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Abstract
Integrated and collaborative care models, in which mental/behavioral health providers work closely with primary care pro-

viders within a primary care setting, help support the quadruple aim of improved health outcomes, patient satisfaction, pro-

vider experience, and lower cost. In this paper, we describe patients’ general perspectives of integrated care and their unique

experiences accessing this care within one health system. Qualitative (interviews with patients) and quantitative (surveys with

patients) methods were used to collect and analyze these results separately and together. The results highlight important fea-

tures to the provision of integrated care from the perspective of patients using integrated care. They include the importance

and experience of access, whole-person care and a team-based approach, the availability and use of telehealth when appropriate,

having high quality mental health providers, scheduling and service usage suggestions, and means to connect with longer-term

services for ongoing mental health care when needed.
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Introduction
The U.S. is facing a well-documented escalation in mental,
emotional, and behavioral health need.1,2 Since the
COVID-19 pandemic, patients lessened help-seeking behav-
ior, with stigma prevailing as the highest barrier,3 particularly
for ethnic minorities, adolescents (especially younger men),
and those in the military and health professions.4-6 Of those
with a diagnosable mental illness, less than half seek treat-
ment4 citing limited access and difficulties navigating the
mental health system.7 The high cost of mental health ser-
vices and limited insurance coverage further obstruct care.8

Medicaid is the largest payer for mental health services in
the United States; however, enrolled patients face the greatest
hurdles to access due to high patient demand and low supply
of providers accepting Medicaid.9

As a result, in conjunction with other social and health-
systems factors, primary care has been described as the de
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facto mental health system.10,11 Behavioral health is an over-
arching term that includes mental health and substance use
conditions as well as health behaviors that impact preventive,
acute, and chronic physical health conditions. Common con-
ditions managed by behavioral health providers include
depression and anxiety, but also include other mental
health conditions, chronic disease management and other
issues such as grief, stress, and screening for disorders such
as attention deficit disorder. Up to 80% of people with a
behavioral health disorder will visit a primary care provider
at least once yearly, yet are often reluctant to seek mental
health care.12 Conditions that are exclusively psychological,
psychiatric, or medical are rare. The most prevalent chronic
medical conditions have high rates of behavioral health
comorbidity. Increasingly, psychiatric disorders are diag-
nosed in the primary care setting13 and expanded access to
models of care that improve behavioral health access and out-
comes are critical.

Integrated and collaborative care models, in which mental
health providers work closely with primary care providers,
help support the quadruple aim of improved health outcomes,
patient satisfaction, provider experience, and lower cost.13-16

Improved access is a hallmark of integrated care and is par-
ticularly important in the pandemic aftermath.17,18 Patient
perspectives are needed to inform all care models.19,20

Patient attitudes drive care seeking behavior and treatment
adherence,3,21,22 consequently impacting outcomes including sus-
tainability, expansion, and cost trajectories.23,24 Understanding
patient experiences helps programs identify where to focus
improvement efforts,24,25 yet patient perspectives are lacking in
integrated care literature.26-28

The purpose of this paper is to describe patients’ general
perspectives of integrated care and their unique experiences
accessing mental health care within primary care in one
health system. Patients’ perceptions about care barriers and
integrated care’s role in mitigating these barriers contribute
to understanding which components of an integrated behav-
ioral health care approach support a comprehensive value
proposition for a patient-centered care system.

Methods
Ethical approval to report this case was granted by a local
Institutional Review Board as an exempt protocol.

Colorado Integrated Behavioral Health Plus (CIBH+)
Approach
The Colorado IBH+ (CIBH+) approach is grounded in
evidence-based foundations of collaborative care,29

enhanced by whole-person care, and adapted to the unique
needs of a clinic’s population. Embedded psychologists
team with psychiatrists (via telehealth) to provide both short-
term patient appointments (1-6 visits) to the clinic’s patients
and direct support for physicians. CIBH+ is designed to

improve both care access and quality. Psychologists
provide immediate access for services through warm hand
offs (physician introduces the behavioral health provider
[BHP] at the time of need during their primary care visit),
crisis intervention, consultation and coordinated referrals.
They offer patients diagnostic assessment and options for
individual, family, couples, and group intervention.
Team-based psychiatrists support primary care clinicians
through interdisciplinary huddles and offer consultative
patient visits for diagnostic evaluation, case conceptualiza-
tion, and treatment recommendations including medication
management. Digital tools, including a patient portal, facili-
tate communication. Patients may return for future episodes
of care as indicated. When patients require long term
mental health services, the CIBH+ team helps establish
them with community providers. A published, in-depth
description of CIBH+ is forthcoming.

Participants and Settings
This evaluation was conducted throughout seven family
medicine clinics within one system in metro Denver,
Colorado. Clinics range in size from four to 54 total full
time equivalent medical providers. CIBH+ began as a pilot
program at one clinic in 201230 with six additional clinics
joining by late 2020. The telepsychiatry portion of CIBH+
began in 2015 and became fully staffed by 2022. Table 1
describes the patient demographics in the clinics. All BHPs
in the clinics are doctorally-trained (PhD or PsyD). All psy-
chiatrists are physicians with a MD or DO. We will use the
term BHP to refer both psychologists and psychiatrists who
work within clinics. The full behavioral health team includes
other practitioners (eg, social workers, trainees).

