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Abstract
Most research to date on integrated behavioral health (IBH) or integrated primary care (IPC)
practices has examined primary care settings nested within academic medical centers or clinics
within the U.S. Department of Veterans Affairs. This leaves clinics in rural and/or underserved
communities without much representation in the literature. Likewise, provider job satisfaction
and burnout have rarely been linked to the IPC model. Through an online cross-sectional survey
of medical and behavioral health care providers in various primary care-based health care
settings throughout Montana, this cross-sectional study demonstrates that degree of behavioral
health integration significantly predicts greater job satisfaction and lower burnout among
Montana health care providers, while controlling for covariates. Multiple linear regressions and
descriptive statistics were used to analyze results among 147 participants. Higher level of IPC
significantly predicted job satisfaction above and beyond covariates (B = 0.123, p < .05).
Likewise, lower level of IPC demonstrated significant prediction of burnout (B = -0.036, p <
.01). The IPC Practice Integration Profile (PIP) subscales that demonstrated the most significant
prediction of burnout, patient engagement and workflow, involve engaging patients in behavioral
health services (B = -0.368, p < .001) and having systems in place to treat and refer behavioral
health concerns (B = -0.259, p < .001). Importantly, most providers (72.7%) believe that greater
level of IPC will result in greater job satisfaction, and providers from clinics with more
integration are more satisfied with the provision of behavioral health services than those from
clinics with less integration (54.2% versus 25.0%, p < .001). Unsurprisingly, COVID-19 has
affected health care providers in myriad ways, with this study capturing the following relevant
takeaways: Almost three-quarters of providers report that their overall (72.7%) and work-life
(71.3%) stress have worsened, relative to before the pandemic, and the vast majority of
respondents (83.1%) believe that their patients’ mental health concerns have worsened as well.
That higher degree of IPC is associated with greater job satisfaction and less burnout among
Montana health care providers provides additional evidence for using IPC models to deliver care.
Given that burnout and low job satisfaction are associated with poor provider retention and
health, poor patient satisfaction and outcomes, and cost inefficiencies, these findings have
potential to shape policy-level discussions and planning regarding the use of IPC models in
Montana and potentially other rural mountain west states. Future directions for research are
discussed.
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Integrated Primary Care is associated with Greater Job Satisfaction and Less Burnout among
Montana’s Medical and Behavioral Health Care Providers
Introduction
Estimates suggest that nearly one in five U.S. adults lives with a mental illness
(SAMHSA, 2020) and the World Health Organization has labeled depression as the leading
cause of disability worldwide (WHO, 2018). Improved access to mental health care is a clear and
pressing need. Most patients who seek care for mental health concerns do so in the primary care
setting as opposed to specialty mental health settings because of patient preference, convenience
and stigma (Blount, 1998; Lang, 2005; Shim & Rust, 2013). Indeed, primary care has been
deemed the de facto mental health care system in the U.S. (Kessler & Stafford, 2008). Thus, the
need for appropriate and collaborative approaches to serving individuals with mental health
needs in primary care is apparent. Integrated Behavioral Health (IBH), which is also known as
Integrated Primary Care (IPC), is a model of care wherein behavioral health providers and
medical providers work as a team in primary care settings to best serve patients. Despite growing
evidence that IPC enhances patient outcomes, increases patient satisfaction, and reduces
healthcare costs, minimal research examines IPC models in rural and underserved settings, such
as Community Health Centers (Berwick, Nolan & Whittington, 2008; Hunter et al., 2018).
Although provider satisfaction with IPC has robust evidence, the links between IPC practice and
overall medical and behavioral provider burnout, job satisfaction and work-life are less clear, and
it is not known whether these associations vary with rurality.
With this research, we examined medical and behavioral health care provider job
satisfaction and burnout across health care settings in Montana with varying degrees of
behavioral health integration. We examined whether level of IPC was associated with greater job
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satisfaction and less burnout, while controlling for other potentially predictive covariates (e.g.,
hours/week worked, years in practice as a health care provider, gender, job title, etc.). We
examined health provider opinions about IPC, previous training in IPC, and clinic resources.
Finally, given the relevance to job satisfaction and burnout, we attempted to ascertain how much
the COVID-19 pandemic has affected health care provider overall and work-life stress.
The Integrated Primary Care (IPC) treatment model
More than 20 years ago, a U.S Surgeon General’s report emphasized the importance of
coordinated treatment among primary care and behavioral health providers in order to best serve
patients (Satcher & Druss, 2010). The conceptual rationale for integrating behavioral health and
primary medical care, however, came well before this, with roots dating back more than four
decades. Psychiatrist George Engel advocated for the “biopsychosocial model” in healthcare
delivery in 1977 when he famously declared, “Nothing will change unless or until those who
control resources have the wisdom to venture off the beaten path of exclusive reliance on
biomedicine as the only approach to health care” (Engel, 1977, p. 135). More than 40 years later,
adoption of the biopsychosocial model has increased among academicians and educators, but
practical adoption of the model has been considerably less widespread (Adler, 2009). As
healthcare has become more medically integrated in general, behavioral health care has been
slower to be included (Baird et al., 2014; Kessler et al., 2014). Over the past four decades,
practitioners and researchers have used Engel’s declaration to research and advocate for IPC in
healthcare delivery. This mode of healthcare delivery treats the whole person and attends to
multiple intersecting biopsychosocial factors, versus only biomedical concerns.
The U.S. Department of Health and Human Services (DPHHS) Agency for Healthcare
Research and Quality (AHRQ) defines integrated health care as “whole-person care” in which
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providers in a single care setting treat medical conditions and related behavioral health factors
(Peek & the National Integration Academy Council, 2013). The AHRQ subsequently created the
Lexicon for Behavioral Health and Primary Care Integration, to provide a broadly accepted
definition of integrated behavioral health (Macchi et al., 2016). This definition involves medical
and behavioral health providers working as a team to treat a patient’s concerns with unified care
planning. Typically, specialty services are provided consistent with stepped care principles
(Haaga, 2000), and only when required. Integration also refers to organizational structure, as
treatment, operational systems, and payments are also integrated in IPC (AHRQ, 2013).
The World Health Organization has a stated goal to see greater mental health integration
into health care systems across the globe (WHO, 2008). Several IPC models have emerged in the
literature and in practice. These include: Primary Care Behavioral Health (PCBH; Reiter,
Dobmeyer & Hunter, 2018), Primary Care Mental Health Integration (PCMHI; AAFP, 2007;
Baird et al., 2014; Post, et al., 2010; Zeiss & Karlin, 2008), Patient Centered Medical Homes
(PCMH; Breland, Asch, Slightam, Wong, & Zulman, 2016), Collaborative Care Management
(CCM; Gilbody, Bower, Fletcher, Richards, & Sutton, 2006; Katon, et al., 1995), the Chronic
Care Model (Bodenheimer, Wagner & Grumbach, 2002; Wagner, 1998), and others. These
different models and definitions are neither incompatible nor mutually exclusive. In fact, these
models largely offer overlapping contributions consistent with the central tenets of IPC practice
(Mauksch & Fogarty, 2016). For instance, most of these models employ an interdisciplinary
team that collaborates to care for the patient. Successful IPC models often operate as hybrid
versions of the aforementioned models, using several of the same concepts, such as patientcentered and team-based care (Christian, Krall, Hulkower, & Stigleman, 2018; Hunter & Goodie,
2010).
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For instance, Wagner’s Chronic Care Model was developed nearly 20 years ago to
improve the management of diabetes in primary care. The model proposes that enhanced patient
outcomes come from a team-based and patient-centered approach. This includes empowering
patients to self-manage their chronic conditions, as well as providing educational materials and
referrals to community resources that help with patient self-management. The model also calls
for providers to have access to adequate clinical information systems and routinized clinical
decision support to support longitudinal care of patients instead of acute, episodic care (Katon et
al., 1995; Wagner, 1998).
The Collaborative Care Model (CoCM), which evolved from the chronic care model,
shifted from an exclusive focus on chronic disease management to a focus on the identification
and treatment of commonly seen mental health concerns in primary care, such as Major
Depressive Disorder and Generalized Anxiety Disorder. The CoCM focuses on team-driven care,
emphasizing population health in its delivery of interventions. It employs targeted measurement
to monitor symptoms and improvement in delivering evidence-based care. Importantly, the
CoCM seeks to strengthen communication among primary care and mental health providers by
using specifically trained care managers who provide ongoing patient follow-up, symptom
monitoring, and facilitate collaboration between primary care providers and consulting mental
health specialists (e.g., psychiatrists) (Thota et al., 2012). CoCM has been researched and
implemented in a variety of settings, such as: the U.S. Department of Veterans Affairs (VA), the
Department of Defense, the Washington State Mental Health Integration Program (MHIP), the
Depression Initiative Across Minnesota (DIAMOND), the University of California Davis Health
System, and others (American Psychiatric Association and Academy of Psychosomatic
Medicine, 2016).
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Although the term “medical home” was first used in 1967 by the American Academy of
Pediatrics to describe the need for centralized care for children with serious illness, the current
definition of the patient-centered medical home (PCMH) expanded and built upon the Chronic
Care Model in an effort to provide high quality health care for patients of all ages (Kilo &
Wasson, 2010; Sia, Tonniges, Osterhus, & Taba, 2004). Definitions of PCMHs tend to vary
depending on the organization, payer or researcher being asked (Vest et al., 2010), but common
components are related to team-based, patient-centered care focused on the whole person
(Scholle, et al., 2010). For example, engaging additional professionals in the treatment of a
presenting concern in the form of a referral (e.g., a primary care physician referring someone to
an onsite behavioral health specialist for depression instead of only prescribing an antidepressant
medication) represents the central PCMH component of coordination and team-based care.
Importantly, some research indicates that referrals for behavioral health issues are less well-used
than referrals for other types of medical care in PCMHs, such as to a cardiologist or
endocrinologist, suggesting that behavioral health has been slower to integrate than other types
of medical care (Kessler et al., 2014). Kessler and colleagues point to an overall lack of
behavioral health capacity in primary care settings, as fewer than 10% of psychologists practice
in primary care settings and fewer than 10% of the behavioral health workforce are employed in
primary care (Kessler et al., 2014; Phelps, Eisman, & Kohout, 1998; Kathol, 2009).
Primary care mental health integration (PC-MHI) uses a combination of the
aforementioned models and involves mental health providers working in the primary care clinic
with shared responsibility for patients. Specifically, PC-MHI represents a blended model of
collocated collaborative care and care management, embedding mental health specialists and
nurse care managers in primary care to provide brief, evidence-based psychosocial interventions
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and routine monitoring for medication adherence and treatment effectiveness (Post, Metzger,
Dumas, & Lehmann, 2010). The U.S. Department of Veterans Affairs (VA) implemented PCMHI services nationally in 2007, requiring all VA medical centers to use PC-MHI services
(Zeiss & Karlin, 2008).
The acronym “GATHER” describes elements of the Primary Care Behavioral Health
(PCBH) model—Generalist approach, Accessibility, Team-based, High productivity, Educator,
and Routine (Reiter, Dobmeyer & Hunter, 2018; Robinson & Reiter, 2015). In other words, this
model employs behavioral health clinicians who work as generalists with a range of patient
populations and presenting problems; these behavioral health consultants are readily accessible
for consultation services with other providers; they work as part of a team to best serve patients;
they see many patients within a day to maximize population-based care (10-14 patients); they
serve as educators and champions of the biopsychosocial influences on patients and share this
expertise with other team members; and they are routine members of the care team. PCBH
models allow for approximately 90% of behavioral health concerns to be treated collaboratively
in primary care by behavioral health and medical providers, and allow for approximately 10% to
be referred to specialty mental health providers. This stepped care approach has downstream
effects, including fewer referrals to overburdened specialty mental health clinics and more
immediate access to treatment. As reported by Reiter, Dobmeyer and Hunter (2018), the PCBH
model has been used in a variety of large health care settings. These include VA, the U.S.
Department of Defense, the U.S. Air Force, Cherokee Health Systems, family medicine
residency programs, university health centers, clinics that serve persons who are homeless, and
other settings.
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Importantly, all IPC models rely on a central component, interdisciplinary team
management of medical and behavioral health concerns in primary care. The models highlighted
above represent a sample of existing IPC models, with each offering distinct components of
healthcare integration and considerably more overlap than difference. This is especially true with
regard to the team approach to healthcare, whereby complex co-occurring medical and mental
health concerns are treated together and collaboratively, across specialties.
