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Abstract
Background: Widespread policy reforms in Canada, the United States and elsewhere 
over the last two decades strengthened team models of primary care by bringing 
together family physicians and nurse practitioners with a range of mental health and 
other interdisciplinary providers. Understanding how patients with depression and 
anxiety experience newer team-based models of care delivery is essential to explore 
whether the intended impact of these reforms is achieved, identify gaps that remain 
and provide direction on strengthening the quality of mental health care.
Objective: The main study objective was to understand patients’ perspectives on the 
quality of care that they received for anxiety and depression in primary care teams.
Methods: This was a qualitative study, informed by constructivist grounded theory. 
We conducted focus groups and individual interviews with primary care patients 
about their experiences with mental health care. Focus groups and individual inter-
views were recorded and transcribed verbatim. Grounded theory guided an induc-
tive analysis of the data.
Results: Forty patients participated in the study: 31 participated in one of four focus 
groups, and nine completed an individual interview. Participants in our study de-
scribed their experiences with mental health care across four themes: accessibility, 
technical care, trusting relationships and meeting diverse needs.
Conclusion: Greater attention by policymakers is needed to strengthen integrated 
collaborative practices in primary care so that patients have similar access to mental 
health services across different primary care practices, and smoother continuity of 
care across sectors. The research team is comprised of individuals with lived experi-
ence of mental health who have participated in all aspects of the research process.
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1  | INTRODUC TION

In most countries, primary care is the first point of contact in the 
health-care system for many individuals with mental health prob-
lems.1 Increasingly, interprofessional primary care teams are opti-
mally positioned to address specific mental health needs of patients 
along with other physical and/ behavioural needs.2,3 Given the high 
prevalence of common mental disorders (CMDs)—such as anxiety 
and depression—in primary care1 and the challenges of clinical man-
agement, there is substantial benefit from the collaboration between 
health and mental health professionals who can work together as a 
team.4-9

The Patient Medical Home (PMH) is a team-based model of pri-
mary care that has continued to accelerate over the last two decades 
in Canada, the United States and elsewhere.10-13 In PMHs, family 
physicians work in tandem with interprofessional teams to provide 
continuous and coordinated person-centred care.10-13 The PMH is 
an optimal model for the integration of effective high-quality men-
tal health care.11 In Ontario, Canada, the implementation of a PMH 
model of primary care had consequences for people living with men-
tal health problems.12 This includes reforms beginning in the early 
2000s involving a shift away from fee-for-service–based physician 
remuneration to a capitation-based system, and the expansion of 
collaborative team–based care mainly through the creation of Family 
Health Teams (FHTs).12,13 FHTs bring family physicians together with 
nurses, nurse practitioners, social workers, mental health coun-
sellors, pharmacists, dieticians, consulting psychiatrists and other 
health-care professionals.12,13 Currently, there are 186 FHTs serving 
approximately three million Ontarians (22% of the provincial popula-
tion).12,13 FHTs were established with intention to improve access to 
comprehensive person-centred care, and improve continuity of care 
with other parts of the health-care system.10-15

FHTs had also anticipated benefits for patients requiring mental 
health services for CMDs.2 The integration of teams in primary care 
is advantageous for patients who can then access a range of physi-
cal and mental health services in one location,2,16 with shorter wait 
times for mental health services than traditional care settings.2,17-19 
Embedding mental health services in the same organization where 
patients see their family physician—someone with whom they have 
a long-standing trusting relationship—may help reduce stigmatiza-
tion.2 By reducing stigmatization, patients may be more willing to 
seek out mental health services when needed, especially when the 
mental health provider is someone who works in tandem with their 
family physician.2,20,21 FHTs host a number of mental health practi-
tioners, including social workers (92% of FHTs), psychologists (25%) 
and other mental health workers (13%).22 Combining these provid-
ers and others, with family physicians, improves prevention and 
enhances identification, early intervention and treatment while im-
proving patient experiences.2,22-25 Despite the increasing emphasis 
of primary care teams, we know little about the impact of this team 
structure on patient experiences with mental health care.2