Data Collection
Sampling: Data were collected between June and August
2022. Clinical personnel offered participation to eligible
adult patients. To identify dates for research personnel to
enroll patients, all 13 BHPs were asked to identify days
during the sampling time frame they were present in clinic.
A random number generator selected one day for recruitment
from each BHP. A list of all adult patients scheduled to be
seen by a BHP or trainee on the visit date, or all adult patients
receiving behavioral care within a year who were scheduled
for a medical visit on the day, was created to identify eligible
patients. Patients were not approached for participation if
their provider identified issues such as cognitive impairment
or acute distress.

Procedures: On the visit day, eligible patients were first
offered participation by their provider (medical or BHP) fol-
lowing a care visit and if accepting, introduced to the onsite
research assistant. The assistant gave a brief verbal explanation
of the study which included participation in a survey, interview,
or both. Interested patients were given paper consent forms and
provided verbal consent. Those completing the survey were
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sent an online link or given a paper survey. Those willing to be
interviewed provided contact information and were scheduled
for a phone or video interview at a later date. Patients who
expressed interest but did not complete surveys or interviews
received up to three email reminders.

Survey: The 41-question survey (supplemental file 1)
assessed the participant’s overall perception about integrated
behavioral health, including barriers, benefits, and their per-
sonal experience with CIBH+. Participant demographic
and background information were collected as well as
current health status and quality of life using the 10-item
Schwartz Outcome Scale (SOS-10).31 Survey data were
managed using the Research Electronic Data Capture
(REDCap) system32,33 hosted at the University of
Colorado. Participants received a $10 gift card for survey
completion.

Interview: Individual 30–45 min semi-structured inter-
views were conducted by phone or videoconference by a

researcher with qualitative training. The interview questions
included the participant’s conceptualization of behavioral
health overall, and CIBH+ specifically, including their initi-
ation, care experience, use/non-use of telehealth, and overall
satisfaction. Questions involved the perceptions of accessi-
bility, confidentiality, prejudice, quality of care, and recom-
mendations for improvement. Interviews were audio
recorded and professionally transcribed. Participants
received a $25 gift card for interview completion.

Data Analysis
Survey: Descriptive statistics were used, including mean
scores for patient experience and satisfaction items and a
total score for the SOS-10. A General Linear Model was
used to understand variables associated with participants’
responses to the question “I would be less likely to access
behavioral health care if it were not provided with primary

Table 1. Patient Descriptive Information.

Participating in the

Survey (N= 55)*

Participating in the

Interview (N= 38)*

Total Patient Population

in 7 Clinics

(N= 74,177)**

Gender identification

Female 34 (62%) 24 (63%) 27,683 (37%)

Male 19 (35%) 12 (32%) 20,491 (28%)

Non-binary 1 (2%) 0 414 (1%)

Prefer to self-describe/ Prefer not to answer/Missing 1 (2%) 3 (5%) 25,589 (34%)

Age (mean, SD) 43.5 (15.2 SD) 43.2 (14.3) 43.8 (19.6)

Race/Ethnicity

American Indian or Alaska Native 0 0 489 (1%)

Asian 4 (7%) 4 (11%) 4429 (6%)

Black or African-American 0 0 4512 (6%)

Hispanic 5 (9%) 4 (11%) 7871 (11%)

Native Hawaiian or Pacific Islander 1 (2%) 1 (3%) 197 (<1%)

White or Caucasian 43 (78%) 27 (71%) 52,548 (71%)

Mixed or multi-racial including a race not specified 1 (2%) 0 2134 (3%)

Prefer not to answer/Missing 0 2 (5%) 2856 (4%)

Educational attainment***

Some high school 2 (4%) 0

High school degree or GED 6 (11%) 3 (8%)

Vocational school 3 (5%) 1 (3%)

Some college (no degree) 8 (15%) 6 (16%)

2 year college degree 4 (7%) 1 (3%)

4 year college degree 16 (29%) 13 (34%)

Post graduate degree 16 (29%) 12 (32%)

Prefer not to answer/Missing 0 2 (5%)

Employment status***

Full-time 34 (62%) 19 (50%)

Part-time 4 (7%) 3 (8%)

Contract/self-employed 2 (4%) 1 (3%)

Unemployed 8 (15%) 8 (21%)

Retired 7 (13%) 4 (11%)

Prefer not to answer/Missing 0 3 (8%)

Schwartz Outcome Scale-10 score (survey only): Mean (SD) 3.9 (1.2) N/A

*Includes 36 patients who are present in both methods.

**Based on EHR visit data from all participating practices from 7/1/2020–6/30/2023, de-duplicated at the patient level by unique patient ID.

***Not collected in EHR data.

Gurfinkel et al 3



care”. A priori variables selected were age, gender, race, and
SOS-10 score.

Interviews: Transcripts were loaded into ATLAS.ti
(version 9; Scientific Software Development, GmbH,
Berlin, Germany). A grounded theory hermeneutic editing
approach34 was used. A coding team of two researchers
and the study evaluation lead initially reviewed five tran-
scripts together, discussing and refining themes and deter-
mining both inductive and deductive codes to be used. The
remainder of transcripts were independently coded, and
given a secondary review by another team member for con-
sistency. The analysis was conducted by the two researchers
who summarized quotation reports from the codes indepen-
dently, then discussed and merged. Finally, one researcher
read through all quotation summaries to identify the over-
arching themes that emerged from the interviews.