For the purposes of this paper, I will use Integrated Primary Care (IPC) as an umbrella
term to refer to a range of integrated care and integrated behavioral health models. It is important
to note, however, that although the overarching goals may be similar (e.g., patient-centered care,
cross-disciplinary teamwork), individual approaches to practice may look different. Indeed,
practices using IPC vary from co-locating specialty mental health services within a primary care
office to a fully integrated and collaborative team comprising behavioral health consultants
(BHCs) embedded within medical services (Miller, Mendenhall & Malik, 2008). Borrowing
from the Lexicon for Behavioral Health and Primary Care Integration (Peek & the National
Integration Academy Council, 2013), I use the broadly accepted definition of integrating
behavioral health into primary care, which reflects medical and behavioral health providers
working as a team to treat a patient (Macchi et al., 2016).
The case for IPC is straightforward. Nearly 70% of primary care visits include concerns
associated with psychosocial factors (Gatchel & Oordt, 2003), a fact that inspired the declaration
that primary care is the de facto mental health care system in the U.S. (Kessler & Stafford,
2008). Indeed, the majority of individuals who seek treatment for mental health concerns do so
in primary care (Blount, 1998). Moreover, patients who receive a behavioral health referral in a
primary care office are more likely to follow through with that referral if the service is provided
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in the same office (Slay & McCleod, 1997). Furthermore, the presence of mental health concerns
has potential to hamstring or exacerbate medical treatments for other ailments. For example,
mental illness complicates overall health outcomes and worsens morbidity of physical illnesses,
such as cardiovascular disease, diabetes, cancer, asthma, obesity, epilepsy, and other chronic
health conditions (Chapman, Perry, & Strine, 2005; Evans et al., 2005; Lichtman et al., 2008 ).
Furthermore, those with mental illness are more likely to engage in health risk behaviors that
result in chronic conditions, such as the misuse of alcohol and tobacco products (Lasser et al.,
2000). Finally, recent striking research has found that as many as 95% of individuals who
attempted suicide visited a primary care physician within one year of their attempt, and nearly
40% visited a primary care physician within one week of their attempt (Ahmedani, 2015).
The Evidence for Integrated Primary Care (IPC)
Research findings support the effectiveness of IPC services in several domains. Most
notably, IPC improves patient access to care and population-based health outcomes (Ayalon et
al., 2007; Bryan et al., 2012; Butler et al., 2008; Cigrang et al., 2015; Felker et al., 2004; Goodie,
Isler, Hunter, & Peterson, 2009; Kwan & Nease, 2013; McGough, Bauer, Collins, & Dugdale,
2016; Ray-Sannerud et al., 2012; Szymanski, Bohnert, Zivin, & McCarthy, 2013; Unutzer et al.,
2002). One study demonstrated that through the use of a Collaborative Care Model to treat
anxiety, patients experienced symptom reduction at significantly higher rates than when not
using this model. In this case, a primary care physician worked closely with a social worker, care
manager and team psychiatrist on a weekly basis to inform treatment plans for patients with
depression or anxiety diagnoses (McGough, Bauer, Collins, & Dugdale, 2016). This study is not
unique, as more than 80 randomized trials over the previous two decades suggest that the
Collaborative Care Model improves health outcomes and patient access to care (Thota et al.,
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2012). Evidence also suggests that other IPC models, such as PCBH, improve access to care and
health outcomes (Goodie et al., 2009; Hunter et al., 2018; Ray-Sannerud et al., 2012).
In addition to improving overall health outcomes, IPC is associated with improved
patient satisfaction with care (Angantyr, Rimner, Norden, & Norlander, 2015; Ede et al., 2016;
Funderburk et al., 2012; Gomez et al., 2014; Hunter et al., 2018; Katon et al., 1996; Runyan,
Fonesca, Meyer, Oordt, & Talcott, 2003). The use of IPC also leads to cost savings and increased
efficiencies within health care systems. These savings are due, in part, to decreased Emergency
Department usage, decreased inpatient stays, enhanced preventive care, fewer ‘no shows,’ and
increased medication adherence (Berwick, Nolan & Whittington, 2008; Gouge, Polaha, Rogers,
& Harden, 2016; Strosahl & Sobel, 1996).
IPC Implementation: Provider Acceptability
Hunter and colleagues (2018) reviewed existing research and used the following
taxonomy to classify implementation outcomes of the PCBH model: acceptability, adoption,
appropriateness, cost, feasibility, fidelity, penetration, and sustainability (Proctor et al., 2011).
This taxonomy has been used to examine PCBH models, as well as implementation outcomes of
other distinct models. Following Hunter et al. (2018), acceptability refers to patient or provider
satisfaction with a given treatment or service. Provider acceptability with an IPC model is not the
same as provider job satisfaction; however, they are conceptually linked, as a provider who is
more satisfied with the healthcare model in which they work will likely be more satisfied with
their work.
According to federal regulations, the term “health care provider” and/or “health care
practitioner,” refers to “a doctor of medicine or osteopathy, podiatrist, dentist, chiropractor,
clinical psychologist, optometrist, nurse practitioner, nurse-midwife, or a clinical social worker

9

who is authorized by the State and performing within the scope of practice as defined by State
law” (Family and Medical Leave Act, 1993). For the purposes of this paper and study, “health
care provider” refers to anyone who provides clinical health services to a patient/client. This
term is further distinguished to refer to “medical provider,” including: physician, physician’s
assistant, nurse, medical assistant, dentist, pharmacist, and dietician. “Behavioral health
provider” or “mental health provider” refers to: behavioral health consultant, psychologist, social
worker, counselor, psychiatrist, psychiatric nurse practitioner, care manager, and case manager.
Additional “staff” in a given primary care setting refers to receptionists, outreach staff, IT staff,
administrative or support personnel, or others.
Medical health providers and staff who work in IPC clinics report high levels of
satisfaction with integration (i.e., “acceptability”) of IPC (Ede et al., 2015; Hill, 2015; Runyan et
al., 2003). This is true for medical providers in both urban and rural pediatric clinics using IPC
(Hine et al., 2017), as well as providers in university health centers (Funderburk et al., 2012), and
many other clinics (Hunter et al., 2018). Medical providers save time, see more patients, and
generate more income when operating in an integrated model of care (Gouge, Polaha, Rogers, &
Harden, 2016). Moreover, medical providers report more comfort treating mental health
concerns when operating within an IPC model (Brawer, Martielli, Pye, Manwarning, & Tierney,
2010). Some research also indicates that newly-trained family medicine residents report that IPC
services are so important that they are more likely to accept a job in a clinic using an IPC model
than work for a clinic without integrated medical and behavioral health services (Hill, 2015).
Similar findings have been found among established providers, who recommend that other
clinics adopt IPC services (Ede et al., 2015). Medical providers’ knowledge and confidence in
treating behavioral health concerns are enhanced when working in an IPC setting, largely
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because they are able to rely on team members (behavioral health providers) for consultation and
help with treatment (Zallman et al., 2017).
The “triple aim” is a conceptual framework used to describe optimal delivery of health
care services. It refers to the following aims: patient satisfaction, improved patient outcomes and
population-based care, and cost savings (Berwick, Nolan & Whittington, 2008). The argument is
simple: when patients are more satisfied with care and costs are reduced, overall patient health
outcomes are better (Berwick, Nolan & Whittington, 2008). Although originally known as the
“triple aim,” this concept evolved to be known as the “quadruple aim,” which adds improving
the work-life and job satisfaction of healthcare providers (Bodenheimer & Sinsky, 2014).
Research indicates that improved patient health outcomes stem from improvements in patient
satisfaction and cost reduction. Satisfaction in the work-life of health care professionals also
affects patient outcomes (Bodenheimer & Sinsky, 2014; Sinsky et al., 2013). Importantly, when
provider satisfaction is compromised, the other three components of this model are as well, as
studies have documented that high burnout among physicians and nurses results in worse patient
outcomes (McHugh, 2011; Shanafelt, Goh & Sinsky, 2017), and patients are less happy when
receiving care from a provider experiencing burnout (Bodenheimer & Sinsky, 2014; Haas et al.,
2000). Most research to date has examined the effect of IPC on enhancing the components of the
triple aim—patient satisfaction, patient outcomes, and cost savings. While the evidence suggests
that providers are more satisfied with health care delivery when using IPC (i.e., provider
acceptability), less is known about whether providers experience an overall enhancement in job
satisfaction and work-life and less burnout when operating in an IPC model.
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Provider Burnout and Provider Job Satisfaction
Conceptualizations of provider job satisfaction describe burnout as a construct that is at
the extreme opposite end of job satisfaction (Penn, Romano & Foat, 1988). Occupational
burnout, a phenomenon that is not unique to healthcare providers, is characterized by feelings of
exhaustion, cynicism, loss of meaning in work, and inefficacy (Maslach, Schaufeli & Leiter,
2001). Much research on burnout has relied on a definition originally used by Maslach and
Jackson (1981) that classifies the term using three primary dimensions: emotional exhaustion,
depersonalization and reduced personal accomplishment. Emotional exhaustion refers to feelings
of fatigue, overwhelm, depletion, and overextension, and is thought to be the largest dimension
of burnout—often described as burnout, itself. Depersonalization, also known as cynicism, refers
to negative attitudes towards one’s job and/or patients seen and may be a coping strategy used in
reaction to experiencing emotional exhaustion (Kristensen et al., 2005). A reduced sense of
personal accomplishment includes feeling a loss of efficacy in one’s job or a negative selfevaluation of one’s work. These principles each represent a dimension of burnout: high
emotional exhaustion, high depersonalization and low personal achievement (Maslach &
Jackson, 1981; Maslach, Jackson & Leiter, 1996). It is perhaps not surprising that provider
burnout is inversely related to provider job satisfaction (Penn, Romanao & Foat, 1988). Indeed, it
predicts job dissatisfaction, low commitment to the organization, high rates of absenteeism and
intention to quit, and low retention/high turnover (Maslach & Leiter, 2008; Penn, Romano &
Foat, 1988). Burnout can also lead to poor patient outcomes, lower productivity and physician
turnover (Dyrbye et al., 2017).
Job satisfaction refers to the feeling that an individual has about their job (Herzberg,
Mausner, & Snyderman, 1967) and is an important factor in health care staff retention globally
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(Castle, Enberg, Anderson & Men, 2007; Gilles & Peytremann-Bridevaux, 2014). Provider job
satisfaction and workplace wellness are important for many reasons. Chief among them is the
observation that when provider satisfaction is compromised, so too, are patient satisfaction,
patient outcomes and cost effectiveness, the other components of the “quadruple aim”
(Bodenheimer & Sinsky, 2014; Castle et al., 2007; Center for Studying Health System Change,
2008; Friedberg et al., 2014; Haas et al, 2000; McHugh et al., 2011; Shanafelt, Goh & Sinsky,
2017). In the words of Bodenheimer and Sinsky (2014), researchers who first called for this
quadruple aim, the “care of the patient requires [the] care of the provider,” (p. 573). The concepts
of job satisfaction and burnout are closely linked, as job dissatisfaction is associated with
provider and staff burnout (Gilles & Peytremann-Bridevaux, 2014; Ma, Samuels & Alexander,
2003).
Burnout and Job Satisfaction among Medical Providers
Medical provider burnout and job dissatisfaction impede the delivery of effective care,
resulting in greater turnover. In turn, this affects clinic costs and reduces patients’ satisfaction
with the overall care experience (Bodenheimer & Sinsky, 2014; Center for Studying Health
System Change, 2008; Haas et al., 2000; McHugh, 2011; Shanafelt, Goh & Sinsky, 2017).
