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ABSTRACT

Objective: To determine if a single behavioral health
appointment in primary care would result in improvements
in participants’ perceptions of mental health treatment.

Methods: Survey data from 32 patients seen in a Veterans
Affairs medical center primary care clinic were collected
(May 2017 to December 2017) before and after a brief
appointment with a behavioral health provider. The primary
outcome measure was change in pre- to post-session
response to 6 items measuring perceptions of treatment
taken from the Perceptions About Services Scale-Revised.

Results: The single behavioral health appointment resulted
in improved perceptions of behavioral health treatment.
Pre- to post-session ratings on 5 of 6 measured variables
improved, including the perception that patients would
have fewer bothersome symptoms as a result of attending
a behavioral health appointment, feeling treatment would
be valuable and beneficial, feeling they would have time

to spend in treatment, and feeling that behavioral health
specialists are understanding (Ps <.05). Patients were
highly satisfied with the single integrated behavioral health
session. Further, more than two-thirds of patients for whom
further treatment was recommended attended a second
behavioral health appointment.

Conclusions: This study adds to the growing body of
literature on the benefits associated with integrated
behavioral health and investigates the potential
mechanisms associated with the success of the single
appointment.
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B ehavioral health providers work as an integral part of the
primary care team to assist with patients’ behavioral and
mental health concerns in integrated primary care settings.!
There is mounting evidence to support the integration of mental
health services in primary care settings. This type of service
delivery structure decreases stigma associated with seeking help
for mental health concerns,” improves the recognition of mental
health concerns in the primary care setting,® improves access to
mental health services,* and increases the number of primary care
patients seen for behavioral health concerns.’

Patients seen in integrated primary care-behavioral health
settings report mental health symptom improvement, including
reduction of posttraumatic stress disorder, anxiety, and depression
symptoms®3; reduction of suicidal ideation’; sleep improvement'?;
and overall improvement of general mental health symptoms.!! In
addition, patients seen in integrated primary care settings report
improvement in daily functioning.'? Importantly, patients seen by
an integrated behavioral health provider report high satisfaction
with these services and interest in subsequent appointments.!3-1>

A single appointment with an integrated behavioral health
provider has been shown to improve rates of engagement in
subsequent mental health appointments.'® This engagement is
critical, as most patients directly referred by their primary care
provider either decline a referral or never attend an initial mental
health appointment.!”!® In an integrated clinic, patients are
often seen via “warm handoff”—a process by which the primary
care provider brings patients who need a behavioral health visit
directly to the integrated behavioral health provider immediately
following the primary care appointment.'® Patients are then seen
by the behavioral health provider for a brief appointment (<30
minutes) focused on an assessment of current needs, delivery of
brief intervention, and subsequent treatment planning.?’

Although there is ample evidence on various models of
integrated primary care, there are significant gaps in this emerging
area of study and application for research coming out of real-world
clinical settings.?! While prior work!® has reported that a single
behavioral health appointment in an integrated setting increases
engagement in subsequent mental health treatment, we do not yet
understand the dynamics contributing to this improvement. Some
factors that have been hypothesized include decreasing stigma
associated with mental health care and challenging expectations
about treatment.'® The current study aims to understand how
patients’ perceptions of behavioral health treatment change as
a function of a same-day behavioral health appointment after
their primary care visit. We hypothesized that a single same-day
access appointment would result in pre- to post-appointment
improvements in patients’ perceptions of their mental health
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B Asingle behavioral health appointment immediately
following a primary care appointment resulted in
improved perceptions of behavioral health treatment.

B More than two-thirds of patients referred to subsequent
behavioral health treatment attended the visit.

B Ppatients were highly satisfied with the integrated
behavioral health session that immediately followed their
primary care appointment.

treatment needs as well as improved understanding of
behavioral health treatment options.

METHODS

Participants

Thirty-six participants from a primary care mental health
integration (PCMHI) program at a large Veterans Affairs
(VA) medical center in the southeastern United States were
surveyed. Patients in the study were seen by a behavioral
health provider in the collocated collaborative care part of
the PCMHI program (ie, behavioral health providers were
embedded in the primary care clinic). Upon identification
of mental health symptomatology by their primary care
provider, participants were referred for a same-day access
appointment with a behavioral health provider. Study
inclusion criteria included (1) completing a primary care
visit on the same day as the PCMHI referral, (2) being at
least 18 years of age, and (3) being able to participate in
the PCMHI appointment. Data from 2 participants who
did not complete the post-appointment questionnaire and
2 participants who were not recommended for follow-up
behavioral health treatment were excluded.

