the
goal of moving towards full integration.

Results from the current evaluation suggest that the clinic is farther along the continuum
of integration, with fairly frequent communication and collaboration and a little over a third
of providers completing warm hand-offs “very often.” This finding is noteworthy given that
there was no formalized incentive to complete the warm hand-offs and providers had only been
instructed to do so if there was an identified need. While medical and behavioral health are the
most frequent collaborators (88% each), dental was not too far behind (65%), and pharmacy
is called upon less frequently (around 35%). The relatively lower involvement with pharmacy
is not surprising given the typical role of the pharmacist (i.e., as a prescription service), and
demonstrates a potential area for expansion —where the pharmacist is an active member of the
health care team to enhance treatment recommendations and improve medication adherence.'”
The patient report of integration mostly mirrored provider report, although patients reported
accessing dental services slightly more frequently than behavioral health (28.5% vs. 25.3%). This
finding was unexpected given the higher rates of collaboration among medical and behavioral
health providers; further it also suggests that the majority of patients are not accessing all of the
services available. On the other hand, to what extent the patient population needs dentistry or
behavioral health is unclear. A better measure of the reach of integration may involve screening
for dentistry and behavioral health needs and tracking what percentage of positive screens access
the needed service. Additionally, objective measures of integration taken from the electronic
medical record (e.g., number of same day visits) would be an ideal method of documenting model
implementation. Regardless, the self-report of both patients and providers suggest that while
integration is occurring to an extent, there is still room for improvement.

Themes from the provider interviews may help to contextualize these findings: they reported
that provider availability for collaboration or consultation was an issue, that the roles of different
providers were unclear and that communication at times was difficult, that there were several
time and financial pressures that made patient care difficult, and that staff turnover was frequent.
Taken together, the qualitative data provide some insight as to what may be challenging about
integration from the provider perspective. While some of the challenges discussed may not be
inherent to integrated care itself (e.g., staff turnover at FQHCs is common), they more explic-
itly point to problems within the system that have the potential to be ameliorated. For instance,
regarding the issue of provider availability, the clinic may look to ways to increase the physical
proximity of collaborating providers or change scheduling to have certain providers on call for
consultation at certain times.

These data should also be considered within the context of when and how integration occurred
at the clinic. In January 2018, the clinic opened a 45,000 square foot facility that created space to
bring in all integrated services (i.e., medical, dental, behavioral health, pharmacy, and expanded
outreach) as well as the transition to a new integrated electronic health system. The clinic also hired
new staff (about 30 full time employees) and trained them on the clinic’s developing model of care.
Data collection for this study spanned Spring through Fall 2019, approximately a year and a half
after the clinic’s rapid expansion. In other words, full scale integration is relatively new for the clinic
and the data regarding the extent and level of integrated care may reflect both the growing pains and
impressive ability to scale up integration quickly in a community health setting. However, it should
be noted that the data were collected prior to the COVID-19 pandemic, which has undoubtedly
impacted the ability to provide continuous and collaborative care for patients.>! While the data do
not speak specifically to this context, one can surmise that the major changes that the clinic has faced
during this time — pivoting to telehealth and mobile clinics, focusing on testing and vaccination
clinics — would pose a significant challenge to integration.
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Patient and provider satisfaction

Patient and provider satisfaction were generally high, as assessed by both of the researcher-created
scales and the PSQ-18. While satisfaction is a well-documented finding within integrated care what
is unique about this study’s finding is that this satisfaction was captured within an urban serving
FQHC that provides comprehensive integrated services.”® The majority of the extant literature has
focused on the integration of behavioral health and medical only, and often within academic medi-
cal centers or Veteran’s Affairs centers. Further, many studies use author-created scales that are
not empirically validated. The addition of the PSQ-18 as a psychometrically sound tool of patient
satisfaction strengthens the overall findings.

A few unique satisfaction related findings are worth noting within both the survey and focus group
data. First, while patients were generally happy with the care they received and voiced several ben-
efits of integration and the care within the clinic, they reported several problems within the clinic
including the outside referral process (i.e., accessing services outside of the medical home) and
infrastructure challenges (e.g., staff turnover). Patients also reported several potential improvements
to the clinic including more hours and more services provided.

Secondly, and most notably, Black patients reported poorer satisfaction than White, Hispanic,
and other races/ethnicities on the PSQ-18. In some contexts, Black patients have reported lower
satisfaction with health care, which may be related to experiences of racism and discrimination,
mistrust of the health care system, and poor patient-provider relationships.?>?* This finding is par-
ticularly noteworthy within the current context of racial disparities exacerbated by the COVID-19
pandemic. COVID-19 cases and deaths have disproportionally affected communities of color.?*
The interaction of systemic racism, social inequities, and a higher concentration of chronic health
diseases (e.g., diabetes or hypertension) place Black communities at higher risk for poor outcomes.
This notable difference in patient experiences within the clinic, albeit pre-pandemic, highlights the
on-going need to address health care inequities at the systems level.