Provider and staff turnover can cost organizations 5% or more of their operating budgets
(Waldman et al., 2004). Burnout among medical providers can lead to increased medical errors
and increased substance misuse (Brown, Goske & Johnson, 2009; Fahrenkopf et al., 2008). A
recent meta-analysis including 47 studies with 42,473 physicians showed that burnout was
associated with an increased risk of medical errors, lower quality care, and reduced patient
satisfaction (Panagioti et al., 2018). Nearly half of medical providers experience symptoms of
burnout; it is disproportionally high among primary care and family physicians (Linzer et al.,
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2014; Shanafelt et al., 2012; Whitebird et al., 2016). One study found that burnout is
significantly more common among physicians than among U.S. workers in general (Shanafelt et
al., 2012). Another survey indicated that 68% of family physicians would choose a different
career path if they could start over (Kane & Peckham, 2014). Beyond primary care and family
physicians, research has also shown burnout to be problematic among general practitioners,
general internists, emergency department physicians, neurologists, nurses, and other medical
providers (Bodenheimer & Sinsky, 2014; Haas et al., 2000; McHugh, 2011; Shanafelt et al.,
2012; Shanafelt, Goh & Sinsky, 2017; Rabatin et al., 2016). An estimate among a VA sample
found that 45% of primary care providers experience burnout (Helfrich et al., 2014), and another
estimate among a sample of rural physicians in Canada found that approximately 80%
experience emotional exhaustion/burnout. As mentioned previously, emotional exhaustion is a
subscale of the Maslach Burnout Inventory, a tool that measures burnout overall Panagioti et al.,
2017; Thommasen et al., 2001).
Many variables demonstrate associations with burnout among physicians and other
medical providers. Evidence shows that educational debt can positively predict some physician
burnout (West, Shanafelt & Kolars, 2011). Additionally, recent research shows that providers
with more years of experience demonstrate lower levels of burnout than early-career providers
(Carmen et al., 2019). Additionally, a RAND Corporation survey found that providers’ inabilities
to deliver quality care to patients was a primary driver of burnout (Friedberg et al., 2014). In
other words, the perceived ability to provide patients with high quality health care ranks among
the top drivers of provider job satisfaction. Further research has found that sharing clinical care
among a team also results in fewer cases of burnout and greater job satisfaction due to a variety
of reasons, including increased sense of collaboration and more shared duties (Friedberg et al.
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2014; Sinsky et al., 2014; Waddimba et al., 2016; Whitebird et al., 2016). Using a team-based
approach to care expands resources and relaxes time pressure among providers. For example, a
physician might rely on other team members to help treat a patient, asking a nutritionist and/or
diabetes educator to help with diabetes management, or making a warm hand-off to a behavioral
health provider to help treat panic attacks. Relying on a team with members that have broad
expertise also allows the care plan to address more biopsychosocial factors or factors that confer
patient complexity (e.g., Safford et al., 2007). In addition, a case manager or social worker may
also help a patient address pressing needs, such as hunger, food and housing insecurity, or
homelessness (Pantell, DeMarchis, Bueno, & Gottleib, 2019). Expanding the roles of various
providers to allow for enhanced shared care, such as training nurses, medical assistants or other
providers to provide health coaching, has been found to enhance overall medical provider job
satisfaction (Bodenheimer & Sinsky, 2014; Bodenheimer, Willard-Grace, & Ghorob, 2014;
Bodenheimer & Smith, 2013; Reuben, Knudsen, Senelick, Glazier, & Koretz, 2014).
Additionally, co-locating medical and behavioral health care providers makes communication,
collaboration and documentation more streamlined. Importantly, this ensures that all staff
members and care providers are well-trained in clinic flow and procedures and increases overall
job satisfaction among medical providers (Bodenheimer & Sinsky, 2014; Sinsky et al., 2013;
Shipman & Sinsky, 2013). A recent meta-analysis points to organization-directed
interventions—such as co-locating medical and behavioral health care, sharing records,
collaborating, training staff and providers in clinic flow—as those that are most effective in
reducing burnout among physicians (Panagioti, et al., 2017). These organization-directed
interventions tend to map onto the organizational components of IPC models (e.g., team-based
care, record-sharing, co-location of medical and behavioral health, etc.).
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Several factors related to the job environment predict professional satisfaction among
medical providers. A recent systematic review of research on physicians highlighted two factors
that reverse burnout: aligning personal and organizational values and enabling physicians to
devote some of their worktime to tasks or initiatives they consider meaningful. In other words,
realignment allows physicians to practice medicine without getting bogged down in
administrative task burden (Rothenberger, 2017). This is consistent with other research that
highlights the use of a team to improve job satisfaction among physicians so that they have fewer
administrative tasks (Friediberg et al., 2014). That ability to provide high-quality health care
services is closely linked to finding meaning in work and supportive team-oriented networks
(Waddimba et al., 2016).
Sinsky and colleagues (2013) visited 23 primary care clinics and studied interventions
with potential to mitigate burnout among medical providers. These authors found that shared
clinical and clerical duties among teams (e.g., collaborative documentation) were helpful to this
end. Additionally, improved communication through messaging, co-location, team meetings, and
face-to-face encounters also improved physician job satisfaction. These researchers concluded
that a fundamental shift from a physician-centric model of care to a shared-care model with
team-oriented equitable work division had the greatest potential to improve professional
satisfaction and joy in practice among medical providers (Sinsky et al., 2013). Given that
enhanced interprofessional communication and collaboration, co-location, and team-oriented
care has been found to increase physician job satisfaction, it is perhaps not surprising that one
study has found that the use of an IPC model provides a buffer for physician burnout among
primary care physicians in multiple settings across the United States (Zubatsky, Pettinelli, Salas,
& Davis, 2018). Another study found this to be the case among VA primary care employees,
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citing the team-based elements of the PCMH as helping to mitigate burnout among primary care
providers, nurses and administrative staff (Helfrich et al., 2014). This link in the literature is less
clear for behavioral health providers, however.
Burnout and Job Satisfaction among Behavioral Health Providers
Importantly, acceptability of the IPC model and overall provider satisfaction ideally
should reflect the perspectives of all healthcare staff, not only medical providers (Proctor et al.,
2011). Research findings supporting enhanced satisfaction of all providers with IPC services,
however, are lacking. Most research to date has focused exclusively on medical providers’
perceptions of IPC acceptability and overall job satisfaction. In traditional specialty mental
health settings, estimates indicate that 21-67% of mental health providers experience high levels
of burnout (Morse et al., 2012). Despite this finding, minimal research has examined burnout and
job satisfaction among mental health providers in general (Morse et al., 2012), and specifically
among IPC-based behavioral health providers (Helfrich et al., 2014; Zubatsky et al., 2020).
While two studies have documented the use of IPC as a buffer for burnout among
primary care physicians, nurses and administrative staff (Helfrich et al., 2014; Zubatsky et al.,
2018), at the time of this writing, there appears to be only one published brief report directly
linking IPC with overall behavioral health provider burnout (Zubatsky et al., 2020). Recent
findings indicate that care coordinators and care managers experience less burnout when they are
appropriately trained and experience support from management and other team members (Au,
Kehn, Ireys, Blyler, & Brown, 2018). One recent study of behavioral health practitioners in IPC
settings in the Air Force Medical Service (AFMS) found that nearly half (46%) of psychologists
and social workers quit their jobs within 8 months, and that attrition was higher in smaller
primary care facilities than larger ones (Landoll, Nielsen, & Waggoner, 2018). The AFMS uses a
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PCBH model, and this study examined behavioral health consultants (BHCs) at 72 bases across
the world. The study authors speculate that specific training relevant to IPC would likely prepare
behavioral health providers more, and may contribute to less staff turnover, which is not unlike
previous research that indicates that lack of specialty training in integrated care results in greater
behavioral health turnover in these settings (Hall et al., 2015; Landoll, Nielsen & Waggoner,
2018). It is striking that behavioral health providers in smaller settings exhibit greater attrition
within their first year than those in medium and large sized settings, as it may point to fewer
resources, training or other factors associated with greater dissatisfaction among these providers.
Provider turnover, a proxy for job dissatisfaction, has been attributed to a lack of formal training
in integrated care. Adaptation to a new model of service delivery, such as IPC, may be especially
challenging (Hall et al., 2015; Landoll, Nielsen & Waggoner, 2018). Indeed, inadequate training
for behavioral health providers is cited as a barrier to effective implementation of IPC services
(Blount & Miller, 2009; Nash et al., 2012). Landoll and colleagues (2018) hypothesize that
greater turnover exists in smaller clinics likely because of limited resources, lack of community,
lower compensation, and increased burden on individual providers.
This discussion of factors related to and buffering against provider burnout is important
because these factors align with IPC philosophy. In other words, many components of IPC may
serve to improve job satisfaction among providers. For instance, burnout among mental health
professionals demonstrates a positive association with organizational pressures and high
caseloads (Morse et al., 2012). The core components of IPC models center around providing
team-based, patient-centered care with attention to shared duties for record-keeping, enhanced
communication and collaboration among providers (Hunter et al., 2018), and several of these
components are inversely related to medical provider burnout (Panagioti, et al., 2017). Thus, it

18

would be expected that those settings using IPC and/or a greater degree of IPC may have
providers and staff with greater job satisfaction and less burnout. Indeed, a couple of recent
studies found that physicians, nurses and administrative staff working in more integrated
healthcare models suffer from burnout less often than those who work in less integrated models
(Helfrich et al., 2014; Zubatsky, et al., 2018). What is less clear is whether this relationship exists
for behavioral health providers as well (some early evidence: Zubatsky et al., 2020), and whether
this relationship might be even stronger for rural providers.
Integrated Primary Care (IPC) in Rural and Underserved Areas
Health disparities between urban and rural community residents in the U.S. are stark.
Suicide rates are much higher among rural individuals (Hirsch & Cukrowicz, 2014). Chronic
illness and substance misuse also disproportionality affect rural dwellers (Wagenfeld, 2003).
Importantly, rural Americans use primary care settings for mental health services more than
those living in urban areas (Crosby, Wendel, Vanderpool, & Casey, 2013). Rural Americans
have less access to overall health services, and behavioral health services are no exception
(Helbok, Marinelli, & Walls, 2006; Schank & Skovholt, 2006). Access to behavioral health
services is particularly challenging in rural communities, as 20% of rural counties in the U.S.
lack mental health services (compared with 5% in urban counties) (Gamm, Stone, & Pittman,
2003).
Rural settings present multiple unique challenges for health care delivery. A scarcity of
providers due to limited clinic and community resources may be chief among these challenges
(Bolin et al., 2015). In fact, less than 10% of physicians practice in rural areas, even though
recent census data suggest that these areas house about 17% of the U.S. population (National
Center for Health Statistics, 2012). In the event that a patient is referred to another clinic for
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enhanced or specialty care, there are often long distances between communities and even longer
ones between rural areas and urban ones (Hart, Salsberg, Phillips, & Lishner, 2012). Rural
communities also tend to have higher overall poverty rates, which may mean fewer individuals
have health insurance coverage due to the inability to afford it and/or the lack of knowledge or
resources to enroll in Medicaid coverage (Campbell, Kearns, & Patchin, 2006). States that did
not expand Medicaid coverage under the 2010 Affordable Care Act evidence a disproportionate
amount of working poor people in rural communities without health insurance (Bauerlein, 2014).
Moreover, patient attitudes and values that reflect stoicism and independence represent
additional barriers to help-seeking in rural populations (Judd et al., 2006). These attitudes and
values may be antithetical to seeking help for depression and other mental health concerns.
Consistent with this possibility, some research suggests that adults living in isolated rural
communities demonstrate higher levels of stigma and are less open to psychological treatment
than adults in urban areas, even when controlling for education, employment and income
(Stewart, Jameson & Curtin, 2015). Thus, rurality demonstrates an association with numerous
factors that appear to affect one’s willingness to seek treatment for mental health problems.
Compounding issues with access to healthcare, medical and mental health facilities in
rural settings also tend to have greater difficulty recruiting and retaining providers than clinics in
urban settings (Haggarty et al., 2013; Hayashi, Selia, & McDonnell, 2008). Furthermore,
clinicians working in rural communities face unique challenges when compared with those in
urban communities. As mentioned, rural communities tend to have higher levels of poverty and
uninsured individuals, so providers in rural areas tend to care for the under-served and underinsured, who tend to be more complicated medically (Warshaw, 2017). Furthermore, clinicians
in rural areas often have to learn how to navigate difficult professional and personal boundaries
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given the high likelihood of dual relationships (Cook, Hoas & Guttmannova, 2002; Nelson,
2010). Not surprisingly given this discussion, healthcare providers working in rural areas may be
at greater risk for burnout (Hayashi, Selia, & McDonnell, 2008; Thommasen et al., 2001).