There is overwhelming evidence that knowledge about ap-
proaches to delivering effective mental health services is not 

consistently translated into action26 with many people continuing 
to struggle with unmet mental health needs.14-32 It is essential to 
examine the impact of reforms intended to improve mental health-
care delivery from the perspective of the service recipient to inform 
measures that can drive services that are most meaningful to pa-
tients.27,33 Understanding how patients experience new models of 
care delivery is essential to evaluate whether the intended impact 
of these reforms is achieved, identify gaps that remain and deter-
mine whether the new approach resulted in any unintended conse-
quences.26,33 Our main study objective was to understand patients’ 
perspectives on the quality of care that they received for CMDs 
from Ontario's FHTs.

2  | METHODS

2.1 | Study design

We used constructivist grounded theory to guide sampling, data 
collection and data analyses.34,35 Constructivist grounded the-
ory views knowledge as socially constructed, and emphasizes 
research that recognizes multiple viewpoints and interpretive 
understandings.34-38 It also acknowledges the subjectivity of re-
searchers whereby their assumptions are considered to be valu-
able for shaping data collection and analysis.34,36 Team members 
involved in this study had different clinical or disciplinary back-
grounds spanning: social work, psychiatry, mental health research, 
epidemiology and primary care health services delivery research. 
Four members of the team had experience as advisors to provin-
cial policy and decision-makers. Integral to our team were two in-
dividuals with lived experience of CMDs who contributed to the 
research process, interview questions and interpretation of results. 
Sensitizing concepts acted as a starting point help to inform the 
research process, and provide a way of understanding and organ-
izing participant experience.37,38,39 The sensitizing concepts were 
derived through a review of the literature, from lived experience of 
team members and from our previous research.27,40-43 The data that 
support the findings of this study are not shared in a public reposi-
tory. This study received Research Ethics Board Approval from the 
University of Toronto (REB#35131).

2.2 | Sampling and recruitment

We sought to engage a diversity of perspectives of people receiv-
ing care from FHTs within three different geographical regions of 
Ontario: Toronto Central, Central East and South East. There were 
38 FHTs operating within these three regions, and these varied in 
terms of team size, provider composition and geographical charac-
teristics. We selected these regions for three reasons: i) regional 
variation in terms of rural and urban; ii) varying diversity of popu-
lations in these regions; and, iii) existing relationships in our team 
with many FHTs in these regions from a previous study.38 Potential 



     |  1171ASHCROFT et al.

participants self-identified as residing in one of these three regions, 
and self-identified as someone who is a patient of a FHT. With the 
assistance of FHTs and the Canadian Mental Health Association, 
we recruited participants through flyers posted in waiting rooms 
and through word of mouth. Potential participants contacted the 
research coordinator to indicate interest in participating in the 

study. Eligible participants i) self-identified as having a diagnosis 
of CMD; ii) had received service for depression and/or anxiety at 
a FHT in the designated region; and iii) were adults 18  years and 
older. Recruitment began in August 2018 and ended in March 2019. 
After completing the fourth focus group and analysis of the data, 
we ceased recruitment because theoretical saturation had been 

Geographical region
No. of participants per 
focus group

No. of participant 
interviews

Total 
participants

South East 8 7 15 (38%)

Central East 10 1 11 (28%)

Toronto Central 4 + 9 1 14 (35%)

Total n = 31 n = 9 N = 40

TA B L E  1   Number of participants 
in four focus groups and individual 
interviews conducted in three 
geographical regions

TA B L E  2   Demographics of participants in each of the four focus groups

Focus group number Focus group date Geographical region Participant age Participant gender Participant ethnicity

1 August 2018 South East 33 Female Caucasian

52 Female Caucasian

60 Female Caucasian

41 Male Multiracial

56 Male Métis

57 Female Caucasian

63 Female Not specified

45 Female Caucasian

2 November 2018 Central East 61 Male Caucasian

54 Female Asian

61 Female South Asian

42 Female Caucasian

41 Female South Asian

60 Female Caucasian

53 Female South Asian

51 Male Caucasian

61 Female South Asian

55 Female Asian

3 January 2019 Toronto Central 68 Female Not specified

30 Female Caucasian

32 Male Caucasian

43 Female Indigenous

4 March 2019 Toronto Central 57 Female Asian

56 Female Caucasian

54 Female Hispanic

42 Male Black/
Afro-Caribbean

59 Male Caucasian

46 Female Caucasian

43 Female Black/
Afro-Caribbean

35 Female Not specified

55 Female Indigenous
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reached.34 Theoretical saturation occurs when ‘fresh data no longer 
sparks new theoretical insights, nor reveals new properties of these 
core theoretical categories’.34, p.213