Procedures

The procedures and measures used in this study were
approved by the local institutional review board and
incorporated standard practices in the clinic (May 2017 to
December 2017). Warm handoff appointments focused on
assessing the presenting concern, providing advice about
treatment options, agreeing on an action plan, assisting
the patient to begin a behavior change plan, and arranging
follow-up plans. Participants who had a brief wait between
their meeting with the primary care provider and the
behavioral health provider completed a brief packet of self-
report measures in the waiting room prior to beginning
the appointment. The pre-appointment measures included
the 7-item Generalized Anxiety Disorder scale (GAD-7),?
9-item Patient Health Questionnaire (PHQ-9),?* and 6 items
from the Perceptions About Services Scale-Revised (PASS-
R).2* A second packet of measures was administered at the
completion of the appointment. The post-appointment
measures included a second administration of the select
PASS-R items, select items from the Charleston Psychiatric
Outpatient Satisfaction Scale (CPOSS),” and a demographic
questionnaire. Patients were told they would complete and

then submit the post-session surveyto front desk staff to
minimize response bias. They were also informed that
completion of the surveys would assist with assessment and
treatment planning (eg, PHQ-9 and GAD-7) and would be
used to improve procedures in the clinic. A chart review
was conducted at least 60 days after the appointment to
determine if the patient had attended an initial mental health
visit within 60 days in cases in which referral for subsequent
services was part of the follow-up plan.

Measures

PASS-R. The PASS-R assesses beliefs about behavioral
health treatment and stigma.’® Responses are rated on
a 7-point Likert-type scale (eg, 1=strongly disagree to
7 =strongly agree, 1 =unlikely to 7 =likely). As appointment
length in PCMHI is brief, and this study was completed in
a real-world clinic, we elected to keep assessments brief.
As such, we selected the 6 items of the PASS-R measure
that focused on patients’ perceptions of treatment (item 8:
“By attending a behavioral health care session, I will have
fewer bothersome symptoms”; item 9: “Behavioral health
care specialists are understanding”; item 15: “Some of my
experiences would be too difficult to talk about in behavioral
health care”; item 18: “T have time to spend in behavioral
health care”; item 19a: “Overall, I think going to behavioral
health care for treatment is worthless/valuable”; and item
19b: “Overall, I think going to behavioral health care for
treatment is harmful/beneficial”). The PASS-R has adequate
test-retest reliability and high internal consistency.?* The
internal consistency in the present study was 0.79 and 0.70
at pre- and post-appointment, respectfully.

CPOSS. The CPOSS is a 16-item measure designed to
assess patient treatment satisfaction in psychiatric outpatient
settings.?>?” For the purposes of the present study, item 5
(“Respect shown for opinions about treatment”), item 6
(“Matching of treatment plan to your individual needs”),
and item 7 (“Helpfulness of services received”) were used.
All items were rated on a 5-point Likert scale, ranging from
5=excellent to 1=poor. The CPOSS has demonstrated
excellent psychometric properties in the literature.?” The
internal consistency of the CPOSS items in the present study
was 0.97.

GAD-7. The GAD-7 is a 7-item measure developed to
screen for and assess the severity of generalized anxiety
disorder in clinical settings.?> All items were rated on a
4-point Likert scale, ranging from 0=not at all to 3=nearly
every day. The GAD-7 has demonstrated good reliability
as well as criterion and construct validity.?* The internal
consistency of the GAD-7 in the present study was 0.90.

PHQ-9. The PHQ-9 is a 9-item depression scale derived
from the PHQ to assess the symptoms and diagnosis of
depression.?® All items were rated on a 5-point Likert
scale, ranging from 0 =not at all to 4=nearly every day.
The PHQ-9 has been shown to have good reliability and
validity in clinical samples.” In addition, the PHQ-9 has
been incorporated into standard screenings at the VA. The
internal consistency in the present study was 0.82.
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Table 1. Pre- to Post-Appointment Changes in Perceptions About Services?