Mixed Methods: A convergent mixed methods design35

was used for respective data from the survey results and
the interviews were analyzed and described separately, and
then results were integrated and analyzed together. The inte-
gration process utilized comparing (specifically matching)36

using joint display analysis.37

Results
A total of 55 patients completed the survey (76% of those
approached), and 38 were interviewed (59% of those
approached) with an overlap of 36 participants completing
both methods. Table 1 includes demographic and back-
ground information for participants and for the total patient
population of the seven clinics, demonstrating a representa-
tive sample. While we were unable to see full patient
medical records, the top conditions patients were being
seen for when they were recruited were depression (53%),
anxiety (53%), stress (32%), relationship issues (15%), suici-
dality (15%), grief (14%), adjustment (12%), ADHD (12%),
and pain (8%). The majority of patients were seen for more
than one condition at the time of recruitment.

Survey results: Respondents had a mean score of 3.9 of 7
on the SOS-10, indicating moderate to high well-being at the
time of survey completion (range 0.7 to 5.9; SD= 1.2). As
shown in Figure 1, respondents reported positive feelings
toward CIBH+ generally and their CIBH+ experience.
The majority of participants (50-85%) responded “totally
agree” with statements about CIBH+ increasing access to
and improving the quality of their care. Slightly over
50% agreed they would be less likely to access behavioral
health if it was not provided with primary care. Findings on
telehealth modality were mixed, with 41% of respondents
responding “totally agree” that they prefer in-person ses-
sions and 44% responding “totally agree” that they would
prefer telehealth in the future. Open ended questions
seeking suggestions for improvement mostly showed no
improvement needed (mentioned 14 times) or increasing
number of sessions/providing long term care (mentioned
10 times).

The General Linear Model revealed that selected partici-
pant demographics and SOS-10 scores were unrelated to
the outcome of how likely participants were to access behav-
ioral health care in the absence of CIBH+ (not shown).

Interview results: Interview participants described their
overall experiences with CIBH+ as positive and were sup-
portive of integrating behavioral healthcare as part of
primary care. Key points and representative quotes are
included in Table 2. Themes are outlined below.

Access: Participants perceived that CIBH+ increased
access to behavioral health services, by enabling access to
services that they previously were unable to due to personal
or structural barriers, or did not know existed. Accessing
behavioral health within primary care was described as con-
venient and changed participants’ perceptions of mental
health care. CIBH+ eliminated the barrier of finding a
BHP. Participants considered the CIBH+BHPs as “pre-
vetted” and approved by their trusted primary care team.
Streamlined payment and insurance compatibility by the
primary care office staff reduced financial barriers.
Participants shared how having CIBH+ decreased stigma
by normalizing behavioral health as part of overall health
care and reducing perceived public visibility (not using a
mental health facility). Additionally, many participants
became aware of behavioral health care by their medical pro-
vider offering services; they did not know about behavioral
health care or thought it was personally irrelevant. Those
who were aware of behavioral health services frequently
stated that having integrated care eliminated barriers to access-
ing care that they would not have overcome independently;
particularly because when participants are suffering and most
in need of services, they are least able to navigate the
often-unfamiliar community mental health care resources.
Additionally, clinician encouragement to engage in behavioral
health motivated participants to follow through with receiving
care, revealing the importance of trusted care relationships.

Whole person orientation and team-based approach:
Participants reported that CIBH+ allowed all providers to
work together to improve the quality of their mental, behav-
ioral, and physical care. Participants described feeling seen as
people rather than ailments (whole-person orientation to
health), particularly those who felt their clinicians and
BHPs had good communication with one another.
Participants with complex health needs and/or were on psy-
chotropic medications saw great benefit to CIBH+, describ-
ing how care providers communicated and worked
together. Care improvements from CIBH+were seen as syn-
ergistic, not additive.

Minimal challenges for participants: Overall, there were
minimal concerns with CIBH+ . Aside from limited and
one-off concerns about a specific BHP or scheduling chal-
lenges, most feedback was related to the short-term design
of CIBH+ . Although participants consented to short-term
care prior to referral to CIBH+, some participants still
needed long-term support and would have preferred to
receive all behavioral health care needs within CIBH+,
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staying within their primary care setting. At the conclusion of
their CIBH+ episode of care, some participants who needed
long-term behavioral health services relayed facing similar
access challenges to those initially alleviated by CIBH+ .
Many interviewed participants desired ongoing care for their
specific episode, either internally or in community settings.
All participants hoped to maintain a relationship with their
BHP in case a future need for care should arise. One participant
described experiencing symptom exacerbation because the dis-
continuation of behavioral health services felt abrupt.

CIBH+Operations largely positive: Results for workflow
and process elements such as scheduling, virtual visits, and
team coordination were mixed. There was more positive

than negative process feedback, but while some participants
found it more convenient and quicker to schedule behavioral
health visits with CIBH+, some desired more expediency and
higher frequency of visits. Participant recommendations
included enabling scheduling and payment via app or
portal, processes already implemented in medical primary
care services. All participants recommended retaining
virtual visits as a scheduling option, although some preferred
in-person visits. Most participants loved the coordination and
communication between their providers, although a few
wanted improvements.

Mixed methods: Interview responses largely corroborated
and expanded upon survey findings, adding detailed

Figure 1. Behavioral health preference and satisfaction survey results (n= 55).
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explanations to survey results. Mixed method integrated find-
ings are provided in Table 3.