Indeed, rural medical providers exhibit lower job satisfaction and are less likely to remain in
their jobs than providers in urban settings. Rural providers also report decreased wellness,
increased depression and general psychological distress, higher substance misuse, and intimate
relationship challenges (Haggarty et al., 2013).
Montana is a predominantly rural state. Much of Montana’s 147,000 square miles
encompasses rural areas. In fact, Montana is the third least densely populated state in the U.S.
(ranking behind Alaska and Wyoming), with roughly 6.8 persons per square mile (U.S. Census
Bureau, 2010). In 2016, the Montana Health Care Foundation (MTHCF) issued a report calling
for more integrated services in rural primary care settings to increase care access. Citing
Montana’s high suicide rate and rate of untreated substance use disorders, the report underscored
the need for IPC services in rural areas (MTHCF, 2016).
IPC services represent the future of quality health care delivery, but given the diversity in
patient populations and IPC models, there is no “one size fits all” model of integrating behavioral
health services into primary care. Rather, approaches to IPC, “…should be responsive to the
needs and context of the community” (Vogel, Kanzler, Aikens, & Goodie, 2017, p. 81). It makes
sense that the needs and context of rural and underserved communities will differ from large VA
facilities and academic medical centers, settings within which most IPC research has been done
to date (Hunter et al., 2018). Most research to date on IPC practices has examined academic
medical centers (AMCs) or government-sponsored identities (GSIs, such as the Department of
Defense, U.S. Department of Veterans Affairs, etc.) (Hunter et al., 2018). In other words, most
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research to date has focused on metro areas and well-resourced settings, leaving those clinics in
rural and/or underserved communities without much representation in research findings. The
generalizability of existing IPC research regarding the quadruple aim to community health
centers (CHCs) and other rural care settings may be limited.
Standardizing clinic procedures and workflow is critical in achieving and measuring
degree of healthcare integration in a given clinic; otherwise, it would be difficult or impossible to
achieve and/or measure the different facets of IPC (e.g., operating as a team by using warm
handoffs for behavioral health concerns, sharing the electronic health record to coordinate care).
The challenge is that standardization does not always take into account contextual factors that
may make some aspects of healthcare integration more difficult for certain clinics, such as those
clinics serving traditionally underserved and rural communities. In fact, traditional IPC models
may inadequately address the health needs of rural residents (Selby-Nelson, Bradley, Schiefer, &
Hoover-Thompson, 2018). Specifically, Selby-Nelson et al. (2018) highlight that scarcity of
specialty mental health services in rural communities and the reality that these services are more
difficult to access in rural areas due to the previously reviewed reasons (long distances to travel,
lack of public transportation, higher poverty, less insurance coverage, higher rates of illiteracy).
Additionally, Selby-Nelson et al. (2018) note that rural residents may be less amenable to mental
health care in general due to stigma associated with seeking treatment for mental health issues,
lack of anonymity in rural communities, and a strong sense of independence and self-reliance
that composes rural cultural values. Given these realities, it is likely that adaptations to IPC
models must be made in order to adequately address the needs of rural populations.
Behavioral health consultants (BHCs) may be the only mental health providers in or
within hundreds of miles of the rural communities they serve (Selby-Nelson et al., 2018). BHCs
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in rural settings will likely be asked to provide traditional specialty mental health care in addition
to shorter 15-30 minute visits, expanding the average visit length and increasing the number of
visits that are typical of IPC model targets (average number of visits is about 4 and average
length of time of visits is less than 30 min; Brawer et al., 2010). In other words, BHCs in rural
settings must be more patient-driven in treatment duration, whereas BHCs in urban settings may
have the luxury of referral for more severe or complex patients. BHCs in rural clinics may also
provide psychological testing and assessment services within their scopes of competency if these
options are not available elsewhere in the community. They may also provide additional services
in the absence of social workers or care managers, such as legal advocacy or assistance with
navigating social resources, such as food assistance or assistance with transportation. Although
typical IPC models specify a ratio of 1:3 or 4 medical to behavioral health providers as ideal
(Robinson & Reiter, 2015), these ratios may be difficult to achieve in rural settings, as many
rural areas have fewer than 3 or 4 medical providers. Thus, behavioral health providers are
compelled to adjust to their schedules and broaden their roles to compensate for fewer warmhandoffs in a given day. This may include accepting therapy clients outside of the context of
primary care in order to augment their practice and make their position more sustainable (SelbyNelson et al., 2018). Billing practices are also a challenge for IPC in rural settings, as urban and
better resourced settings are able to use health and behavior codes, which reimburse at a reduced
rate relative to psychotherapy codes (Kessler, 2008; Selby-Nelson et al., 2018). Rural clinics do
not always have the resources to use health and behavior codes for short-term visits, which
presents the additional difficulty of whether a clinic is able to offer this service. Selby-Nelson
and colleagues (2018) suggest using both billing codes, negotiating payment contracts for IPC
services through Medicaid, and utilizing students in psychology, counseling and social work in
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states that may bill for their services may help rural clinics with this issue (Miller et al., 2014;
Selby-Nelson et al., 2018). Given these considerations, more flexible behavioral health service
delivery is warranted in rural clinic contexts (Selby-Nelson et al., 2018).
Ultimately, further investigation into flexibility and accommodations for implementation
of IPC in rural settings would be a helpful contribution to the literature. Increased understanding
of these adaptations should promote recruitment and retention of behavioral health providers in
rural IPC settings, minimize the risk of overall provider burnout, and thereby increase patient
access to comprehensive quality care in rural settings. Adherence to an existing IPC model may
provide a helpful template in rural settings. At the same time, however, flexibility in the model
and thoughtful adaptation to meet the needs of diverse communities would also promote fidelity
to integrated health care philosophy (Mauksch & Fogarty, 2016; Selby-Nelson et al., 2018).
Defining “Rurality”
There are dozens of definitions of “rurality” in the U.S. In fact, depending on the U.S.
agency or specific use of the term, the percentage of the U.S. population considered “rural”
ranges widely from 17 to 49% (USDA, 2008). The U.S. Census Bureau describes Urbanized
Areas as those with 50,000 or more people. Urban Clusters are communities with populations
ranging from 2,500 to 49,999, and Rural Towns comprise fewer than 2,500 people. These
definitions are further dichotomized, with communities of 50,000 or more people being classified
as Metropolitan, and those with fewer than 50,000 people being classified as non-Metropolitan.
The Federal Office of Rural Health Policy (FORHP) within the Health Resources and Services
Administration (HRSA) classifies all non-Metro counties as rural and distinguishes degree of
rurality using Rural-Urban Commuting Area (RUCA) codes (HRSA, 2018). These ten codes
provide a more granular distinction between metro and non-metro areas based on size and
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primary commuting flows of residents. RUCA codes range from ‘1’ representing a metro area
with primary commuting flow to an urbanized area, to ‘10’, rural areas with primary flow to a
tract outside of an urban area or urban cluster. In other words, 1 is the most metro code, and 10 is
the most rural.
Community Health Centers
Primary care-based health care settings come in different forms and include community
health centers, hospital settings, private clinics, VA medical centers, and university clinics.
Community Health Centers tend to be underrepresented in the research, as they typically lack the
staff and financial support for research projects that larger and more profitable settings are able
to conduct (Hunter et al. 2018). Approximately 25 million Americans receive their healthcare
from CHCs (NACHC, n.d). Existing studies examining the outcomes of IPC in CHCs
demonstrate increased access to medical and mental health care, enhanced health outcomes, and
reduced costs associated with hospitalizations (Krupski et al., 2016; Wells, Kite, Breckenridge,
Sunberry, 2018). Attention to feasibility and appropriateness of IPC are important outcomes to
consider for these settings. CHCs are non-profit, patient-centered and patient-directed
community-based health care clinics that care for underserved, underinsured and uninsured
people. That is, they serve individuals with historically limited access to health services—mostly
low-income individuals who are either uninsured or covered by Medicaid (Forrest & Whelan,
2000). In Montana, approximately 18 CHCs and their 84 main and satellite clinics employ
approximately 270 medical and behavioral health providers and serve around 100,000 people, or
roughly 10% of the state’s population (T. Nauts, Montana Primary Care Association, personal
communication, January 11, 2021; MPCA, 2021; U.S. Census Bureau, 2010).
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CHC patients tend to be more medically complex than general population primary care
patients, presenting with greater degrees of comorbid medical and mental health conditions and
chronic illness (National Association of Community Health Centers, 2018). Many CHCs receive
federal support from HRSA or through Section 330 of the Public Health Service Act; these
CHCs are classified as Federally Qualified Health Centers (FQHCs). In order to qualify for
FQHC designation, clinics must be located in or serve a high-need community, be governed by a
community board of patients who represent the population served and provide comprehensive
primary health care (including supportive services, such as translation and transportation that
allow for access to health care). Further, FQHCs must provide sliding-fee scale services and
meet additional performance and accountability requirements (CDC, 2018). In Montana,
approximately 70% of Community Health Centers are located in rural counties according to this
definition (MPCA, 2019).
The Effect of COVID-19 Job Satisfaction and Burnout among Health Care Workers
It is worth noting that this project was proposed shortly before the COVID-19 pandemic
had reached the United States (October of 2019). The inception of the pandemic delayed the start
of data collection. It is understood that the pandemic has had a direct effect on job satisfaction
and burnout among health care providers. Thus, a brief review of COVID-19 and job satisfaction
and burnout is included. At the time of writing, there were an estimated 84.4 million cases and
1.84 million deaths worldwide. In the US, as of early January, 2021, there were 20.5 million
cases and 350,000 deaths in the United States due to the pandemic (Almukhatar et al., 2021).
These deaths are directly related to COVID-19, and do not reflect the loss related to incidental
deaths (e.g., loss of resources, isolation and psychological distress, drug overdose, etc.). The
consequences of the pandemic for people throughout the world have been staggering. Death, job
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loss, homelessness, isolation, and lack of adequate medical care join many other consequences
affecting millions of people around the world.
Relevant to this project and perhaps not surprisingly, recent research indicates that the
COVID-19 pandemic has increased burnout among physicians (Amanullah & Shankar, 2020). It
appears that increased workload is the main culprit. Importantly, these researchers point out that
exposure to COVID-19 does not necessarily contribute to increased burnout; instead, burnout
appears to be related to the demands it has placed on health care workers and society as a whole.
Bradley and Chahar (2020) further elaborate that beyond increased workload, additional stressors
may result in increased burnout among health care workers. These stressors include lack of
adequate personal protective equipment (PPE), fear of catching COVID-19 and/or spreading it to
family members, social isolation, and economic consequences. Bradley and Chahar (2020) also
cite the changing practice of medicine since the pandemic began, including decreased outpatient
revenue, reductions in salary and benefits, increased use of telemedicine, and effects on the
relationships among providers, as well as with their patients. Furthermore, depression, anxiety
and insomnia appear to have increased for health care workers in multiple countries since the
pandemic began (Lai et al., 2020; Zhang et al., 2020; Leskovic et al., 2020).
Measuring Degree of Integrated Primary Care (IPC)
Just as there are many models for delivering IPC services, there are many ways to
measure degree of IPC penetration or integration in a particular clinic. The following presents a
brief review of some common measures of IPC used in practice settings and in the research
literature.
SAMHSA Standard Framework for Levels of Integrated Healthcare

27

The Substance Abuse and Mental Health Services Administration (SAMHSA) and HRSA
Center for Integrated Health Solutions developed a Standard Framework for Levels of Integrated
Healthcare (SAMHSA Scale) to help primary health care providers identify and understand
where they fall on a five-point integration continuum (Heath et al., 2013). These levels are
broken across five levels and range from minimal collaboration to full integration. They include
the following descriptors:
(1) Minimal Collaboration: Mental health specialty care providers and primary care
providers work in separate facilities, have separate clinical management and
scheduling systems, and communicate sporadically, if at all. This includes clinics
with no behavioral health services, in which providers may make a referral to a
community resource for mental health concerns.
(2) Basic Collaboration from a Distance: Primary care and mental health specialty care
providers have separate systems at separate sites, but engage in periodic
communication about shared patients. Communication occurs typically by telephone
or secure electronic mail/messaging or letter.
(3) Basic Collaboration on-site: Mental health specialty care and primary care providers
have separate clinical management systems but share the same facility. Proximity
allows for more communication, but communication remains somewhat limited.