2.3 | Data collection

We developed a semi-structured interview guide using sensitizing con-
cepts. We then collected data using in-person focus groups. We chose 
to use focus groups for data collection because of the deep under-
standing of patients’ perspectives that can emerge from the dynamic 
nature of focus groups.44,45 Focus groups also help generate diverse 
views and experiences.46 We offered individual interviews to those 
unable to attend a focus group. Two team members co-facilitated the 
focus groups and conducted the individual interviews between August 
2018 and March 2019. We audio-recorded focus group and individual 
interviews, and transcribed verbatim immediately following the inter-
view. We randomly assigned a code to each participant for anonymity.

2.4 | Data analysis

Analysis began immediately following the transcription of each 
focus group or interview. Data collection and data analysis oc-
curred simultaneously, resulting in an iterative analysis approach.45 
The iterative analysis approach helped to inform the on-going re-
finement of our interview guide. For example, there were little 
data in the early interviews and first focus group related to diver-
sity and quality of care, so we added a question and probes about 
diversity for later interviews and the three latter focus groups. 
Grounded theory informed initial line-by-line coding, followed by 
focused and axial coding.34,45 Two team members parallel-coded 
transcripts until they reached consensus in the coding process, 
after which one member was the primary, and the other was the 
secondary coder. A data analysis subcommittee met regularly to 
help interpret the data, discuss emerging findings, inform new 
coding and update the interview guide based on the emerging 
findings. A final interpretation of findings included all research 
team members. We conducted the data analysis inductively. We 
identified exemplar quotes as analysis proceeded. It was through 
prolonged engagement, reflexivity and peer debriefing that we es-
tablished rigour and trustworthiness.45,47,48 We used NVivo 11 to 
help organize the data analysis process.

3  | RESULTS

3.1 | Sample

Forty patients participated in the study: 31 participated in one of 
four focus groups, and nine completed an individual interview 
(Table  1). The participants in our sample varied by age, ethnicity, 
gender and geographical location (Tables 2 and 3).

With respect to the care experiences of patients with CMDs and 
areas of improvement, the following four themes emerged: “acces-
sibility, technical care, trusting relationships and meeting diverse 
needs”.

3.2 | Accessibility

There was consensus across all focus groups and individual inter-
views about the importance of accessible care. Access emerged early 
in all focus groups and individual interviews, with robust discussion 
in focus groups about the benefits of embedding mental health 
professionals in primary care. With mental health professionals in-
tegrated into primary care, participants were easily able to access 
a range multiple mental health services: ‘I’ve seen the therapist…a 
psychiatrist, psychologist, and then obviously my family doctor’ (I1). 
All focus groups agreed that the team-based approach enhanced ac-
cess: ‘The whole thing about being a health team for me, too, was 
just the familiarity, the easy access’ (FG1, P6). Facilitating access was 
particularly important for patients struggling with mental health: 
‘Everything is centralized, so as someone who deals with mental 
health, I don't have to be running around and, especially [when]…
mentally exhausted, physically exhausted’ (I4). All focus groups 
emphasized how important it was that primary care teams enabled 
access to mental health services at no cost to patients: ‘Cost is a fac-
tor for sure…this is free…. That's a huge plus! I don't have benefits’ 
(FG1, P6). Across all focus groups, participants spoke about how 
mental health services in primary care made it easier to seek sup-
ports because it reduced concerns about stigma. ‘I think some of this 
stigma thing to accessing…mental health services… nobody knows 

TA B L E  3   All participant demographics: age, ethnicity and 
gender

Demographics Number of participants (%)

Age (y)