Discussion
Mixed methods results show that CIBH+ effectively improved
participant’s perceived access to and quality of behavioral

health care. Positive participant experiences echo the limited
number of prior studies,25 and recommendations about behavio-
ral healthcare workflow add new detail to the literature. Since
CIBH+ offers a flexible model of care integration and is config-
ured based on individual clinic and patient population character-
istics, these details facilitate providers’ ability to implement
choices for their own clinics tied directly to patient feedback.

Figure 1. (Continued).
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Table 2. Qualitative Themes and Supportive Quotes About Patient Experience of CIBH+ (n= 38).

Thematic Area Finding Supportive Quote

Access Patients mostly thought CIBH

+ increased their access to

behavioral health. This was

due to reduction of

barriers and increased

awareness.

“I think, really, I was motivated to participate because this is a first time it’s been offered to
me in a primary care setting, and I think it’s brilliant. I think—I mean I got my husband to

go. I actually [laughing], I actually got my son to do a virtual appointment, so it’s once
you know it’s available, I think that’s probably the main barrier…”(patient from clinic 2)

“I think it’s a little inconvenient outside of this setting for people to find access to mental

health care, and so I think the convenience of it is what drew me into it, and then the

beneficial effects I’ve seen in my life is what will keep me going back to it.” (patient from
clinic 3)

“sometimes when it’s readily available, it’s easier to ask for help” (patient from clinic 6)

Whole person

orientation

and

team-based

approach

Patients reported their

perception that their care

was enhanced for both

mental and physical health

due to CIBH+ as a result

of a more whole-person

orientation to their care

from their providers.

“I think that it’s actually an advantage for that stuff to be shared between the two because

the therapist or psychologist can see, like, what is the primary care provider is doing.

Like, for me that would be like prescribing medicine, and the PCP can see, like, the

effects that the medication that’s being discussed in therapy is—the effect that the—the

extent to which it’s affecting the person in a positive or negative manner, and like how

much they’re getting better with the treatment. So, if they’re, like, worried, like you

know, it’s not like you refer them to someone out of the system, and then they’re like,
“Oh, yeah, that’s resolved,” like, they just don’t ever know anything else about it.” (patient

from clinic 1)

“by their informing each other of my physical or mental health issues, that they have a

better picture of the whole person. So, that I think it’s just sharing information is

important to help understand, you know, I mean I believe in integrated medicine. And

so, I just think that this reinforces how each can help the other to get a better sense of

the issues the patient is dealing with, and that sort of thing.” (patient from clinic 4)

“And they got to kind a collaborate, and it just felt like there was people behind me in a

time when I didn’t feel like—I felt like I was pretty alone, so that was really nice to know

that there was like a team.” (patient from clinic 1)

Limitations Limitations of CIBH+were

minimal but one notable

exception was the limited

duration of sessions with

the BHP or psychiatrist.

Good processes for

continuation of care was

lacking in some instances.

“You guys don’t even have [long term] care, so maybe I should say don’t even start it if you
can’t finish it….‘Cause that’s kind of where I am… The beginning of everything was nice

but knowing that I’m left open ended without any resources from UC Health, maybe

you shouldn’t do it at all.” (patient from clinic 4)

“It’s difficult—I mean you build that trust and that rapport, and then you have to do it

again. And that’s—a lot of people won’t do therapy because of that, you know.” (patient
from clinic 5)

“I would rather not start lookin’ somewhere else. I understand that that happens. I

understand that that’s the way it is, but you know, it is what it is. And they’re not set up
for long term, but I would much rather stay put.” (patient from clinic 2)

Processes of

CIBH+ –
provider

quality

Importance of quality

providers and provider

interaction was stressed.

“I’ve been extremely happy with her. I think she’s excellent. I think she’s very caring, very
knowledgeable. She’s a good listener, and she’s offered me a lot of suggestions for

external resources if I wanna explore a particular issue… So, you know, she follows

through from one session to the next, and I think she’s organized because she’ll say that
“We’ll maybe set some goals for the session.” I’ve been very pleased with her. I’ve had

therapists a few times in my life, and I think she’s excellent” (patient from clinic 4)

“I always feel listened to. I always feel—when I go in for an appointment, I’m not rushed

out because they have another patient, right. Like, I’m listened to; they take their time,

and then they do what they need to do… And I’m respected; I’m listened to; I’m taken

seriously. I don’t feel like I’m crazy, which has been a huge issue [laughs] for me with the

medical profession.” (patient from clinic 5)

“Although, you end up [retelling your story] anyway in medicine, it seems like. Everyone

wants it straight from your mouth, but they do read, and I don’t know. I think it for one,
it makes me feel like they—I’m not just another number. They look at me, and I’m not

just the next appointment. I’m M who has this problem, and I already know a little bit

about you, so I know better to ask what questions, or what questions to ask you

already. If I’m already there, it just is—it’s better.” (patient from clinic 2)

Processes of

CIBH+ –
scheduling

Limited provider (especially

BHP) availability was an

issue for some. Patients

appreciated having multiple

ways to schedule visits.