(4) Close Collaboration/Partly Integrated: Mental health specialty care and primary care
providers share the same facility and have some systems in common, such as
scheduling appointments or medical records. Physical proximity allows for regular
face-to-face communication among mental health and physical health providers.
There is a sense of being part of a larger team in which providers appreciate the role
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of both mental health and primary health care professionals in treating the shared
patient.
(5) Fully Integrated: The mental health specialty care providers and primary care
providers are part of the same team. The patient experiences treatment for mental
health and behavioral health concerns as an integral part of his or her regular primary
care.
The framework aims to create a common language to assist with integration
implementation efforts, demonstrate progress, and support integration assessment efforts. This
tool describes aforementioned the five levels of healthcare integration and asks providers and/or
administrators to identify where they fall on the scale via self-report (Doherty, McDaniel, and
Baird, 1996; Heath, et al., 2013).
Integrated Practice Assessment Tool (IPAT)
Because of the subjectivity in self-assessment on the Standard Framework for Levels of
Integrated Care, Waxmonsky, Auxier, Wise, Romero, and Heath (2014) developed the Integrated
Practice Assessment Tool (IPAT). This tool aims for greater objectivity and uses a decision tree
series of ‘yes’/‘no’ questions regarding clinic practices that ultimately categorize a practice on a
continuum of six levels ranging from pre-coordinated through fully integrated. Questions assess
whether medical and behavioral health providers are within one facility, whether providers
communicate with each other on a regular basis, whether providers actively share patient care,
etc. Importantly, responses to questions will vary depending on the personnel completing the
measure, as well as their level of knowledge about their practice. Therefore, the authors suggest
that the measure be completed by at least two people with intimate knowledge about the clinic to
yield the most accurate result (Waxmonsky et al., 2014).
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Patient-Centered Integrated Behavioral Health Care Principles & Tasks Checklist
The Advancing Integrated Mental Health Solutions (AIMS) Center at the University of
Washington developed the Patient-Centered Integrated Behavioral Health Care Principles &
Tasks Checklist in 2011 with the help AHRQ. This tool assesses the degree of behavioral health
integration in primary care settings by surveying clinic administrators. The domains covered
involve patient identification and diagnosis of behavioral health issues (e.g., such as using the
PHQ-2 or 9 at each visit), engagement in collaborative care, using evidence-based treatments,
systematic follow-up and relapse prevention, communication and care coordination, systematic
psychiatric case review and consultation, and program oversight and quality improvement. The
AIMS measure is intended to help organizations identify the components of their practice to
develop further in order to more fully integrate (AIMS Center, 2014).
Level of Integration Measure (LIM)
Fauth and Tremblay’s (2011) Level of Integration Measure (LIM) allows for rating the
degree to which IPC has occurred in a clinic setting from the perspective of providers and staff
(i.e., medical providers, behavioral health providers, other staff). It is a 35-item measure using
Likert-type scale questions to assess for integration across six domains. The LIM has strong
internal consistency overall (Cronbach’s alpha = 0.95) and for each of six domains (Cronbach’s
alphas = 0.71-0.92), including clinical practice, clinical systems integration, training and
consultation, interdisciplinary alliances, provider beliefs and commitment, and leadership. Scores
on the LIM range from zero to 100, with higher scores indicating greater degree of integration
(Fauth & Tremblay, 2011). The LIM also demonstrates convergent validity with other measures
of behavioral health integration (Beehler, Funderburk, Possemato, & Dollar, 2013).
Maine Health Access Foundation Site Self-Assessment Evaluation Tool (MeHAF)
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The Maine Health Access Foundation Site Self-Assessment Evaluation Tool (MeHAF)
uses a checklist format to evaluate integrated care services and find ways in which services could
be enhanced (Scheirer, Leonard, Ronan, & Booner, 2010). It measures 32 dimensions and is
based on the Assessment of Primary Care Resources and Supports for Chronic Disease SelfManagement (PCRS), a psychometrically sound measure developed by the Robert Wood
Johnson Foundation (Brownson et al., 2007).
Practice Integration Profile
The Practice Integration Profile (PIP) provides clinics and researchers another tool for
measuring the degree of behavioral health integration in primary care settings (Kessler et al.,
2016). Developed by a group of national integration researchers and clinicians based on the
observation that there had not yet been a reliable measurement tool to compare behavioral
healthcare integration into primary care settings across practices, the PIP purports to do just that
(Mullin et al., 2019). The PIP examines six domain scores that come from the AHRQ Lexicon
for Behavioral Health and Primary Care Integration. The AHRQ lexicon outlines a common
language for describing multiple facets of integrated health care delivery (Peek & the National
Integration Academy Council, 2013). Integration domains captured by the measure include:
clinic structures and processes, standardized workflow, workspace, provider communication and
shared care, patient screening, and patient engagement and follow-up. The measure is a selfadministered web-based survey intended to be completed by the Medical Director and Senior
Behavioral Health clinician in a given setting (Practice Integration Profile, 2013).
Kessler and colleagues (2016) report evidence of validity and reliability for the PIP. The
measure evidences high internal consistency reliability (Cronbach’s alpha = 0.95) and evidence
of test-retest reliability, as there was no association between the amount of change in integration
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and time between responses. Additionally, research in a convenience sample of 152 clinics in 35
states provided construct validity evidence, as the PIP discriminated clinics on the basis of
degree of integration, while controlling for potential confounds such as respondent role, practice
size, and location. Because the PIP’s items come from the Lexicon for Behavioral Health and
Primary Care Integration (Peek & the National Integration Academy Council, 2013), the
measure has evidence for content validity. Furthermore, Macchi and colleagues (2016) found
that other reviewed tools for measuring healthcare integration (IPAT, MeHAF, BHICA) lack a
shared theoretical foundation with little overlap, rendering them poorly suited for comparing
sites or capturing true level of healthcare integration.
Present Study and Hypotheses
Most research on IPC outcomes has examined large academic medical centers and VA
medical centers (Hunter et al., 2018), and little attention has been paid to understanding rural
health care provider job satisfaction and burnout—important elements of the quadruple aim
(Haggarty et al., 2013). Further research is needed on provider job satisfaction and burnout
among medical and behavioral health providers (Waddimba et al., 2016). Although a couple of
studies have linked less medical provider burnout with greater degree of healthcare integration
(Helfrich et al., 2014; Zubatsky et al., 2018), more research is warranted. Additionally, less is
known about whether this same link exists for behavioral health as well as medical providers
(Zubastky et al., 2019). Organization-directed interventions—such as co-locating medical and
behavioral health care, sharing records, collaborating, decreasing caseload, training staff and
providers in clinic flow—appear to be most effective in reducing burnout among physicians and
behavioral health providers (Panagioti, et al., 2017; Morse et al., 2012), so it seems reasonable
that IPC models would analogously buffer against provider burnout.

32

We hypothesized that there would be greater job satisfaction and less burnout among
both medical and behavioral health providers in those health care settings with a greater degree
of integrated behavioral health, and that this effect would be magnified in rural settings. We
expected that rurality had potential to moderate this relationship—degree of IPC serving as a
more robust facilitator of job satisfaction and buffer of burnout in more rural communities. We
also included exploratory analysis of opinions endorsed by health care providers, as relevant to
job satisfaction, burnout, and the COVID-19 pandemic.
Method
We tested our hypotheses using a cross-sectional, observational design and self-report
methodology.
Procedures
We deployed an invitation to a web-based survey hosted on Qualtrics, a secure electronic
survey platform. Using a snowball sampling technique, the invitation was sent by electronic mail
to medical and behavioral health care providers, clinic directors, health care membership
organizations, researchers, and additional relevant contacts to help with disbursement.
Instructions asked recipients to complete the survey and/or forward it on to relevant contacts
(medical and behavioral health care providers at primary care-based health care settings in
Montana). This technique was used as, to our knowledge, there was no public email list we could
access to reach everyone in our desired population. We leveraged the Montana Primary Care
Association (MPCA), Montana Healthcare Foundation (MHCF), and practitioners and
researchers with health care setting contacts throughout the state for help in disseminating the
survey. We also searched for provider email addresses and phone numbers online and sent the
survey to individual addresses when they were available, while also asking administrative staff
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and directors to forward the survey to potential respondents. Approximately 145 unique emails
were sent to health care providers, clinic directors and administration and contacts at
membership organizations.
The survey included an explanation that participation was voluntary. Funding was
secured about one month into data collection to incentivize response by the Montana Primary
Care Association ($1,000). After University of Montana IRB amendment approval, survey
instructions detailed an anonymous link that directed respondents to a random drawing for a $25
Starbucks gift card. Instructions were also included for those who had already completed the
survey, as they also could enter the drawing. The follow-up to award winning participants was
conducted by the Montana Primary Care Association. We sent three follow-up emails to
potential respondents. We used guidance from Thorpe and colleagues (2008) and Dillman and
colleagues (2014) to maximize response rates while studying healthcare providers (i.e., keeping
the timing of the survey to a minimum, delivering the survey in an accessible online format and
incentivizing participation). We allowed three months for responses to be collected: August –
October 2020.
Materials
We used the abbreviated Maslach Burnout Inventory (MBI) for Health and Human
Service Providers to assess for burnout: (Maslach & Jackson, 1981; Maslach & Leiter, 2008). To
assess for job satisfaction, we used the Satisfaction of Employees in Health Care Survey (SEHC)
(Alpern et al., 2013; Chang et al., 2017) global items. To assess for degree of integration, we
used the Practice Integration Profile (PIP; Kessler et al., 2016) and SAMHSA’s Framework for
Levels of Integrated Care (Doherty, McDaniel, and Baird, 1996; Heath, et al., 2013). To assess
for previous training in IPC and to elucidate provider attitudes about working as a team and
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attending to biopsychosocial factors, we used a face-valid survey instrument designed for the
present study. We used face-valid questions to assess for basic demographic information (age,
gender identity, race/ethnicity, education level, job title, years in practice, previous training, etc.)
and additional information outlined below. These questions were vetted in advance by a sample
of health care providers who represented the target population, as well as members of our
research lab to assess for readability. See Appendix A for the full survey instrument, which
includes all of the aforementioned measures. Additional information about each measure is
detailed below.
Questionnaires for Providers
Surveys were distributed to medical and behavioral health providers to assess for
attitudes regarding treating behavioral health concerns in primary care, clinic resources,
experiences with IPC implementation and practice (challenges, successes and flexibility),
provider IPC training experiences, and additional characteristics. The survey assessed for
individual-level and practice-level characteristics, including demographic information and
questions about clinic resources and practices.
Rurality was a dichotomous variable (rural = 1, urban = 2) and based on self-report of the
participant. Years in practice as a health care provider was calculated as a categorical variable
with pre-set bands around years in practice (e.g., 0-2, 3-5, 6-10, 11-15, 16-20, 21-29, 30+).
Whether someone was in loan repayment and whether someone lived where they worked were
both calculated as dichotomous variables (yes = 1, no = 2). Being a medical or behavioral health
care provider was also a dichotomous variable (1 = medical provider, 2 = behavioral health
provider). The variable amount of patients seen who are uninsured or on Medicaid was
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dichotomized into: (1) More than 50 percent are on Medicaid or uninsured and (2) Less than 50
percent are on Medicaid or uninsured.
Level of Integration Measure: Practice Integration Profile (PIP) and SAMHSA Framework
for Levels of Integrated Care
We used the Practice Integration Profile (PIP) (Kessler et al., 2016) to measure IPC
integration because it appears to be the most psychometrically sound measure for describing and
measuring the degree of IPC. The PIP has a low response burden, with average completion time
taking less than 10 minutes. In addition, the measure has high face validity and the literature
documents evidence of construct validity (e.g., the PIP distinguishes among practices with
known variations in integration) and high internal consistency (Kessler et al., 2016). As
discussed previously, the PIP comes from the AHRQ Lexicon for Behavioral Health and
Primary Care Integration (Peek & the National Integration Academy Council, 2013) and is a 30item, self-administered, web-based survey. The PIP allows for a relatively nuanced
understanding of where a particular clinic stands as far as overall integration level. The measure
also includes six subscales that measure more specific IPC domains. Subscales include workflow,
clinical services, workspace, shared care and integration, case identification, and patient
engagement (Kessler et al., 2016). Questions within the workflow subscale refer to standard
protocols and systems that facilitate tracking and connecting patients with behavioral health
services, such as the use of a patient registry and protocols designed to identify, treat and followup with patients in need of behavioral health services. Clinical services means that clinicians are
on-site and available for many behavioral health concerns, such as crisis services, patients with
substance use disorders and/or serious mental illness, and the ability to offer evidence-based
psychotherapy and/or medications for these concerns. Questions on the workspace subscale refer
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to whether medical and behavioral health providers are co-located and records are shared. Shared
care and integration points to quality and amount of time behavioral health and medical
clinicians spend together, referring to shared education activities, joint care plans and overall
collaboration. Case identification means that clinics regularly or universally screen for
behavioral health conditions during medical visits. Finally, patient engagement questions involve
the successful engagement, referral, retention, and follow-up of patients with behavioral health
needs. These subscales operate together to compose the full PIP score of integration.