18-29 2 (5%)

30-39 6 (15%)

40-49 11 (28%)

50-59 14 (35%)

60-69 7 (18%)

Ethnicity

Caucasian 21 (53%)

South Asian 5 (13%)

Asian 4 (10%)

Indigenous/Métis 3 (8%)

Black/Afro-Caribbean 2 (5%)

Multiracial or not specified 5 (13%)

Gendera 

Male 10

Female 30

a Non-binary gender options were included on demographic form. 
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why you're coming here…I might be seeing my diabetic [nurse]’ (FG1, 
P6). There was extensive discussion about stigma in the first focus 
group conducted in a rural community: ‘I think it's…reducing that 
stigma…because most people don't want to talk about or disclose 
that they're struggling…that that kind of [stigmatizing] mentality is 
still embedded deep in our community’ (FG1, P1).

Several barriers to access emerged in each of the focus groups. 
During the focus groups, participants became acutely aware that 
there was a different level of awareness about the range of ser-
vices available in FHTs. Some participants were informed, whereas 
others were not: ‘They don't tell you these are all the professionals 
that work here…that you have access to’ (FG3, P3). The dynamic ex-
change in focus groups brought about an awareness of the variations 
in the types and amount of services that existed across FHTs. All 
focus groups and some individual interviews perceived the length 
of appointments with physicians as inadequate: ‘In the case of new 
medication… we can look together to see what might be a better fit 
and you can't necessarily do that if you are allotted 15 minutes’ (I4). 
All focus groups viewed the caps on the number of therapy sessions 
as problematic. ‘It was like, “I can only see you for like six times?”…So 
why do I want to even start this?’ (FG3, P2).

3.3 | Technical care

3.3.1 | Identification and diagnosis

The process of identification and diagnosis emerged in all focus 
groups and some individual interviews. Many reported that they 
had initiated the first conversation about mental health with their 
family physician. ‘I brought it up because I was suffering with sui-
cidal thoughts and stuff like that, so I brought it up’ (I1). One focus 
group engaged in an in-depth discussion about various reasons why 
patients might be hesitant to initiate such a conversation: ‘When I 
go at 9:15 in the morning they're already behind…They're not going 
to want to delve into big psychological issues’ (FG4, P7). All focus 
groups expressed a strong desire to have mental health screening 
and assessments routinely integrated into their primary care. A par-
ticipant in one focus group stated, ‘They always do a physical and 
they take your blood and they check off that it happens but they 
never…sit down and say “how's your mental health really going?”’ 
(FG3, P1). Another replied, ‘There's a schedule for when you're sup-
posed to get a PAP test and they'll call you about that, and get you to 
come in for that but there's not a schedule for mental health check-
ups in the same way’ (FG3, P3). There was agreement that the pro-
cess of diagnosis and treatment planning needed to occur at a pace 
that facilitated shared decision making, ‘It was good in the sense that 
they were trying to find a solution but…sometimes you have to hear 
it all before you can kind of make a decision’ (I3). One focus group in 
particular spoke extensively about the need for primary care provid-
ers to talk about mental health in a way that is more meaningful to 
patients: ‘They go more to what they have tangible and factual infor-
mation on, rather than diving into the mental health area’ (FG4, P9).

3.3.2 | Individual and group therapy

Ample discussion occurred in all focus groups about the importance 
of psychotherapy as a component of treatment. During the focus 
groups, it became apparent that variations existed within and across 
FHTs in terms of the types of mental health providers and the types 
of therapeutic modalities used in therapy. In one focus group, a 
participant described seeing a psychologist in the FHT and the ap-
proaches they used: ‘The focus was cognitive behavioural therapy…. 
It was a psychologist’ (FG4, P5). In the same focus group, another 
participant saw a social worker for therapy: ‘[My physician] con-
nected me…with the social worker, and…she's also connected me 
at one point with a psychiatrist’ (FG4, P7). Focus groups expressed 
concern that the allotted number of capped therapy sessions was 
insufficient and may disrupt recovery. ‘There has been sessions that 
have been helpful, but the consistency hasn't been there…we're ac-
tually making progress and then it stops, it actually makes me feel 
worse…I end up feeling like I lost more than I gained…I’m now lower 
than I was before we started the whole process’ (FG4, P5). Although 
the focus groups did not have experience participating in group ther-
apy in FHTs, one participant who completed an individual interview 
reported benefits of having group therapy in FHTs: ‘I really liked just 
being able to hear other people's experiences…I’m not alone at least. 
Like a lot of people there were really supportive’ (I1) (Table 3).