“It was monthly. And I was frustrated with their schedule being full by the time I got to get

another appointment, and I thought it was Medicaid, but Medicaid came out and said,

“No. You can have as many as you need. Whatever you can get someone to refer you as

needing.” And so, I could even have it once a week, which is what I was after.” (patient
from clinic 1)

(continued)
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One key finding includes the potential of CIBH+ to mit-
igate behavioral health care access barriers. Many partici-
pants endorsed improved access due to practical and
conceptual factors, including warm hand-offs from their
trusted primary care clinician. Importantly, participants
noted that when people need behavioral health support,
they are often distressed, and have less capacity to
manage access challenges. This distress may amplify per-
ceived challenges, further impacting overall health out-
comes. Well documented behavioral health care access
challenges include stigma and financial barriers. CIBH+
mitigated those barriers, adding support to the growing evi-
dence for integrated models of behavioral healthcare and
their ability to improve access.3,17,22,25-27

A second key finding was the perceived improvement in
care quality due to coordinated whole-person care.
Participants felt that CIBH+ shifted providers’ views,
helping to see participants as whole people rather than their
presenting problems. This whole-person orientation helped
participants feel care providers genuinely wanted them to
be better and in turn, encouraged them to engage more in
care.

Our findings mirror other reports showing that integrating
behavioral healthcare supports positive patient and provider
satisfaction.25,26 We received important feedback regarding
CIBH+ processes including recommendations to enable
clinic-operated communication applications, portal-based
scheduling, and payment options, and we heard the hope
for longer term options for behavioral health episodes of
care within primary care. More research is needed to evaluate
the short-term nature of integrated care programs and the
implications for patient experience. This issue is complex,
as CIBH+ intentionally and critically uses a short-term
care approach to avoid long waitlists and enable rapid
access for more patients. It is designed to expand quality cov-
erage of mental health care within primary care. While partic-
ipants were aware of service limits beforehand, results
suggest difficulty with ending their episodes of care
because of the positive rapport built with specific BHPs.
Providers must continue to thoughtfully balance patient
needs and preferences with operational limits and ongoing
challenges of long-term care access. There is little existing
research on this topic,38 and it is imperative that healthcare

systems continue to invest in collecting and understanding
patient perspectives. Ongoing evaluation, including patient
perspective, will aid in the iterative and continual improve-
ment of integrated care delivery.

This mixed-methods study adds to the literature on the
value of integrated behavioral healthcare by providing impor-
tant patient perspectives. Results reveal key reasons that
patients engage with behavioral healthcare and help maxi-
mize efficacy. Data described should be interpreted within
study limitations, a descriptive analysis without a comparison
sample. While participants were racially and ethnically repre-
sentative of the clinic populations, they may not represent
populations from other areas. Those surveyed and inter-
viewed included only patients participating in CIBH+ ser-
vices; the perceptions of patients who could benefit from,
but do not participate in, CIBH+ are not represented. Due
to limits of confidentiality, individual diagnoses for partici-
pants are unknown. While psychologist visits purposely
exceed that of psychiatry in practice, experiences with psy-
chiatrists were underrepresented in this data. These results
represent cross-sectional data at one point in time and partic-
ipants had varying length and depth of CIBH+ experience.
Finally, data reflect patient perceptions and not outcomes
of their actual behavioral health care.

Our results demonstrate benefit of integrating behavioral
care into primary care, showing the positive effect it has on
patient perception of access and quality of care. This positive
result may translate into increased utilization and decreased
stigmatization of behavioral healthcare. Future research on
specific components of the CIBH+model or other integrated
care models looking for specific elements that improve
access and quality, as well as which diagnoses particularly
benefit, are warranted.

Conclusion
These results contribute to an improved understanding of
the patient experience within an integrated behavioral
healthcare approach, showing integration increases percep-
tion of access and quality of care, while having minimal
challenges. CIBH+was viewed positively by participating
patients, adding a patient-centered measure of value to inte-
grated care.

Table 2. (continued)

Thematic Area Finding Supportive Quote

Those who couldn’t use
the app to schedule

expressed interest in doing

so.

“It [scheduling BH appointment] was great because [laughing] it didn’t require another

phone call, or it didn’t take, you know, I didn’t have to go into some portal and see when

she was available. It was super time efficient.” (patient from clinic 2)

“The only part that I didn’t like, though, was that, like, to make a new appointment if I

wasn’t able to—if I wasn’t able to, like, at the front desk—if I chose not to or whatever,

the only other way I was able to was if I called [the health system] to have them do it. So,

I didn’t have the option of being able to do the scheduled appointment, like, on the ap

like I’m able to with the regular providers” (patient from clinic 4)
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Table 3. Mixed Methods Display of Survey and Interview Findings.

Concept Survey Findings Interview Findings Discussion (Convergence/Divergence)

General

conceptual-ization

of IBH

Strong agreement that having

behavioral health care as part

of a primary care doctors

office improves the quality of

care people get for behavioral

or mental health concerns,

makes it easier to access, and is

something that should be

provided as part of primary

care.

Generally endorsed the overall

concept that BH care as part of

primary care improves access

and quality of care and added to

explanation of why, such as

reducing stigma and barriers

and improving accessibility for

both practical and conceptual

reasons.

Survey and interview findings were

convergent in demonstrating the

consistent nature of endorsement for

having IBH. Interview findings added

explanation as to the why and how

through personal stories.

Current health and

well-being

Varied by participant as expected

for patients with different

behavioral health needs,

conditions and points in their

behavioral health care process,

as indicated by the SOS-10.

Not explicitly expressed in all

cases, however, there was a

general trend of participants

reporting CIBH+ enhancing

their overall well-being.