Respondents are asked about their clinic practices and rate a series of statements on a 5point scale from 0% (never for any aspects of care) to 100% (always for every aspect of care).
Scoring the PIP involves assigning each question a value of zero to four, summing the total of
each domain, and multiplying by 100. To create the total IPC score, one takes an average of all
six domains (R. Kessler, personal communication, July 10, 2019). The PIP can be found in
Appendix C.
In order to make a less fine-grained comparison of level of integration and potentially
provide some convergent validity, we also used the SAMHSA Framework for Levels of
Integrated Care (Doherty, McDaniel, and Baird, 1996; Heath, et al., 2013). Scoring this measure
is straightforward, as the score reflects which of 5 ordered levels of IPC the respondent chooses.
Appendix B presents the SAMHSA scale.
Provider Job Satisfaction Measure: Satisfaction of Employees in Health Care Survey (SEHC)
Global Items
To assess for provider job satisfaction, we used the two global satisfaction items of the
Satisfaction of Employees in Health Care Survey (SEHC). The SEHC is a 20-item face valid
measure of job satisfaction in healthcare settings. Originally constructed to measure job
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satisfaction among Ethiopian healthcare teams (Alpern et al., 2013), the measure has been
validated in U.S. healthcare populations, demonstrating adequate reliability (Cronbach’s alpha =
0.94) and validity (r = 0.77, p < 0.05) to assess for job satisfaction among U.S. healthcare staff
(Chang, et al., 2017). Although there are a few other measures designed to address job
satisfaction among a specific population among healthcare teams (e.g., nurses, doctors, nursing
aides; Castle et al., 2007; Lloyd, Streiner, Hahn, & Shannon, 1994; Traynor & Wade, 1993), the
SEHC is explicitly intended for use among multidisciplinary healthcare team members, including
both medical and behavioral health providers (Chang et al., 2017).
All but one of the SEHC questions use a 4-point Likert response scale from 1, Strongly
Disagree, to 4, Strongly Agree. The overall job satisfaction score is calculated by summing the
score across the first 18 items and calculating the mean. Higher scores reflect greater degree of
job satisfaction (Chang et al., 2017). Two additional SEHC items reflect respondents’ global
satisfaction. Correlations between these items and the total SEHC 18-item score are high (0.77
and 0.76) and statistically significant (p < .05) (Chang et al., 2017).
We used the two global satisfaction items from the SEHC to measure respondents’ job
satisfaction. One of these items asked whether respondents would recommend their work setting
to others as a ‘good place to work.’ This item used the 4-point Likert response scale described
above. The second satisfaction item asked respondents to rate their work setting on a 10-point
response scale ranging from 1 (“the worst”) to 10 (“the best”). Following Chang et al. (2017),
we calculated respondents’ job satisfaction score, by first transforming ratings from the two
global satisfaction items to create scales ranging from 1 to 100. That is, the Likert scale of 1 to 4
was transformed to 25 to 100 and the scale from 1 to 10 was transformed to 10 to 100. The
responses were added together, and a mean was calculated to reflect final global satisfaction
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rating. Scores closer to 100 represented greater job satisfaction (Chang et al., 2017). The SEHC
is located in Appendix D.
Provider Burnout Measure: Maslach Burnout Inventory for Health and Human Service
Providers
We used the Maslach Burnout Inventory (MBI) abbreviated version for Health and
Human Service Providers to assess for provider burnout (Maslach, Schaufeli, & Leiter, 2001;
Maslach & Leiter, 2008). We obtained appropriate permission by purchasing licenses to
distribute this measure via Mind Garden, Inc. Originally developed in 1981 to study occupational
burnout, the MBI has been used to study professions in many countries around the world
(Maslach & Jackson, 1981; Maslach, Schaufeli & Leiter, 2001). The MBI purportedly has the
strongest psychometric properties of existing burnout measures and is the most widely used scale
by researchers studying burnout (Maslach, Schaufeli & Leiter, 2001). The MBI has high
reliability estimates (Cronbach’s alpha = 0.83) and good validity evidence (Maslach & Jackson,
1981).
The MBI for Health and Human Service Providers assesses three dimensions of burnout
derived through factor analysis: emotional exhaustion (EE), depersonalization (DP), and
professional accomplishment (PA) (Maslach, Jackson & Leiter, 1996; Maslach, Schaufeli, &
Leiter, 2001; Maslach & Leiter, 2008). Emotional exhaustion is the most widely reported factor
within burnout and is also referred to as burnout (Maslach, Jackson & Leiter, 1996; Panagioti et
al., 2017; Zubatsky et al., 2018; Zubatsky et al., 2020). Emotional exhaustion/burnout captures
feelings of fatigue, overwhelm, depletion, and feeling overextended. Depersonalization is
theorized to be a response to this exhaustion or burnout. Depersonalization captures the
phenomenon of individuals putting distance between themselves and the people they serve, so as
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to not take on the emotional consequence of seeing these individuals as unique and personal.
This allows them to achieve work demands while mitigating emotional exhaustion. Personal
inefficacy, or reduced personal accomplishment, appears to be a function of both emotional
exhaustion and depersonalization—factors that interfere with one’s ability to feel effective at
work. The MBI for Health and Human Service Providers is a 9-item scale that measures burnout
from each of these domains (Maslach, Schaufeli, & Leiter, 2001). Respondents respond to each
statement by classifying it on a frequency scale from 0 to 6, with 0 representing never and 6
representing every day. Each subscale adds to 18, and scores closer to 18 represent greater
degrees of burnout. The MBI for Health and Human Service Providers can be found in Appendix
E.
Analyses
Descriptive statistics were used to analyze demographic data. We tested our primary
hypotheses with separate hierarchical linear regressions. In each case, burnout and job
satisfaction were regressed on degree of integrated care and relevant covariates. We employed an
empirical approach to model building. Bivariate correlation coefficients were calculated for all
potentially relevant covariates. Those variables that evidenced significant correlations (p < .05)
with the dependent variable (burnout or job satisfaction) were included as covariates in the
respective model.
Results
One-hundred eighty-eight participants responded to the survey and 163 identified
themselves as health care providers working in a Montana health care setting. Of those
respondents, approximately 16 responded only to initial demographic questions, neglecting the
vast majority of the survey questions, including our primary variables of interest. These
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participants were excluded casewise from analyses. Thus, our total sample size of Montana
health care providers was 147.
Participants. Table 1 presents respondents’ demographic data and characteristics of the
clinics where they work. Most respondents identified as women (76.7%) and most were between
the ages 30 – 49 years old (65.1%). Most respondents identified as White/European American
(89.4%), with very few endorsing a minority racial/ethnic identity (4.3% American Indian or
Alaska Native; 2.1% Hispanic or Latino, 1.0% as Native Hawaiian or Other Pacific Islander, and
3.5% as Other).
Provider type was almost evenly split, with 52.4% of the sample identifying as medical
providers and 47.6% identifying as behavioral health providers. The sample included 31.7% with
an MD or DO; 20.7% with a BSW or MSW; 17.9% with a Nursing BS, Masters or Doctorate;
11.0% with a Psychology MA/MS or PhD; 8.3% with a Counseling MA or PhD/EdD; 1.0% with
a Doctorate in Physical Therapy; and 9.7% listed “other” as their professional degree. Nearly
one-third of the sample (31.5%) were early-career professionals, as they had been in practice as a
health care provider for 0-5 years; 43.1% had practiced for 6-15 years, and 25.3% had been in
practice for 16+ years. Most of the sample (72.1%) endorsed being at their current clinic for zero
to five years. Twenty percent had been at their current clinic for 6-15 years, and 7.5% endorsed
having worked at their current clinic for 16+ years.
Providers worked in various settings, including Community Health Centers (40.1%),
hospital-based primary care settings (36.7%), private clinics (2.7%), and “other” settings
(19.8%). More than half of providers indicated that they practiced in a rural setting (59.2%) or
indicated that most of their patients traveled from rural communities for care (64.4%). Most
respondents (72.9%) reported that the majority of their patient population was insured by
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Medicaid or uninsured. Most of the sample indicated that they had received previous training in
IPC (69.2%) through continued education, self-directed study, supervised clinical experience,
and/or undergraduate or graduate-level exposure to the topic.
As far as degree of health care integration, as measured by the SAMHSA Levels of
Integrated Care, respondents reported the following about their respective clinics: 33.3%
reported being fully integrated; 35.4% were close collaboration/partly integrated; 6.8% endorsed
basic collaboration on-site; 15.6% sanctioned basic collaboration from a distance; and 8.8%
indicated that their clinics had minimal to no collaboration. Table 2 presents results from the
Practice Integration Profile (PIP). When using PIP to measure IPC, the sample’s mean
integration score was 51.9 (SD = 4.8) (out of 100, with 100 representing full integration and 0
representing no integration;). The domain shared care and integration produced the lowest mean
(M = 41.3; SD = 4.0); workspace showed the highest mean (M = 63.8; SD = 2.5), meaning that
this domain had the highest overall integration. Additional domain means were as follow, in
descending order of most to least integration: case identification (M = 61.0; SD = 4.7); clinical
services (M = 56.1; SD = 8.7); workflow (M = 47.5, SD = 5.2); and patient engagement (M =
41.9; SD = 3.6).
Table 3 presents results from the abbreviated Maslach Burnout Inventory scale for Health
and Human Service Professionals. The mean score for respondent emotional exhaustion/burnout
was 8.3 (SD = 4.2) out of a total of 18, with higher scores representing greater burnout/emotional
exhaustion. The other two subscales of the MBI were personal accomplishment (M = 15.7, SD =
2.1) and depersonalization (M = 2.2, SD = 2.8), also out of a total of 18 with higher scores
representing higher personal accomplishment and a higher sense of depersonalization,
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respectively. The mean score for job satisfaction, as measured by the SEHC, was 82.14 (out of
100, with 100 representing the high end of satisfaction; SD = 15.08; Mdn = 90).
Analysis of hypotheses. Separate multiple linear regressions were calculated to predict
job satisfaction (as measured by the SEHC) and burnout (as measured by the MBI emotional
exhaustion scale). Level of health care integration, as measured by the SAMHSA Scale and the
PIP in separate regression models, was the primary predictor of interest. We controlled for other
predictive variables. As described previously, the model building approach was informed
empirically by the data set. We first computed bivariate Pearson product-moment correlation
coefficients to examine factors associated with job satisfaction and burnout. These coefficients
are presented in Table 4. We included as covariates the variables with significant bivariate
correlations between potential predictors of job satisfaction and burnout (p < .05).
Predicting Job Satisfaction
Inspection of the correlation matrix indicated that years in practice as a health care
provider (r = 0.23, n = 145, p < .01), rurality (r = 0.17, n = 146, p < .05), loan repayment status
(r = 0.18, n = 146, p < .05), and living where one works (r = -0.15, n = 146, p < .05) were all
significantly related to job satisfaction. These variables were included as covariates in the first
step of the job satisfaction regression models
Model 1. Table 5 presents results of the first multiple regression analysis, which tested
whether level of behavioral health care integration (IPC) as measured by the PIP significantly
predicted job satisfaction as measured by the SEHC. In the first step of the model, the covariates
were regressed on job satisfaction. In the second step, level of IPC, as measured by the PIP, was
added to the model. As predicted, level of IPC significantly predicted job satisfaction above and
beyond the included covariates, accounting for 3.8% of the variance in job satisfaction scores
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(ΔR2 = 0.038; B = 0.123, p < .05). The overall model was significant, F(5, 131) = 4.09, p < .01,
(R2 = 0.140), and accounted for 14.0% of the variance in job satisfaction.