Scale

Pre-Appointment

Post-Appointment  t P d

PASS-R item 8: Fewer bothersome symptoms
PASS-R item 9: Specialists are understanding
PASS-R item 15: Too difficult to talk about

PASS-R item 18: Have time to spend in treatment
PASS-R item 19a: Treatment is worthless/valuable
PASS-R item 19b: Treatment is harmful/beneficial

3.7(1.9) 4.6(1.5) 28 .009 053
4.9(1.8) 5.4(1.5) 20 .051 030
34(2.0) 3.2(1.9) 06 553 0.10
3.7(2.0) 44(1.7) 34 .002 038
5.1(1.5) 5.5(1.5) 25 .017 027
5.3(1.6) 5.8(1.2) 20 .057 035

@Pre- and post-appointment columns reported as mean (standard deviation). Cohen d was used for effect size.
Abbreviation: PASS-R =Perceptions About Services Scale-Revised.

Table 2. Correlations of the Post-Treatment PASS-R and CPOSS Items

Measure 1 2 3 4 5 6 7 8
1. PASS-R item 8: Fewer bothersome symptoms

2. PASS-R item 9: Specialists are understanding 0.66**

3. PASS-R item 15: Too difficult to talk about -0.24 0.07

4. PASS-R item 18: Have time to spend in treatment ~ 0.57**  0.43*  -0.01

5. PASS-R item 19a: Treatment is worthless/valuable  0.64**  0.63** -0.17 0.59%*

6. PASS-R item 19b: Treatment is harmful/beneficial ~ 0.39* 0.30 -0.32 0.40% 0.76%*

7. CPOSS item 5: Respect shown for opinions -0.30 -0.23 028 -0.12 -0.11 -0.26

8. CPOSS item 6: Matching of treatment plan -0.32 -0.28 0.37% -0.08 -0.11 -0.28 0.91**

9. CPOSS item 7: Helpfulness of services received -0.31 -0.29 0.36% -0.10 -0.17 -0.29 0.95%* 0.90%*
*P<.05.

**P<.01.

Abbreviations: CPOSS = Charleston Psychiatric Outpatient Satisfaction Scale, PASS-R=Perceptions About Services Scale-Revised.

Data Analysis

Data from the measures administered to all participants
(demographic and self-report) were inspected for missing
values. No participants were excluded from the analyses for
significant missing data (> 10% of items on any scale). However,
2 participants did not complete the post-appointment packet
and were excluded from all analyses. Paired-sample t tests
were conducted to compare pre- and post-appointment
PASS-R scores. Correlations were calculated between the
post-appointment PASS-R and CPOSS items.

RESULTS

Demographics and Symptomatology

All participants (N =32) were adult veterans (mean + SD
age=47.9+16.1 years). Participants were mostly male (n=24,
75.0%) and self-identified as black (n=15, 46.9%), white
(n=14, 43.8%), Hispanic/Latino (n=2, 6.3%), and Asian
American (n=1, 3.1%). Approximately 40% (n=13) were
married, 28% (n=9) were single, and 31% (n=10) were
divorced, separated, or widowed. Over half were employed
full-time (n=18, 56.3%), and most received at least a
high school level of education (n=11 [34.4%] completed
high school, n=12 [37.5%] completed some college, and
n=6 [18.8%] completed college). Almost 60% (n=19) of
participants served in the US Army, with an equal split serving
in (n=16,50%) and out (n=16, 50%) of combat zones. Nearly
half of the participants received behavioral health treatment
in the past (n=15, 47%). On average, participants reported
elevated scores on the GAD-7 (mean=13.8, SD=5.0) and
PHQ-9 (mean=12.7, SD=5.4) prior to the warm handoff
visit. Warm handoff appointments averaged a mean of 24.2
minutes (SD=6.1).

Findings

Pre- to post-appointment findings for the PASS-R items
are presented in Table 1. Positive changes were observed
for 5 of 6 PASS-R items (ts>1.9, Ps <.06), with small-to-
moderate effect sizes (ds ranged from 0.27 to 0.53). Patients
reported high satisfaction with the behavioral health
appointment, with high scores (1 =excellent, 5=poor) for
“Respect shown for opinions about treatment” (mean = 1.63,
SD =0.94), “Matching of treatment plan to your individual
needs” (mean=1.72, SD=0.89), and “Helpfulness of services
received” (mean =1.60, SD=0.95). Bivariate correlations
between the PASS-R and CPOSS (Table 2) demonstrated
statistically reliable relationships between PASS-R item 15
(“Some of my experiences would be too difficult to talk about
in behavioral health care”) and CPOSS item 6 (“Matching of
treatment plan to your individual needs”) and CPOSS item
7 (“Helpfulness of services received”) (rs>0.35, Ps <.05).