Surveys and interview results were

generally convergent although

participants in the interviews divulged

less given that the focus was more on

their care experience rather than their

own well-being. Scores on the SOS-10

helped to illustrate how patients varied

and how the variations related to their

demographics and other responses

about IBH in general and related to their

CIBH+ experience.

Satisfaction with IBH High levels of agreement with

satisfaction with CIBH+ care

among different aspects of care

(Figure 1).

In general, narratives described

satisfaction with the care

experience, although there

were some exceptions due to

issues such as scheduling. The

key area of dissatisfaction was

the limited nature of care

through CIBH+ .

Both surveys and interviews were

consistent in positive ratings of

satisfaction (convergence), however, the

interviews raised the issue of the limited

nature of services and the implications of

this limitation, whereas the survey did

not ask about this explicitly (divergence).

Telehealth as a

modality for care

High levels of endorsement as an

option in terms of access,

comfort, quality and

recommending it be available

in the future, although there

was a mixed level of personal

preference for the option.

Participants largely endorsed

telehealth as an option for care

delivery but it did not emerge as

a major finding; it provided

benefits such as accessibility and

comfort for some, but was too

impersonal for others.

Surveys and interviews were consistent in

showing that while patients had different

levels of preference between virtual and

in-person options, having a virtual option

available for those who wanted it was

seen as an important tool to have in the

BH toolbox (convergence).

Gurfinkel et al 9



2. Statement of human and animal rights: All procedures
in this study were conducted in accordance with the
Colorado Multiple Institutes Review Board’s proto-
cols under ID 21-3917

3. Statement of informed consent: Verbal informed
consent was obtained from the patient(s) for their ano-
nymized information to be published in this article.

Funding
The author(s) disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: This
project is funded by the University of Colorado School of Medicine.

Prior Publication
This manuscript has not been published elsewhere and will not be
submitted elsewhere if accepted. Portions of the data presented
here were presented at the 2022 Society for Behavioral Medicine

ORCID iDs
Dennis Gurfinkel https://orcid.org/0009-0009-1946-3105
Vanessa Owen https://orcid.org/0009-0001-6748-9256

Supplemental Material
Supplemental material for this article is available online.

References

1. Harmon GE, Giaimo JA, Hoskins IA, et al. Combating a crisis
by integrating mental health services and primary care. Health
Affairs Forefront. 2022. DOI:10.1377/forefront.20220706.
603540.

2. Kumer A, Nayar RK. COVID 19 And its mental health conse-
quences. J Ment Health. 2020;30(1):1-2. DOI:10.1080/
09638237.2020.1757052.

3. Phelan SM, Salinas M, Pankey T, et al. Patient and health care
professional perspectives on stigma in integrated behavioral
health: harriers and recommendations. Ann Fam Med.
2023;21(Suppl 2):S56-60. DOI:10.1370/afm.2924.

4. Sickel AE, Seacat JD, Nabors NA. Mental health stigma:
impact on mental health treatment attitudes and physical
health. J Health Psychol. 2019;24(5):586-99. DOI:10.1177/
1359105316681430.

5. Velasco AA, Santa Cruz IS, Billings J, Jimenez M, Rowe S.
What are the barriers, facilitators and interventions targeting
help-seeking behaviours for common mental health problems
in adolescents? A systematic review. BMC Psychiatry.
2020;20(1):293. DOI:10.1186/s12888-020-02659-0.

6. Yonemoto N, Kawashima Y. Help-seeking behaviors for
mental health problems during the COVID-19 pandemic: a sys-
tematic review. J Affect Disord. 2023;323:85-100. DOI:10.
1016/j.jad.2022.11.043.

7. Andrilla CHA, Patterson DG, Garberson LA, Coulthard C,
Larson EH. Geographic variation in the supply of selected
behavioral health providers. Am J of Prev Med. 2018;54(6):
S199-207. DOI:10.1016/j.amepre.2018.01.004.

8. Jella TK, Cwalina TB, Vallier HA. Concurrent mental illness
and financial barriers to mental health care among a nationally
representative sample of orthopaedic trauma survivors.
J Orthop Trauma. 2022;36(12):665-73. DOI:10.1097/BOT.
0000000000002433.

9. Why mental health care Is harder to access for those on
Medicaid. Healthline. Published August 19, 2021. Accessed
April 8, 2023. https://www.healthline.com/health-news/why-
its-not-easy-to-access-mental-health-care-when-youre-covered-
by-medicaid.

10. Kyanko KA, Curry LA, Keene DE, Sutherland R, Naik K,
Busch SH. Does primary care fill the gap in access to specialty
mental health care? A mixed methods study. J Gen Intern Med.
2022;37(7):1641-7. DOI:10.1007/s11606-021-07260-z.

11. Kessler R, Stafford D. Primary care is the de facto mental health
system. In: Kessler R, Stafford D, eds. Collaborative medicine
case studies: evidence in practice. Springer Science + Business
Media; 2008:9-21. Accessed March 29, 2023, DOI:10.1007/
978-0-387-76894-6_2.

12. Kieu A. Now more than ever, mental health care needs family
medicine. Fam Pract Manag. 2021;28(3):11A-C.

13. Burkhart K, Asogwa K, Muzaffar N, Gabriel M. Pediatric inte-
grated care models: a systematic review. Clin Pediatr (Phila).
2020;59(2):148-53. DOI:10.1177/0009922819890004.