Provider data were also nuanced. While the researcher created satisfaction questionnaire sug-
gested decent satisfaction, the qualitative data emphasized challenges more so than advantages.
This discrepancy underscores the strength of a mixed methodology approach to evaluation. While
providers appear to buy into the model and believe it is providing better care for patients, they
are also reporting barriers and challenges to implementing the model — a more realistic view of
integration at the ground level and more helpful feedback as it pertains to improving the system.

The patient and provider satisfaction data also highlight the need for on-going assessment of
capturing experiences within integrated clinics. The current study was time-limited and focused
— a cross-sectional view of the functioning of the clinic at that particular time. However, it would
be useful for clinics to find alternative ways to capture anonymous feedback across time. Patient
messaging within the electronic medical record, text messaging, flyers, or emails with anonymous
links, are all potential methods that are both convenient and confidential. Electronic methods are
easier to implement (and may be preferrable), but also require more resources to set up. Regardless
of format, more frequent measures of patient feedback (potentially after each encounter if done
electronically) from a larger pool of patients would provide a more accurate assessment of experi-
ences within the clinic.

Limitations

There were a number of limitations in this study. First, the patient survey was a convenience
sample that was conducted at the clinic. As a result of this convenience sample, it is unclear whether
the results can be generalized to the population served by the clinic or to FQHCs broadly. Relatedly,
although it was made clear that participation in the study was voluntary, the recruitment method of

J Behav Health Serv Res PETTS ET AL. 47



approaching patients while waiting for services could have inadvertently led some participants to
feel pressure to complete the survey. Further, while results were confidential and anonymous, the
patients may have given socially desirable answers that they were satisfied. Similarly, although the
recruitment method of providers (i.e., recruiting during a lunch that was provided by the research
team) is typical within healthcare settings, it is possible that providers may have felt reluctant to
share their true perspectives on the clinic. Third, instrumentation of the survey may have been a
potential problem. Several of the questions were designed by the research team specifically for the
integrated care model given a lack of psychometrically valid satisfaction surveys. However, the
Cronbach’s alpha suggests that both patient and provider satisfaction surveys that were created by
the research team had good-to-excellent internal consistency and were at least a reliable measure
of satisfaction.

With regards to the qualitative data, it is unclear whether saturation for both provider and patients
was reached, particularly with the patient population. Although meals and gift cards were provided,
patient outreach was harder than anticipated. However, there was a noticeable repetition of themes
while focus groups were occurring and so it is likely that focus groups may be reflective of the
patient experience. Finally, it is important to note that the focus group targeted patients with diabetes
only, and thus may not generalize to experiences of other patients within the clinic.

Future directions

This study provides preliminary evidence for satisfaction of an integrated FQHC that provides
medical, behavioral health, dental, pharmacy, among other services. It also demonstrates the chal-
lenges inherent in implementing this model and the growing pains of attempting integration with
several different service providers. These types of implementation studies are important first steps
in integrated care research, but more is needed. For instance, future research should examine the
differential impact of race/ethnicity on satisfaction in integrated care, as previous studies suggest
this is an experience that many Black Americans face when seeking health care in general. This
focus may be even more significant now given the impact of the pandemic on communities of
color. Further, measuring the extent of integration and satisfaction with services are considered
implementation outcomes which are important when researching a model of care, but are not the
only pertinent variable of interest.”> How integration affects patient health outcomes is perhaps
the most significant outcome and remains to be extensively empirically evaluated.

Implications for Behavioral Health

Given that the vast majority of individuals who need behavioral health services do not receive
them, evaluating models of care that have the potential to improve access to, and quality of, behav-
ioral health care is important. This study highlights the experiences of patients who receive inte-
grated behavioral health services and of the clinicians who provide them, offering a snapshot of
real-world practice. This type of evaluation can help to improve the delivery of integrated services,
particularly those offered in FQHCs. Many health systems and clinics ultimately seek to achieve
the Quadruple Aim of Health care: improve the quality of care delivered, decrease costs, improve
patient outcomes, and increase the quality of a provider’s work life.?® Addressing behavioral health
in primary care — among other facets of health and social factors — is one promising way to con-
tribute to the improved delivery of health care within the community. Indeed, given the devastating
impact of the COVID-19 pandemic, integrated care is even more essential for improving access to
high quality health care and reducing health disparities.
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