3.3.3 | Medication

There was consensus across all focus groups and many individual 
interviews, about the important role that medication had at one time 
or another in recovery. ‘The first step she did when I recognized anx-
iety is a problem…she's connected me with medication’ (FG4, P7). 
Although most viewed medication as an important component of 
their treatment for CMDs, there were varying opinions in one focus 
group whereby some participants felt that their family doctors relied 
too heavily on medication. ‘I think she would not probe any further 
because she has given me medication, and I think that's what she 
knows and she's comfortable with’ (FG4, P9). The dialogue in this 
focus group continued, ‘It's kind of how they address the blanket 
issue of mental health…is through medication…that should fix it…. 
For a lot of people, myself included, it's not really the preferred 
choice of treatment’ (FG4, P5).

Although there was agreement that psychiatry was an integral 
part of recovery, not all focus group members had experience with 
psychiatry. We conducted one focus group in a rural area whereby 
no primary care teams in that community had psychiatry directly in-
tegrated and on-site, which meant that some patients had to travel 
long distances to see psychiatry if needed. Those with psychiatry 
embedded in their primary care team described psychiatry's role 
as one that mainly did medication consultation or management. 
‘I've…been referred to the psychiatrist who has recommended cer-
tain drugs that my doctor doesn't feel comfortable administering 
herself…I went to see the family doctor and she said “I don't feel 
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comfortable giving you these, I'd rather have him prescribe them”’ 
(FG3, P3). All focus groups expressed surprise by the variations of 
psychiatry in the primary care teams. Some FHTs had psychiatry on-
site, while others were located off-site. When off-site, difficulties of 
coordination existed between psychiatric and primary care provid-
ers. ‘There is no coordination with the family doctor and the psychia-
trist. I am the person going to psychiatrist and I’m going to the family 
doctor, I have to convey the message’ (FG2, P8).

3.3.4 | Regular follow-up

All focus groups viewed regular follow-up as an essential component 
of care, yet few participants reported having experienced on-going 
follow-up. One participant described having a primary care physician 
that initiated routine follow-up: ‘My doctor follows up with me all 
the time’ (I4). A focus group learned how meaningful it was for one 
participant to have their physician proactively follow-up during a dif-
ficult period: ‘She would call me and say, “Hey, how are you doing? 
Are you ok?”…She's always there for me’ (FG1, P8). Each focus group 
agreed, however, that it was patients who needed to be proactively 
initiate follow-up. ‘You have to be your own advocate, and you need 
to make sure you follow up, you call people, you can't just leave it 
in the hands of the doctors because…they're very busy, and…they 
have a million people like us dealing with them every day’ (FG4, P3). 
All focus groups agreed that follow-up needed improvement: ‘There 
doesn't seem to be a long term kind of thing, where you can feel that 
somebody's going to check in on me, on my mental health…Instead 
of waiting until there's a problem…and then it's going to be like “okay 
let's deal with it”. I think there has to be a long term situation with a 
check in’ (FG3, P2).

3.4 | Trusting relationships

There was overwhelming agreement within and across all focus 
groups and individual interviews that trusting relationships with pro-
viders in primary care was essential for mental health care. When 
asked what high-quality mental health care looked like, a participant 
stated:

It looks like people that are providing the service 
should have empathy, compassion, and understand-
ing, and willing to help people who are suffering from 
anxiety/depression…And if they don’t have any of 
these qualities or skills, it doesn’t matter where they 
complete their education and training from, they 
won’t be helpful towards the recovery of the patients 
for the long run. 

(I2)

Albeit, there was a broad range of relationship experiences that 
patients had with primary care providers within each focus group.