14. Breslau J, Sorbero MJ, Kusuke D, et al. Primary and behavioral
health care integration program: impacts on health care utiliza-
tion, cost, and quality. Rand Health Q. 2021;9(2):3.

15. Rocks S, Berntson D, Gil-Salmerón A, et al. Cost and effects of
integrated care: a systematic literature review and meta-
analysis. Eur J Health Econ. 2020;21(8):1211-21. DOI:10.
1007/s10198-020-01217-5.

16. Melek SP, Norris DT, Paulus J, Matthews K, Weaver A,
Davenport S. Potential Economic Impact of Integrated
Medical-Behavioral Healthcare. Updated Projections for
2017.; 2018. https://www.milliman.com/-/media/milliman/
importedfiles/uploadedfiles/insight/2018/potential-economic-
impact-integrated-healthcare.ashx. Accessed May 10, 2023.

17. Kanzler KE, Ogbeide S. Addressing trauma and stress in the
COVID-19 pandemic: challenges and the promise of integrated
primary care. Psych Trauma. 2020;12(S1):S177. DOI:10.1037/
tra0000761.

18. McGorry PD, Mei C, Chanen A, Hodges C, Alvarez-Jimenez
M, Killackey E. Designing and scaling up integrated youth
mental health care. World Psychiatry. 2022;21(1):61-76.
DOI:10.1002/wps.20938.

19. Agency for Healthcare Research and Quality. What is Patient
Experience? Published August 2022. https://www.ahrq.gov/
cahps/about-cahps/patient-experience/index.html Accessed
March 20, 2023.

20. Steele Gray C, Grudniewicz A, Armas A, Mold J, Im J,
Boeckxstaens P. Goal-oriented care: a catalyst for person-
centred system integration. Int J Integr Care. 2020;20(4):8.
DOI:10.5334/ijic.5520.

21. Wong ES, Maciejewski ML, Hebert PL, Reddy A, Liu CF.
Predicting in a Medical Care. 2019;57(8):608-614,
DOI:10.1097/mlr.0000000000001155.

10 Journal of Patient Experience

https://orcid.org/0009-0009-1946-3105
https://orcid.org/0009-0009-1946-3105
https://orcid.org/0009-0001-6748-9256
https://orcid.org/0009-0001-6748-9256
https://doi.org/10.1377/forefront.20220706.603540
https://doi.org/10.1377/forefront.20220706.603540
http://dx.doi.org/10.1080/09638237.2020.1757052
http://dx.doi.org/10.1080/09638237.2020.1757052
http://dx.doi.org/10.1370/afm.2924
http://dx.doi.org/10.1177/1359105316681430
http://dx.doi.org/10.1177/1359105316681430
http://dx.doi.org/10.1186/s12888-020-02659-0
http://dx.doi.org/10.1186/s12888-020-02659-0
http://dx.doi.org/10.1186/s12888-020-02659-0
http://dx.doi.org/10.1186/s12888-020-02659-0
http://dx.doi.org/10.1016/j.jad.2022.11.043
http://dx.doi.org/10.1016/j.jad.2022.11.043
http://dx.doi.org/10.1016/j.amepre.2018.01.004
http://dx.doi.org/10.1097/BOT.0000000000002433
http://dx.doi.org/10.1097/BOT.0000000000002433
https://www.healthline.com/health-news/why-its-not-easy-to-access-mental-health-care-when-youre-covered-by-medicaid
https://www.healthline.com/health-news/why-its-not-easy-to-access-mental-health-care-when-youre-covered-by-medicaid
https://www.healthline.com/health-news/why-its-not-easy-to-access-mental-health-care-when-youre-covered-by-medicaid
https://www.healthline.com/health-news/why-its-not-easy-to-access-mental-health-care-when-youre-covered-by-medicaid
http://dx.doi.org/10.1007/s11606-021-07260-z
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1007/978-0-387-76894-6_2
http://dx.doi.org/10.1177/0009922819890004
http://dx.doi.org/10.1007/s10198-020-01217-5
http://dx.doi.org/10.1007/s10198-020-01217-5
http://dx.doi.org/10.1007/s10198-020-01217-5
http://dx.doi.org/10.1007/s10198-020-01217-5
http://dx.doi.org/10.1007/s10198-020-01217-5
https://www.milliman.com/-/media/milliman/importedfiles/uploadedfiles/insight/2018/potential-economic-impact-integrated-healthcare.ashx
https://www.milliman.com/-/media/milliman/importedfiles/uploadedfiles/insight/2018/potential-economic-impact-integrated-healthcare.ashx
https://www.milliman.com/-/media/milliman/importedfiles/uploadedfiles/insight/2018/potential-economic-impact-integrated-healthcare.ashx
https://www.milliman.com/-/media/milliman/importedfiles/uploadedfiles/insight/2018/potential-economic-impact-integrated-healthcare.ashx
http://dx.doi.org/10.1037/tra0000761
http://dx.doi.org/10.1037/tra0000761
http://dx.doi.org/10.1002/wps.20938
https://www.ahrq.gov/cahps/about-cahps/patient-experience/index.html
https://www.ahrq.gov/cahps/about-cahps/patient-experience/index.html
https://www.ahrq.gov/cahps/about-cahps/patient-experience/index.html
https://doi.org/10.5334/ijic.5520


22. Funderburk JS, Fielder RL, DeMartini KS, Flynn CA.
Integrating behavioral health services into a university health
center: and provider satisfaction. Fam Syst Health.
2012;30(2):130-40. DOI:10.1037/a0028378.

