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Case Studies

Introduction

Pediatric mental health problems present in up to 80% of 
primary care visits.1 Despite the demand for mental health 
support within pediatric primary care, pediatricians lack the 
time and training to adequately address mental health  
concerns. Integrated primary care (IPC), where behavioral 
health providers (BHPs) are embedded within a medical 
home, offers an empirically supported solution that improves 
patient access to mental health services.2-5 While behavioral 
health services may be provided by a range of professions 
(e.g., psychologists, psychiatrists, social workers, etc.), the 
model evaluated in this project focused on psychologists 
embedded in pediatric primary care clinics. Further, depend-
ing on the model, service provision may include adult, child 
or family-focused treatment; however, the nature of the cur-
rent project aimed to assess parent perceptions of services 
provided only to a pediatric population.

The integration of mental health and medicine can be 
traced back to the 1960’s, and these integrated models have 
demonstrated substantial growth over the last decade in 
adult and pediatric primary care settings.6 Primary care pro-
viders endorse high levels of satisfaction with integrated 
models of care and prefer it to models that rely on off-site 
referrals.7-10 In pediatric populations, parents generally initi-
ate treatment; therefore, parent perceptions and acceptance 
of this treatment model are vital.11 However, research on 
parent satisfaction and attitudes toward integrated mental 
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health treatment is lacking. To address this gap in the litera-
ture, the Parent Acceptance of Pediatric Integrated Care 
Survey (PAPICS) was developed and piloted with a national 
sample. The PAPICS was used to identify and assess parent 
preferences for integrated care. The survey was developed to 
provide BHPs direct feedback on specific aspects of service 
delivery to ensure mental health treatment facilitated a par-
ent accepted model of care.

Method

The 35-item PAPICS was developed based on existing IPC 
literature and clinical experience by a panel of 6 expert IPC 
researchers/pediatric psychologists at a large, Mid western 
academic medical center. Questions were devised to reflect 
core aspects of the parent experience in a co-located model 
of pediatric IPC and was only available in the English lan-
guage. Survey questions were rated using a Likert scale 
(1-5) with categories including strongly disagree, disagree, 
neither agree nor disagree, agree, and strongly agree. 
Participants were recruited through the Qualtrics Online 
Panels Service (see: https://www.qualtrics.com/research-
services/online-sample/ for more information on Qualtrics 
Panel Service), which surveys previously arranged subjects 
based upon specified characteristics (i.e., parents with chil-
dren under 18-years old). Participants were provided a 
$4.00 incentive for survey completion. Four-hundred 
twenty-two respondents completed the survey. One hun-
dred-sixty surveys were eliminated as a result of an inatten-
tive response style (4 survey items required a response of 
“strongly disagree”) or a failed attention check (survey 
completion in fewer than 105 seconds). This resulted in a 
final sample of 262 respondents with an 18.8% response 
rate. Participants came from the Northeast (17.9%), 
Midwest (22.1%), South (37.0%), and West (22.9%) United 
States and were all parents (50% female, 49.6% male) with 
education levels ranging from high school (26.0%), to com-
munity college/trade school (31.7%), to undergraduate 
(22.1%), and to postgraduate (20.23). Seventy-seven per-
cent of the participants were white non-Hispanic, 11% 
black non-Hispanic, 5.7% Hispanic, 4.6% Asian-American, 
.8% Native American, and .8% other, ranging in age from 
18 to 60 years old. To protect confidentiality no identifying 
information was collected, which guaranteed participant 
anonymity.

A single exploratory factor analysis (EFA) was performed 
using an oblique rotation on the polychoric correlation matrix 
to examine the data structure of the survey. Four factor reten-
tion tests (scree test,12 Guttman-Kaiser Criterion,13,14 parallel 
analysis,15 minimum average partial test16 [MAP]) along 
with clinical judgment were used to guide factor selection. A 
range consisting of 3 to 7 factor solutions were analyzed 
with a 5-factor structure ultimately selected. Factors included 
Comfort with an Integrated Primary Care Model, Comfort 

with a Co-Located Model of Care, Attitude Toward Child 
Therapy, One-on-One Psychological Service Delivery 
Beliefs and Psychological Stigma/Privacy Concerns. See 
Table 1 for the PAPICS questions and factor loading pattern 
and Table 2 for internal consistency reliability estimates.

Results

Parents reported a moderately high level of comfort with an 
IPC model. The majority agreed/strongly agreed with hav-
ing a psychologist work with their child’s pediatrician 
(68%), having their child’s pediatrician read notes from 
their child’s psychologist (64%), and having their insurance 
information on file before seeing the psychologist (71%). 
Parents were agreeable to a co-located model of care, with 
some reticence. They agreed/strongly agreed they would be 
more likely to take their child to a psychologist in their 
PCP’s office (51%), it would be easier if psychology visits 
were in their PCP’s office (58%), and they would feel good 
about taking their child to see a psychologist in their PCP’s 
office (56%). However, only 44% of parents reported their 
child would feel better about seeing a psychologist in their 
PCP’s office, with 39% neither agreeing/disagreeing.