Having a strong relationship with a physician helped enhance the 
shared decision-making process. ‘The relationship that I've built up 
with my GP…she trusts my judgment… we're usually on the same 
page in that generally she trusts the conclusion that I come to, be-
cause largely a lot of them, we arrived together’ (FG3, P4). Long-term 
trusting relationships fostered open communication with physicians 
and alleviated patients’ fear of judgement:

For me it's the perception of possible shame involved 
in it. And so like a lot of that is going to end up being 
the sort of rapport I have with the doctor, if I'm rea-
sonably well convinced that they're going to make me 
feel like it's a medical condition and not something 
that I've done wrong 

(FG3, P4).

Within this focus group, other participants described having very 
different relationships with their providers in that they needed to ‘earn 
respect’ of providers in order to be heard, for example, through adopt-
ing medical terminology to demonstrate one's knowledge. ‘When you 
go self-educate yourself and then you go on and you can like talk the 
talk, that brings way more respect from the doctors and treats you way 
more respectfully’ (FG3, P2). Another agreed:

You just get instantly swept under the rug, nobody 
pays attention to you…if you know the vernacular, 
they're going to talk to you more respectfully…no one 
was taking me seriously until you start actually using 
vernacular that the doctors understand about and 
then all of a sudden they'll take you super seriously 

(FG3, P4).

3.5 | Meeting diverse needs

All focus groups expressed the need for mental health services that 
meet patients’ diverse needs. The depth of the discussions in each 
focus group varied, however. For example, one participant in the 
first focus group explained how the FHT could better address the 
unique needs of Indigenous patients. ‘I think it would be really great 
if the [FHT] could have a resident elder for the Indigenous people in 
this area’ (FG1, P4). Yet, there was minimal exchange between par-
ticipants following this statement. Meeting diverse needs in men-
tal health care emerged more robustly in the following three focus 
groups.

Culture emerged in all focus groups and some individual inter-
views. All focus groups discussed that receiving care from someone 
from a similar cultural background might be helpful for some patients. 
For example, one participant found it helpful to see a psychiatrist 
from a similar cultural background because of his perceived ability to 
understand her experiences: ‘His understanding of family dynamics, 
the culture that I come from’ (I2). When asked why it was helpful to 
have a psychiatrist from a similar cultural background, a participant 
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stated, ‘he speaks my language’ (FG2, P7). The need for providers to 
understand patients’ cultural backgrounds and how that might influ-
ence their mental health-care experiences emerged in another focus 
group, ‘I have not disclosed to my family doctor my anxiety…and I 
think I did not disclose that to her because of my cultural upbringing’ 
(FG4, P9). The same focus group emphasized that providers needed 
an understanding of the experiences of immigrants in order to grasp 
the ramifications on mental health: ‘If you're low income as an im-
migrant, you don't save enough money compared to the Canadian 
here…that added to your mental health problem’ (FG4, P1).

There was agreement within focus group two of the importance 
of gender in mental health care. For example, one participant shared 
with the group the difficulties she encountered sharing her experi-
ences with a male psychiatrist: ‘I wanted to talk to…a lady psychi-
atrist…I couldn't talk to him [about] everything I feel’ (FG2, P10). 
However, gender was not a prominent theme in the other three 
other focus groups. One topic that was raised in each of the four 
focus groups was the importance of providers better understand-
ing the impact of socio-economic status on patients’ mental health: 
‘If you're a bit impoverished, then you become anxious. It's a whole 
cycle’ (FG2, P2).

4  | DISCUSSION

Understanding the experiences of patients is essential in order 
to identify how to improve care in a way that is meaningful to pa-
tients.49 Quality of care is informed by structures—the organization 
of care—and clinical processes—how care is delivered by provid-
ers.50,51 Structure is comprised of the physical characteristics of the 
organization and the staff, whereas processes are the technical care 
interventions appropriate to the condition and the interpersonal re-
lational interactions that occur between patients and members of 
the health-care system.50,51 Although all participants in our study 
spoke about their experiences with the processes of care, it was only 
through the focus groups that topics related to structure emerged. 
Participants in our study described their experiences with mental 
health care across four themes: accessibility, technical care, trusting 
relationships and meeting diverse needs.