Model 2. Table 6 shows the results of a multiple regression analysis found that health
care integration as measured by the SAMHSA Scale also significantly predicted job satisfaction
(SEHC), while controlling for the same covariates. In the first step of the model, the covariates
were regressed on job satisfaction. In the second step, level of integration measured by the
SAMHSA Scale was added to the model. Level of IPC via the SAMHSA Scale trended toward
significant prediction of job satisfaction above and beyond covariates, accounting for 2.4% of the
variance in job satisfaction scores (ΔR2 = 0.024; B = 1.830, p = .053). The overall model was
significant, F(5, 144) = 4.13, p < .01 (R2 =.129). In other words, level of health care integration
(as measured by two separate instruments: the PIP and SAMHSA scale) has significant
predictive power for greater provider job satisfaction, above and beyond covariates.
Due to the significant negative skew among job satisfaction scores (i.e., SEHC), we
conducted a logarithmic transformation to approximate a near normal distribution with a new
variable, which tempered our job satisfaction results. With the transformed job satisfaction
variable, level of IPC, as measured by the PIP, retained significant prediction of job satisfaction
above and beyond included covariates, accounting for 3.1% of the variance in job satisfaction
scores, (ΔR2 = 0.031; B = .001, p < .05). The overall model was significant, F(5, 131) = 3.39, p <
.01, (R2 = 0.119). When using the SAMHSA scale to model level of IPC, however, the model
predicting job satisfaction (ΔR2 = .020; B = 0.010, p = .080) merely trended towards significance,
F(5, 131) = 3.39, p < .01, (R2 = .111).
Predicting Burnout
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As discussed, there are three subscales of burnout: emotional exhaustion,
depersonalization and personal accomplishment. Table 4 presents the bivariate correlations
found among these variables, level of IPC, and other potential predictive variables. Bivariate
correlations showed that emotional exhaustion had a significant relationship with level of IPC.
Emotional exhaustion was, thus, included in the model to represent burnout. Those variables
found to have significant bivariate correlations with emotional exhaustion, or burnout, included
provider type (medical vs. behavioral health) (r = -.23, n = 147, p < .01), years in practice (r = .20, n = 146, p < .01), living where one works (r = .20, n = 147, p < .01), and with how many
health care providers one interreacted on a daily basis (r = .19, n = 147, p = .01). These
variables were included as covariates.
Model 3. Table 7 displays results of the model that tested whether IPC predicted provider
burnout. In the first step of the model, the covariates were regressed on the MBI emotional
exhaustion scale. In the second step, level of integration was added to the model. No significant
effects were found for integration when using the SAMHSA Scale to measure IPC (B = -0.256, p
= .306), so this model is not shown. In contrast, the model that included the PIP measure to
measure IPC was significant, F(5, 132) = 6.36, p < .001, and accounted for 20.0% of the overall
variance in burnout. The PIP demonstrated a significant main effect on step 2 (B = -0.036, p <
.01, ΔR2 = .043).
Moderation Analysis. We hypothesized that rurality might moderate the relationship
between health care integration and job satisfaction. In other words, we suspected that in more
rural areas, the relationship between IPC and job satisfaction would be even stronger; however,
our analysis did not support this hypothesis. To preform moderation analysis, we created a
multiplicative interaction term for the IPC and rurality interaction effect by multiplying the
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residuals (Aiken and West, 1991). Rurality was treated as a dichotomous statistical moderator
(Baron & Kenny, 1986; measured as rural versus urban). We hypothesized that IPC, as
measured by the PIP, would have a greater effect on provider job satisfaction, as measured by the
SEHC, in rural clinics. Moderation analyses were calculated automatically using the PROCESS
Procedure for SPSS. The effect of IPC on job satisfaction was not moderated by rurality, as the
interaction was not significant (ΔR2= .0006; F = .0759; p = .7834).
Exploratory data analyses
Correlational analyses. Table 8 displays the bivariate correlation matrix of PIP subscales
and job satisfaction and burnout. As described previously, the PIP includes six subscales
describing different dimensions of IPC. The total PIP score, representing total level of integrated
behavioral health, is made up of these subscales. Significant bivariate correlations with job
satisfaction were found with all but one of the subscales, workspace (r = .12 n = 130, p = .09).
The other significant correlations with job satisfaction were as follows: patient engagement (r =
.28, n = 120, p < .001); clinical services (r = .26, n = 126, p < .01); workflow (r = .25, n = 128, p
< .01); shared care and integration (r = .23, n = 124, p < .01), and case identification (r = .17, n
= 118, p < .05). Significant negative bivariate correlations were also found among all but one of
the subscales and burnout. These significant correlations were as follows: patient engagement (r
= -.38, n = 121, p < .001); workflow (r = -.38, n = 129, p < .001); clinical services (r = -.29, n =
127, p < .001); workspace (r = -.26, n = 131, p < .001); and shared care and integration (r = -.30,
n = 125, p < .001). Case identification trended toward a significant negative association with
burnout (r = -.15, n = 119, p = .052). While the MBI subscale, personal accomplishment did not
demonstrate any significant correlations with PIP subscales, depersonalization demonstrated
significant negative correlations with four out of the six subscales: shared care and integration (r
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= -.24, n = 125, p < .01); workflow (r = -.23, n = 129, p < .01); patient engagement (r = -.19, n =
121, p < .05), and clinical services (r = -.18, n = 127, p < .05).
Integration subscales. Tables 9 and 10 present the results of the regression analysis of
burnout and the PIP subscales, patient engagement and workflow, respectively. PIP subscales
patient engagement and workflow demonstrated an even greater correlation with burnout than the
overall PIP score. These scales also demonstrated significant positive correlations with job
satisfaction and significant negative correlations with depersonalization. We conducted multiple
linear regression analyses with burnout as the criterion, as described above in Model 3. In
contrast to the prior model, however, the primary predictors of interest were the PIP patient
engagement and workflow scores, rather than overall PIP score. The first step of each model was
the same as in Model 3, including the following covariates: provider type (medical vs. behavioral
health), years in practice, living where one works, and with how many health care providers one
interreacted on a daily basis. The second step of these models included the patient engagement
or workflow PIP subscale scores. Significant regression equations were found for each model:
patient engagement, F(5,120) = 7.90, p < .001 and workflow, F(5, 128) = 7.38, p < .001. PIPPatient engagement demonstrated significant prediction of burnout above and beyond covariates,
accounting for 9.4% of the variance in burnout scores (ΔR2 = .094; B = -0.368, p < .001) and the
whole model accounted for 25.6% of the variance explained. PIP-Workflow also demonstrated
significant prediction of burnout above and beyond covariates, accounting for 10.4% of the
variance in burnout scores (ΔR2 = .104; B = -0.259, p < .001). The full model accounted for
23.0% of the variance explained.
Health Care Provider Opinions
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Tables 11 – 13 display health care providers’ opinions about patient care, integrated
primary care, and job satisfaction, as well as how COVID-19 has impacted their work. Table 11
presents health care provider satisfaction with provision of care to patients. Only 37.9% of health
care providers agreed with the statement: “I am satisfied with the current level of
medical/behavioral health integration at my clinic.” Similarly, less than half agreed (45.0%) with
the statement: “I am satisfied with the current level of care for my clinic’s patients’ behavioral
and mental health needs,” while the majority (77.9%) agreed with that statement related to the
medical needs of patients. Most respondents (72.7%) agreed with the statement, “I think that
more integration between medical and behavioral health providers at my clinic would result in
increased job satisfaction among health care providers.”
Table 12 presents chi square tests that analyzed whether certain attitudes were endorsed
at significantly higher rates among providers at integrated versus non-integrated clinics. Health
care integration was dichotomized from the SAMHSA scale to “fully or partially integrated” (a 4
or 5) or “little to no integration” (a 1, 2 or 3). More providers from integrated clinics (54.2%) are
satisfied with the current level of care for their patients’ behavioral and mental health needs,
compared with 25.0% of providers from non-integrated clinics (p < .001). Relative to those from
non-integrated clinics, a higher proportion of providers from integrated clinics (42.2% versus
72.4%, p < .001) reported that their clinic is able to attend to the biopsychosocial concerns of
patients.
Analysis of COVID-19-related data. Table 13 presents findings regarding respondents’
perceptions of the impact of COVID-19 on patient care and work stress. At the time of data
collection (August – October of 2020), 42.9% of survey respondents had treated a patient who
had tested positive for COVID-19. As far as shifting clinical work to telehealth, 88.4% of
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respondents stated that “some” to “all” of their clinical work had shifted to telehealth due to the
pandemic (shown in Table 1), and just over half (54.2%) reported satisfaction with providing
remote care. Importantly, 71.3% of providers indicated that their work-life stress had worsened,
and 72.7% stated that their overall life stress had worsened since the start of the pandemic.
Additionally, the vast majority (83.1%) of providers remarked that their patients’
behavioral/mental health concerns had worsened. This finding stood in contrast to the fact that
40.6% of providers indicated that their patients’ medical concerns had worsened.
Discussion
Degree of integration in primary care-based health care settings is associated with greater
job satisfaction and less burnout among medical and behavioral health providers in Montana.
These relationships were observed even after controlling for a number of other statistically
significant covariates (i.e., number of years in practice, rurality, loan repayment status, medical
versus behavioral health care provider, living and working in the same community, and number
of other health care providers one interacts with on a daily basis). Our models using level of IPC
as the primary independent variable explained 11.9% of the variance of job satisfaction and 20%
of the variance of burnout; small and medium effect sizes, respectively. In more fine-grained
analyses, the PIP subscales, patient engagement and workflow, in addition to other included
covariates, explained 25% and 23% of the variance of burnout in our models, respectively, both
medium effect sizes. Although our results were cross-sectional, they contribute to the small but
growing evidence base that raises the possibility that IPC-based care has potential to support
provider job satisfaction and decrease burnout (Helfrich et al., 2014; Zubatsky et al., 2018;
Zubatsky et al., 2020). Importantly, our findings include behavioral health care providers—a
group often left out of studies on burnout (Morse et al., 2012). While two studies have linked the
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use of IPC as a buffer for burnout among primary care physicians, nurses, and administrative
staff (Helfrich et al., 2014; Zubatsky et al., 2018), to our knowledge only one published report
links IPC with behavioral health provider burnout (Zubatsky et al., 2020). Additionally, the
findings reported here featured respondents who practiced in a predominantly rural Mountain
West state and included a number of providers from Community Health Centers. These
populations are underrepresented in existing IPC research (Hunter et al., 2018). Thus, these
findings contribute to the limited literature that includes rural, underserved, and CHC settings, as
well as job satisfaction and burnout among behavioral health providers. Although the
generalizability of our findings to other states and care settings should be done cautiously, these
data provide preliminary evidence for the use of IPC as a possible way to support health care
provider job satisfaction and reduce burnout in primary care-based settings in a rural mountain
west state.
Previous research has found that certain systems-level variables are connected to burnout
among health care providers. These include organizational pressures, high caseloads, limited
communication among providers, and lack of shared care for patients (Morse et al., 2012; Sinsky
et al., 2013; Panagioti et al., 2017). Importantly, because these organizational components are
central to IPC–consistent care, our findings regarding job satisfaction and burnout make sense.
Indeed, IPC-consistent models provide multidisciplinary, team-based, patient-centered care, with
attention to shared duties for record-keeping, enhanced communication and collaboration among
providers (Hunter et al., 2018). Sharing clinical care among a team is associated with less
burnout and higher job satisfaction due to increased collaboration and spreading of clinical
responsibilities. This relaxes time-pressure and promotes team-oriented networks among
providers (Friedberg et al. 2014; Sinsky et al., 2014; Waddimba et al., 2016; Whitebird et al.,
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2016). In other words, systems-level variables found to be connected to burnout—lack of shared
care for patients, limited communication among providers and high caseloads—are partially
mitigated by IPC models, as they call for greater shared care of patients, as well as greater
communication and collaboration among providers. Organization-directed initiatives such as colocating medical and behavioral health care providers—central pieces of greater integrated
behavioral health—make communication, collaboration and documentation more streamlined
and increase overall job satisfaction among medical providers in primary care settings (Shipman
& Sinsky, 2013; Sinsky et al., 2013; Bodenheimer & Sinsky, 2014; Helfrich et al., 2014;
Panagioti, et al., 2017). These systems-level interventions map onto the organizational
components of IPC (e.g., team-based care, enhanced communication and communication,
record-sharing, co-location of medical and behavioral health).