23. Bryan CJ, Morrow C, Appolonio KK. Impact of behavioral
health consultant interventions on patient symptoms and func-
tioning in an integrated family medicine clinic. J Clin Psychol.
2009;65(3):281-93. DOI:10.1002/jclp.20539.

24. Ahmed F, Burt J, Roland M. Measuring patient experience:
concepts and methods. Patient. 2014;7(3):235-41. DOI:10.
1007/s40271-014-0060-5.

25. Petts RA, Lewis RK, Brooks K, et al. Examining patient and
provider experiences with integrated care at a community
health clinic. JBHS&R. 2021;49(1):32-49. DOI:10.1007/
s11414-021-09764-2.

26. Youssef A, Chaudhary ZK, Wiljer D, Mylopoulos M,
Sockalingam S. Mapping evidence of patients’ experiences in
integrated care: a scoping review. Gen Hosp Psychiatry.
2019;61:1-9. DOI:10.1016/j.genhosppsych.2019.08.004.

27. Davis MM, Gunn R, Gowen LK, Miller BF, Green LA, Cohen
DJ. A qualitative study of patient experiences of care in inte-
grated behavioral health and primary care settings: more
similar than different. Transl Behav Med. 2018;8(5):649-59.
DOI:10.1093/tbm/ibx001.

28. Walker KO, Stewart AL, Grumbach K. Development of a
survey instrument to measure patient experience of integrated
care. BMC Health Serv Res. 2016;16(1):193. DOI:10.1186/
s12913-016-1437-z.

29. Reist C, Petiwala I, Latimer J, et al. Collaborative mental health
care: a narrative review. Medicine (NLM). 2022;101(52):
e32554. DOI:10.1097/MD.0000000000032554.

30. Waugh M, Calderone J, Brown Levey S, et al. Using telepsy-
chiatry to enrich existing integrated primary care. Telemed J
E Health. 2019;25(8):762-8. DOI:10.1089/tmj.2018.0132.

31. Blais M, Kehl-Fie K, Blias MA. The Schwartz outcomes
scale-10: a brief measure of psychological well-being. Patient
Reported Outcomes Newsletter. 2008;39:19-21.

32. Harris PA, Taylor R, Minor BL, et al. The REDCap consor-
tium: building an international community of software platform
partners. J Biomed Inform. 2019;95:103208. DOI:10.1016/j.jbi.
2019.103208.

33. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde
JG. Research electronic data capture (REDCap)–a metadata-
driven methodology and workflow process for providing
translational research informatics support. J Biomed Inform.
2009;42(2):377-81. DOI:10.1016/j.jbi.2008.08.010.

34. Addison R. A grounded hermeneutic editing approach.
In: Doing Qualitative Research. Sage Publications.
1999:145-61.

35. Creswell JW, Clark VLP. Designing and conducting mixed
methods research. Second edition. Sage Publications, Inc;
2010.

36. Fetters MD. The mixed methods research workbook: activities
for designing, implementing, and publishing projects. Sage
Publications, Inc.; 2020, DOI:10.4135/9781071909713.

37. Guetterman TC, Fetters MD, Creswell JW. Integrating quanti-
tative and qualitative results in health science mixed methods
research through joint displays. Ann Fam Med. 2015;13(6):
554-61. DOI:10.1370/afm.1865.

38. De Geest RM, Meganck R. How do time limits affect our psy-
chotherapies? A literature review. Psychol Belg.
2019;59(1):206-26. DOI:10.5334/pb.475.

Gurfinkel et al 11

http://dx.doi.org/10.1037/a0028378
http://dx.doi.org/10.1002/jclp.20539
http://dx.doi.org/10.1007/s40271-014-0060-5
http://dx.doi.org/10.1007/s40271-014-0060-5
http://dx.doi.org/10.1007/s40271-014-0060-5
http://dx.doi.org/10.1007/s40271-014-0060-5
http://dx.doi.org/10.1007/s40271-014-0060-5
http://dx.doi.org/10.1007/s11414-021-09764-2
http://dx.doi.org/10.1007/s11414-021-09764-2
http://dx.doi.org/10.1007/s11414-021-09764-2
http://dx.doi.org/10.1007/s11414-021-09764-2
http://dx.doi.org/10.1007/s11414-021-09764-2
http://dx.doi.org/10.1016/j.genhosppsych.2019.08.004
http://dx.doi.org/10.1093/tbm/ibx001
https://doi.org/10.1186/s12913-016-1437-z
https://doi.org/10.1186/s12913-016-1437-z
https://doi.org/10.1186/s12913-016-1437-z
https://doi.org/10.1186/s12913-016-1437-z
https://doi.org/10.1186/s12913-016-1437-z
http://dx.doi.org/10.1097/MD.0000000000032554
http://dx.doi.org/10.1089/tmj.2018.0132
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.4135/9781071909713
http://dx.doi.org/10.1370/afm.1865
https://doi.org/10.5334/pb.475

	 Introduction
	 Methods
	 Colorado Integrated Behavioral Health Plus (CIBH+) Approach
	 Participants and Settings
	 Data Collection
	 Data Analysis

	 Results
	 Discussion
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