Of utmost importance to our participants was the accessibility 
of mental health services in primary care for their own recovery.52 
Integrating mental health providers in the same location as their 
family physician made a profound difference in the convenience 
and ease to get care for CMDs when needed. Importantly, our study 
demonstrates that primary care teams facilitate access to men-
tal health because by reducing patients’ fears of being stigmatized 
relative to attending organizations known to deliver mental health 
services exclusively. Stigma limits access to health services.53-55 
Despite expressing how meaningful FHTs are for accessing mental 
health care, participants raised concerns about the availability52 of 
some services for CMDs.56 In particular, participants expressed con-
cerns about capping the number of appointments for psychotherapy 
and reported that in some cases, the maximum cap was disruptive 

to their recovery. Additionally, participants noted that there was a 
lack of available psychiatrists working in collaborative models. This 
is consistent with reported trends demonstrating the limited avail-
ability of psychiatrists, particularly for patients who reside outside 
of urban areas.57

Consistent with what we heard from our participants, primary 
care physicians are often the first point of contact for patients who 
experience mental health difficulties.2 Overwhelmingly, participants 
wanted primary care providers to initiate discussions about men-
tal health. Participants in our study went so far as to suggest that 
screening of CMDs should be implemented in primary care, which 
is consistent with literature on patient preferences.58 Patients find 
relief having an answer for why something is happening. The Patient 
Health Questionnaire (PHQ-9) is one example of a screening tool 
for depression, although there is on-going debate about whether 
or not routine screening for CMDs should be implemented.59,61 
Undetected and untreated CMDs have measurable and actionable 
impact on numerous illnesses routinely treated in primary care, 
such as diabetes for instance.59 Integrating mental health services 
in primary care teams provides a direct pathway from screening to 
treatment. Our study participants agree with recommendations sup-
porting universal depression screening.60 Following our participants’ 
recommendations, validated tools such as the PHQ-9 can be used 
to evaluate and monitor progress, which aligns with measurement-
based care, an increasingly accepted component of quality of care 
for CMDs.60,61 Our findings demonstrate that there is an interest 
from patients to have systematic approaches to evaluate progress 
and follow-up. Greater attention is needed to develop such mea-
surement tools that capture quality and progress in a way that is 
meaningful for patients.62 The current lack of a culture of measure-
ment in mental health care, however, is apparent in the detection 
and follow-up of CMDs.63

Participants valued having options of choosing the treatment 
plan that aligned with their personal preference, and primary care 
teams provided options for patients. Medication was an import-
ant component of treatment; however, participants expressed that 
some physicians were too quick to prescribe medication instead of 
psychotherapy. The integration of various mental health profession-
als in the primary care team made individual and group psychother-
apy possible2,18 and was viewed positively by participants. Focus 
groups identified regular follow-up an essential component of care, 
and described it as particularly meaningful when incorporated in 
care. Yet, our study demonstrated that receiving regular follow-up 
for some patients was difficult. Despite viewing team-based care 
positively because it provided patients with treatment options that 
aligned with their personal needs and preferences, variations existed 
in the types of treatment modalities and types of providers engaged 
in their care. The variability in care reported by our participants sug-
gests that there may be an opportunity to improve the consistent 
adoption of guidelines in the technical care of CMDs in primary care 
team settings.

Person-centredness is a core quality of care dimension for 
PMHs such as FHTs, which focuses on patients’ experiences with 
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whole-person care, therapeutic relationship and communica-
tion.10-14 Findings in our study demonstrate that patients highly 
valued the whole-person relationship–based care inherent in pri-
mary care teams because of the integrated physical, behavioural and 
mental health realms in care.2 Patients emphasized the importance 
of having a trusting relationship with their provider, communication 
that aligns with patients’ preferences and being included in shared 
decision making in a meaningful way. Patients identified trusting re-
lationships as an essential foundation for quality mental health care 
in our study. For most participants in our study, patient-centred care 
was essential for and improved access, which aligns with previous 
research from providers’ perspectives.14 Yet, it was concerning that 
some patients had to adopt medical jargon in order to gain respect, 
instead of using language that is most meaningful to them. These 
types of encounters suggest underlying classism and may further 
perpetuate inequities in care. Greater attention to the relationship 
and communication components of mental health care in a person-
centred way will better align care with guiding principles of the PMH 
model of primary care.10-13