Parents reported a favorable attitude toward child ther-
apy. Specifically, 75% agreed a psychologist should work 
with them and their child to address behavior problems, and 
73% agreed they would want to learn parenting skills to use 
with their child. There was notable variation in parents’ 
beliefs regarding one-on-one pediatric psychological ser-
vice delivery and concerns surrounding psychological 
stigma/privacy. Almost half of parents (i.e., 45%) reported 
they neither agree/disagree whether their child’s behavior 
problem could be addressed through parent consultation 
alone. In contrast, 63% of parents strongly disagreed/dis-
agreed behavior problems should be fixed at the office  
(e.g., child-centered play or talk therapy) and not at home 
(e.g., parent implemented or parent guided intervention). 
Thirty-five percent of parents neither agreed/disagreed and 
29% agreed/strongly agreed they would be more likely to 
take their child to a psychologist somewhere other than 
their child’s doctor’s office. Lastly, 58% agreed/strongly 
agreed their child’s doctor should obtain parent permission 
to see their child’s psychology notes.

Discussion

To ensure an IPC model is patient-centered and meets the 
needs of parents, parental expectations of mental health 
treatment must be understood and considered. The EFA 
revealed underlying factors addressing both the integrated 
care model and beliefs about therapy and psychological 
care– all of which are key constructs for providers to con-
sider in order to assuage any parental hesitations or misun-
derstandings, and increase model acceptance. Based on the 
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Table 1. PAPICS 5-Factor Pattern Matrix.

Assigned factor number

Item# Stem 1 2 3 4 5

27 It would be okay for my child’s doctor to read notes from my child’s 
psychologist.

0.80 0.03 −0.04 0.16 −0.09

26 It would be okay for my child’s psychologist and his/her doctor to talk about 
my child.

0.76 0.02 0.04 0.21 −0.06

31 I would be okay with my child’s psychology and medical records being in the 
same place.

0.73 0.19 0.01 −0.02 −0.01

25 It would be okay for my child’s doctor and psychologist to talk about my child 
over the phone or in writing.

0.69 −0.15 0.00 0.36 −0.06

29 I would like it if a psychologist worked with my child’s doctor. 0.59 0.20 0.19 0.14 −0.03
32 I would like it if my child’s insurance information was already on file before 

seeing the psychologist.
0.58 0.08 0.32 −0.27 0.26

24 It would be best if my child’s psychologist should talk with his/her doctor face 
to face.

0.56 0.22 0.08 −0.08 0.09

35 It makes sense to have a psychologist in my child’s doctor’s office. 0.51 0.48 0.05 −0.01 0.02
34 If needed, it would be easier to see my child’s doctor and psychologist in the 

same office visit.
0.50 0.43 0.10 −0.14 0.14

30 I would be okay with trying to see a psychologist first before trying 
medication.

0.49 0.00 0.38 −0.26 0.23

11 My child would feel better about seeing a psychologist in their doctor’s office. −0.11 0.75 0.11 0.15 0.03
 8 I would feel good if my child saw a psychologist in the same room as their 

doctor.
0.17 0.70 −0.06 −0.02 0.15

 5 I would be more likely to take my child to a psychologist in my child’s 
doctor’s office.

0.10 0.70 0.06 0.09 0.12

 4 I would trust a psychologist who shares an office with my child’s doctor more 
than another psychologist.

0.02 0.67 −0.04 0.26 −0.03

 9 It would be easier if a psychology visit were in my child’s doctor’s office. 0.29 0.66 0.05 −0.13 0.12
10 The rooms at my child’s doctor’s office are private enough to talk to a 

psychologist.
0.17 0.63 0.11 0.00 −0.01

 3 I would feel good about taking my child to see a psychologist in a doctor’s office. 0.06 0.59 0.29 0.25 −0.12
 7 I would like it if my child’s doctor had a psychologist in their office. 0.16 0.57 0.22 0.22 0.01
17 I would want to learn parenting skills to use with my child. −0.02 0.18 0.72 0.04 0.00
16 I think parenting advice could help children with behavior problems. −0.01 0.15 0.69 −0.07 0.15
13 Counseling is good for children with behavior problems. 0.21 0.04 0.67 −0.02 0.04
23 Therapy is best when it follows a plan. 0.13 0.08 0.64 0.00 0.05
18 A psychologist should work with me and my child to fix behavior problems. 0.26 0.04 0.57 0.06 0.04
21 I would want parenting advice from a psychologist to use at home. 0.24 0.04 0.56 0.16 0.01
22 I would like therapy for my child to focus on fixing a specific problem. 0.07 0.17 0.51 0.47 −0.04
12 I think a psychologist would talk to my child about their behavior. 0.29 0.01 0.49 0.29 0.04
15 I would prefer a child psychologist who gives advice that has been researched. 0.26 0.13 0.47 −0.08 0.19
19 Behavior problems should be fixed at the office, not at home. 0.02 0.19 −0.15 0.78 0.05
14 I would like it if a psychologist talked with my child alone, rather than working 