After the appointment, 68.8% (n=22) of participants
were dispositioned to return to the integrated behavioral
health program for a follow-up visit and 31.3% (n=10)
were dispositioned to more intensive mental health
services (eg, general mental health, mental health research,
posttraumatic stress disorder clinical team, or substance
treatment and recovery program). The follow-up chart
review revealed that 68.8% (n=22) of participants attended
their follow-up appointment within 60 days of their original
integrated behavioral health appointment. There was no
reliable relation between the disposition of the follow-up
appointment (integrated behavioral health vs mental health)
and the participants’ attendance rate (x*=0.5, P=.472).
Similarly, patient self-reported symptoms of depression and
anxiety were not related to the participants’ attendance rate
of their follow-up appointments (F<0.3, Ps >.63).

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2019 Copyright Physicians Postgraduate Press, Inc.

Prim Care Companion CNS Disord 2019;21(1):18m02378

PrRiIMARYCARECOMPANION.cOM [E €3



Wray et al
DISCUSSION

The present study investigated the influence of a single
behavioral health appointment in an integrated primary
care setting on patient perceptions about services. The
findings demonstrated that the single appointment resulted
in improvements in patient perceptions in most assessed
domains, including how bothersome symptoms were, how
understanding providers are, availability to participate in
services, and value and benefit of available treatments. The
single item that did not improve (difficult to talk about
problems) may be related to a floor effect in that patients
already endorsed disagreeing (mean=3.4 on a 7-point scale)
at the pre-appointment assessment. Interestingly, that same
item (difficult to talk about problems) demonstrated the
strongest statistical relation to the items assessing patient
satisfaction. Patient satisfaction with the behavioral health
appointment was high, evidenced by high ratings when
asked after the appointment about respect shown for
opinions about treatment, matching of treatment plan to
individual needs, and helpfulness of services received. In
collaboration with their provider, most patients elected to
return to integrated behavioral health for a follow-up visit.
Over two-thirds of patients successfully attended the second
appointment within 60 days—a vast improvement beyond
what is typically reported in the literature when patients are
referred to mental health specialists outside of the primary
care setting.!®28-30 Together, these findings demonstrate the
beneficial influence of a single integrated behavioral health
appointment on patient perceptions of treatment, patient
satisfaction with these services, and frequent participation
in recommended follow-up services.

The present findings add to the growing literature on
the benefits associated with integrated behavioral health
care within primary care settings.”?-12161% However, the
uniqueness of this present study relates to the investigation
of potential mechanisms associated with the success of a
single appointment. More specifically, the present study
demonstrated pre- to post-appointment improvements
in several domains associated with patient perceptions of
receiving behavioral health services. Although beyond the

scope of the present study and requiring furtherinvestigation,
it is possible that these factors and improvements are
especially critical in treatment engagement. This may be
especially true in that these appointments occurred as
warm handoffs from primary care. As such, the patient
may not have anticipated participating in behavioral health
services prior to the primary care appointment, suggesting
that this appointment may have been the only opportunity
for providers to successfully convey the need for and
benefits of behavioral health services.

This study had several limitations that should be
addressed in future investigations. The study was completed
within standard practices in the clinical setting, limiting
the measures administered (eg, unable to administer the
full PASS-R due to time restrictions) as well as procedural
manipulations (eg, lack of control group). In addition,
the incorporation of no-treatment and attention/control
groups could provide a greater understanding of the
influence of the specific factors associated with the single
behavioral health appointment. Other limitations include
the sample size (N =32) and sample characteristics (only
veterans and mostly men). As the VA is a closed system,
patients may have been more likely to attend recommended
follow-up mental health services due to those services
being integrated into the system where they already receive
care.

CONCLUSIONS

The present study investigated the benefits associated
with a single integrated behavioral health appointment
delivered via a warm handoff from a primary care provider.
Improvements in patient perceptions of behavioral
health services were evidenced at the completion of
the appointment, patient satisfaction with the warm
handoff appointment was high, and there was impressive
participation in attendance at recommended follow-up.
These findings contribute to the growing literature on
integrated primary care-behavioral health settings,
reinforcing the significance of these initiatives within the
US Department of Veterans Affairs®! and elsewhere.
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