There was an expressed need for better reflection of patients’ 
gender, culture, ethnicity and language in mental health services 
offered in primary care teams. For example, some participants ex-
pressed the importance of having services in concordant language 
because it is easier for the patient to relay information and having a 
shared meaning between provider and patients. Improving services 
for diverse patients requires that organizations and providers make 
a commitment to better understand the life stressors and vulner-
abilities that contribute to mental health problems, as well as the 
unique coping strategies and resiliencies that prevent poor mental 
health and are meaningful for diverse populations.64 This level of 
understanding can help inform culturally safe and culturally tailored 
mental health care in primary care teams.65

4.1 | Improving quality of care

What emerged in our study is the variability and inconsistency 
evident from patient feedback collectively. Patients benefit from 
a structural integration of mental health providers in primary care 
teams, yet this integration has not yet been fully achieved. There is 
a variation in the types of and amount of mental health services and 
types of providers in primary care across Ontario.22,66 The extent of 
these variations was not evident to individual patient prior to focus 
group engagement, and may not be evident to clinicians without 
the overall view of the management of their population of patients 
over time. Undoubtedly, patients in our study benefited from hav-
ing mental health services integrated in primary care settings yet 
the variations of experiences described by participants in our study 
illuminated how there is no consistent foundation of mental health 
service across primary care settings in Ontario.2

Greater attention by policymakers is needed to strengthen inte-
grated collaborative practices in primary care13 so that patients have 
similar access to mental health services across different primary 

care practices, and smoother continuity of care across sectors. We 
encourage policymakers to engage with patients to determine how 
to strengthen mental health services in team-based primary care. 
There are various strategies recommended to optimize patient en-
gagement in quality of care including training sessions, clarifying 
roles, offering stipends and compensation, creating a receptive con-
text and using a buddy system that pairs patients together.49 Our 
study highlights the value of using focus groups to engage patients 
in an examination of the structural components of care. Through 
the dynamic exchange of focus groups, patients were able to iden-
tify strengths, gaps and inequities that existed for mental health in 
primary care. Our study raises issues to probe more. Primary care 
settings treat the majority of individuals facing CMDs; hence, pa-
tients must be engaged in order to inform key decisions and drivers 
of health service issues that prioritize care that is most meaningful 
for patients.

Co-researchers on our team brought their lived experiences of 
living with mental illness, their professional work experiences within 
and outside of the mental health sector, and the many relationships 
they cultivated with others who also live with mental illness. Valuing 
those elements of co-researchers’ own lived experience has reso-
nance to what research participants voiced in the interviews and 
focus groups. Future studies aimed at engaging patients for improv-
ing quality of care in the design and implementation of initiatives.

4.2 | Limitations

We conducted this study with patients of one model of team-based 
primary care in Ontario, so findings in our study may not apply to 
all primary care settings. Additionally, our sample did not permit 
us to gain an in-depth understanding of the unique experiences of 
young adults or racialized patients. While focus groups shared some 
insights about the need for culturally appropriate, relevant and con-
gruent care, we did not probe patients about their perspectives re-
lated to racism or sexism in care. Additionally, factors that are not 
always explicitly mentioned shape people's perception of the quality 
of care they received, notably experiences of trauma. We also did 
not probe for examples of care that is more or less trauma-informed, 
though care perceived to be of better quality might be more trauma-
informed, and therefore better meeting peoples’ needs.

5  | CONCLUSION

Integrating mental health services in primary care teams has en-
hanced quality of care for CMDs, namely by improving accessibility 
and technical care. Team-based primary care is an optimal location 
for mental health services because it is has a foundation of continuity 
and relationships, which is of utmost importance to patients. Greater 
attention by policymakers is needed, however, to strengthen inte-
grated primary care so that patients have similar access to mental 
health services across different primary care practices.
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