with us as a family.
0.16 0.05 −0.18 0.67 0.21

20 Children’s behavior problems can be fixed by a psychologist talking to them. 0.03 0.21 0.28 0.62 0.08
 1 I worry about what people would think if my child saw a psychologist. −0.10 0.14 −0.31 0.11 0.72
28 My child’s doctor should have to ask me to see my child’s psychology notes. −0.11 −0.04 0.36 −0.18 0.71
 2 I would feel unsure about taking my child to a psychology clinic (e.g., hospital 

setting, private practice office).
0.02 0.23 −0.54 0.13 0.58

33 It would be too much for me and my child to see his/her doctor and a 
psychologist in the same day.

−0.01 −0.20 0.07 0.42 0.51

 6 I would be more likely to take my child to a psychologist somewhere other 
than my child’s doctor’s office.

0.06 −0.40 0.27 0.37 0.45

Loadings formatted in bold denote assigned factor loading and underlined loadings denote factor loading >.40. Values represent standardized 
regression coefficients.
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national sample of responses to the PAPICS, the majority of 
parents were open to pursuing IPC services through their 
child’s primary care clinic. Less than half of parents agreed 
their child would be more comfortable going to their pri-
mary care center for mental health treatment. Although 
more data is needed to determine the etiology of this differ-
ence between parent and perceived child comfort with IPC, 
it is possible this discrepancy reflects parents with older 
children or adolescents who may be less cooperative attend-
ing mental health appointments in general.17

The majority of parents reported they were agreeable to 
being involved in their child’s treatment and reported value 
in learning parenting strategies. Evidence-based behavioral 
treatments for pediatric patients rely on parent involvement 
and implementation of strategies at home;18 therefore, ensur-
ing parents understand they will be involved in treatment at 
the outset is critical. Notably, the majority of parents sur-
veyed reported an interest in learning parenting skills to 
address childhood behavior problems, while also indicating 
a psychologist would help simply by speaking with their 
child. Because of the variation in agreement surrounding the 
use of one-on-one therapy, which is often not indicated for 
externalizing concerns and typically only conducted with 
older patients,18 BHPs should provide psychoeducation to 
parents who have expectations that one-on-one therapy will 
be conducted. BHPs may need to discuss the lack of evi-
dence for talk therapy in pediatric mental health treatment, 
an expectation that may stem from popular culture and mis-
information in the media. Results from the survey suggest 
that BHPs may need to establish buy-in from parents whose 
expectations may not match the treatment model. For exam-
ple, over half of the respondents disagreed that behavior 
change happens at home, suggesting they expect that child 
behavior would change in response to the primary care visit. 
To align with this expectation, programs that rely on parent 
consultation as the mode of treatment delivery should con-
sider a more hands-on or “in-situ” approach to allow for 
increased child involvement within the session.

This survey also suggests that parents may have con-
cerns regarding privacy and confidentiality. Approximately 
one-third of respondents indicated they would be more 
likely to take their child to a BHP located somewhere other 
than their child’s PCP’s office and over half of respondents 
stated they believed their child’s PCP should not have 

access to their child’s mental health record, without parent 
approval. It is possible many parents perceive physical and 
mental health as fundamentally different aspects of wellbe-
ing, reflecting the continued stigma surrounding mental 
health treatment and the historic notion that mental health 
problems must be treated separately from physical health 
problems.6 It would be important to educate all stakeholders 
(i.e., both primary care providers and parents) about the 
confluence of physical and mental health and the advan-
tages of integrated models of care2 as well as offering assur-
ances of privacy to families who initiate treatment. The 
PAPICS offers an approach for assessing parent attitudes 
toward IPC. Data from the PAPICS indicate an overall 
interest in IPC services, but suggest it would be important to 
preemptively address parent and patient expectations, mis-
conceptions, and attitudes toward mental health treatment 
to promote increased access to mental health services, pro-
vide patient-centered care, and improve pediatric mental 
health outcomes.

The study is not without limitations. Specifically, a 
larger sample would have allowed for more rigorous survey 
validation and completion of a confirmatory factor analysis 
(CFA). The current study does not incorporate parent atti-
tudes regarding telehealth service delivery in an IPC col-
laborative care model, a likely key feature for mental health 
service delivery going forward. Future studies should 
include an expansion of the PAPICS to include items 
addressing parent attitudes and beliefs regarding IPC tele-
health service delivery as well as consideration for child 
variables that may influence attitudes and perceptions such 
as age and presenting concern.

The results from the PAPICS reveal the majority of par-
ents surveyed would be willing to attend behavior health 
appointments located in their child’s primary care office. 
Though the current survey provides evidence of openness 
to the IPC model, it reveals some fundamental misunder-
standings parents may hold about evidence-based mental 
health treatment approaches and the role BHPs play in the 
delivery of those treatments.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with 
respect to the research, authorship, and/or publication of this 
article.

Table 2. PAPICS Internal Consistency Estimates.

Factor Factor name Cronbach’s alpha estimate

I Comfort with an IPC model 0.89
II Comfort with a co-located model of care 0.90
III Attitude toward child therapy 0.88
IV One-on-one psychological service delivery beliefs 0.74
V Psychological stigma/Privacy concerns 0.61
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