Relatedly, patient engagement and workflow, as measured by the PIP, demonstrated two
of the strongest positive correlations with job satisfaction and strongest negative correlations
with burnout of any of the PIP subscales. Indeed, patient engagement and workflow
demonstrated a stronger relationship with burnout than overall integration (i.e., the total PIP
score) and a stronger relationship with burnout than any other covariate included in the model. In
other words, patient engagement and workflow appear to potentially provide some buffer against
burnout and may help to facilitate job satisfaction. These constructs refer to successfully
engaging and retaining patients in behavioral health services through appropriate referral and
follow-up, as well as having systems in place that allow for tracking and coordinating behavioral
health care treatment and referrals (e.g., patient registries, and standard protocols for
identification, treatment and referrals for behavioral health needs). This is consistent with
previous research, as limited communication among providers and lack of shared care for
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patients have documented associations with higher burnout (Morse et al., 2012; Panagioti et al.,
2017; Sinsky et al., 2013). It is particularly noteworthy that these constructs demonstrated a
stronger negative correlation with burnout than any other variable we studied. This included
years in practice, rurality, hours worked per week, and other practice-based and provider
characteristics. This finding suggests that attending to, referring, coordinating, tracking, and
following up with patients in need of behavioral health services may all be associated with
higher job satisfaction among health care providers. This finding also suggests that not attending
to and following up with the behavioral health needs of patients may be associated with higher
burn out. This connection is consistent with existing research suggesting that providers’
perceived inabilities to deliver quality care to patients is a primary driver of burnout (Friedberg
et al., 2014) as well as the finding that organizational measures are most important in addressing
burnout (Panagioti et al., 2017). This association also builds upon evidence that relying on a
team with members who have broad expertise allows providers to address more biopsychosocial
factors (e.g., Safford et al., 2007). In turn, more comprehensive care may make providers feel as
though they are delivering higher quality, patient-centered treatment.
Our data indicate that 25% of clinicians from minimally integrated clinics are satisfied with the
provision of behavioral health services at their given clinics. Less than half (42.2%) of clinicians
from minimally integrated clinic believe that they are able to attend to biopsychosocial concerns
in their respective settings (compared with 54.2% and 72.4% from partially or fully integrated
clinics, respectively). This makes sense considering our findings that greater patient engagement
in behavioral health services may be an important factor related to provider job satisfaction.
Specifically, clinicians from settings with little to no integration attend to behavioral health
concerns less directly, and this connection may help explain, in part, why they reported feeling
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less satisfied with their jobs. Attending to biopsychosocial context and determinants of health, as
well as providing appropriate referrals and follow-up to behavioral health services as needed, are
central to IPC models (Hunter et al., 2018). As such, IPC may be a systems-level facilitator of
job satisfaction and may help to mitigate burnout for both medical and behavioral health care
providers. It appears that providers may be more satisfied with their jobs when they have the
appropriate tools to do them well. This includes attending to the whole person within the medical
or primary care setting.
The covariates from our data that had significant bivariate correlations with job
satisfaction and burnout are largely unsurprising. Research has shown that providers in more
rural settings suffer from higher burnout due to structural factors, such as fewer mental health
resources, fewer coworkers and other providers for referral (Haggarty et al., 2013; Thommasen
et al., 2001). Not living where one works was also predictive of lower job satisfaction and more
burnout in our study. This connection may covary with rurality, as some providers serving rural
communities travel from urban areas to provide care (Hart et al., 2012). Research has also linked
education debt or loan repayment status with physician burnout (West, Shanafelt & Kolars,
2011). We also found that this financial obligation status was associated with lower job
satisfaction. The longer a provider was in practice as a health care provider was associated with
greater job satisfaction and less burnout, findings that comport with recent research that found
that providers with more years of experience demonstrate lower levels of burnout than earlycareer providers (Carmen et al., 2019). While this research referenced younger age as being
independently associated with higher rates of burnout, our data did not support that conclusion,
as age was not a significant predictor of burnout or job satisfaction. It may be that more senior
clinicians experience less stress than early-career providers because those just starting out face
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the stress of the initial learning curve of entering practice. The amount of other health care
providers in or outside of the clinic that one interacted with on a daily basis was also
significantly, negatively correlated with burnout. This likely maps onto the aforementioned
research that increased communication among providers appears to buffer burnout, as providers
can consult, share care, and in turn, feel less isolated and siloed. Furthermore, some of the factors
associated with burnout for health care providers, such as seeing more patients per day and
spending less time with them (Friedberg et al. 2014), may be more common for medical
providers, as they tend to have greater pressure to see more patients per day and for less time
than behavioral health providers. This distinction may be responsible for findings suggesting that
medical providers experience greater burnout than behavioral health providers.
Nearly 70% of respondents classified their clinics as fully or partly integrated, according
to the SAMHSA Levels of Integrated Care scale. Interestingly, when asked about specific IPC
practices via the PIP, the mean score represented an average to below average level of
integration when compared with a national sample. In contrast to the global self-report
designation on the SAMHSA measure, the PIP findings did not suggest a particularly high
degree of IPC (M = 51.9, SD = 4.8). For comparison purposes, it may be helpful to note that the
median of PIP scores in a national convenience sample of 2,611 primary care clinics was 61.7
(R. Kessler, personal communication, March 7, 2021). This potential discrepancy between
perception of IPC practice versus actual IPC practice suggests that health care providers may
overestimate their level of health care integration. This finding points to the importance of using
a tool that provides context to gauge implementation success, guide implementation efforts and
guide IPC effectiveness, such as the PIP, versus just assessing for providers’ omnibus
perceptions of their clinics’ level of integration (via the SAMHSA Levels of Integrated Care
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scale), which may be inflated. This reality may also explain why the association between IPC
and job satisfaction was stronger when using the PIP versus the SAMHSA scale, and was not
statistically significant for burnout and IPC when using the SAMHSA scale. It may be that the
SAMHSA scale provided an inflated degree of IPC because provider perceptions of IPC differed
from actual IPC practice. It is possible that the perception that IPC practices are more integrated
than they actually are may hamstring IPC implementation efforts. If providers already believe
that they are integrated, then motivation to become more integrated is likely not very high.
Respondents in our sample were satisfied overall with their places of employment, as the
mean and median SEHC scores (M = 82, SD = 15; Mdn = 90) translate to an 8 on a scale from 110 (with 1 meaning “the worst” and 10 meaning “the best”) as far as how positively they would
rate their work setting. These scores also translate to “agree” on a 4-point Likert scale as far as
how much they agree that they would recommend their workplace as a good place to work.
Although a national average of SEHC scores for providers in similar settings is not known, these
scores objectively represent that these Montana health care providers are, overall, satisfied with
their places of employment.
At the time of data collection (August – October of 2020), many of our respondents had
treated a COVID-19 positive patient. Given the rise in cases during and since that time, that
number would certainly be higher at present. As of early January 2021, there were an estimated
84.4 million cases and 1.84 million deaths worldwide. At the same time in the U.S., there were
20.5 million cases and 350,000 deaths due to the pandemic (Almukhatar et al., 2021). As of this
writing, the CDC reported 534,099 deaths in the U.S. alone (https://covid.cdc.gov/covid-datatracker/#datatracker-home, accessed 3/17/21). The effects of COVID-19 on the health care
community are undeniable. The mental health burden among patients and providers across
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clinics appear to be growing. The vast majority (83.1%) of respondents reported that their
patients’ behavioral health concerns had worsened since the start of the pandemic (compared
with 40.6% estimating that their patients’ medical health concerns had worsened). Previous
research and our findings demonstrate that providers are more stressed both in and outside of
work, with nearly three-quarters of clinicians reporting that their overall stress (72.7%) and
work-life stress (71.3%) had worsened since the start of the pandemic. Some components of IPC
are likely to be more challenging in the face of the pandemic. These include elements that
encourage close collaboration and communication, including face-to-face meetings and
consultations, warm hand-offs, and other non-socially-distanced practices. It should be noted that
implementing the IPC model during the pandemic may require creativity, with adjustments made
when typical IPC models would call for something that would be unsafe. Most (79.8%)
clinicians had switched some or all of their work to telehealth at the time of data collection.
Moreover, clinicians reported interacting with other health care providers on a daily basis less
frequently than when the pandemic started—an important finding given that the amount of other
health care providers interacted with on a daily basis was found to be negatively correlated with
burnout in our study. These adjustments are not surprising, but they remain worth noting, as
these challenges have potential to make IPC practice more difficult.
This study should inform clinic and policy-level discussions about the process of IPC
implementation. Most Montana health care providers (72.7%) believe that greater IPC will result
in greater job satisfaction. Our findings indicate that that there may, indeed, be a positive
association between degree of IPC and job satisfaction. In a financial climate in which health
care settings’ budgets have become tighter due to having to scale back elective procedures that
produce bottom-line sustaining revenue (Reilly, 2020), there is an increased incentive to retain
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health care providers. By decreasing provider burnout and increasing job satisfaction, cost
savings may be achieved by boosting provider and staff retention (Waldman et al., 2004).
Beyond presenting an economic problem, burnout among health care providers is also a human
problem. As previously noted, burnout can lead to increased medical errors and substance misuse
among providers (Brown, Goske & Johnson, 2009; Fahrenkopf et al., 2008), as well as poor
patient outcomes and reduced patient satisfaction (Dyrbye et al., 2017; Panagioti et al., 2018).
Additionally, this has potential implications specifically for rural clinics, which often have worse
financial shortfalls and health care provider burnout and turnover than clinics in urban areas
(Hayashi, Selia, & McDonnell, 2008). Health care providers in rural settings are also at increased
risk for decreased wellness, increased depression, general psychological distress, and higher
substance misuse than their urban counterparts (Haggarty et al., 2013). When a provider leaves a
clinic in a rural setting, the clinic’s community may be left without a provider for some time.
This is especially true for mental health providers as many rural areas have few, if any,
behavioral health specialists (Helbok, Marinelli, & Walls, 2006; Schank & Skovholt, 2006).
Thus, attending to ways to keep rural health care providers satisfied with their employment may
save clinics money, as well as providing access to care for underserved populations.
Our cross-sectional findings raise the possibility that the question of how to make people
feel more satisfied and less burnt out with their jobs may, in part, have an organizational answer:
providing more integrated behavioral health services. Providing greater IPC services may be
associated with greater provider well-being, which has downstream effects in cost efficiencies
for clinics, improved patient outcomes, and greater patient satisfaction. Simultaneously,
providing greater IPC services also helps systems attend better to the growing mental health
burden. In other words, greater degree of IPC care may help support the quadruple aim of health
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care delivery—conferring better outcomes to patients, reducing cost, and increasing patient and
provider satisfaction. Research is robust in finding that IPC confers better patient outcomes,
reduces costs and increases patient satisfaction (Angantyr et al., 2015; Berwick et al., 2008; Ede
et al., 2016; Funderburk et al., 2012; Gomez et al., 2014; Gouge, et al., 2016; Hunter et al., 2018;
Katon et al., 1996; Runyan, et al., 2003; Strosahl & Sobel, 1996). Findings have been less robust
with regard to provider wellness, the fourth aim of the quadruple aim. This study demonstrates
that this fourth aim may also be enhanced by provision of IPC services. Finding systematic ways
to improve provider job satisfaction and decrease burnout is of upmost importance at both a
human and economic level. This study contributes to the growing evidence that greater IPC
implementation is associated with greater provider wellness.
Limitations
The current project had some important limitations. The time pressure inherent in
participants’ jobs likely led to missing data. To contend with missing data, we first deleted
survey responses casewise where respondents only answered the first few questions regarding
demographic and practice setting information. These respondents did not complete the vast
majority of the survey, including the primary variables of interest. Within this smaller sample (N
= 147), there remained some questions that were not answered by every respondent. Despite
missing data, these findings remain informative and meaningful, as a substantial portion of
participants responded to most questions.
As with any research study, our work has limitations concerning generalizability. First,
we studied health care providers in Montana, so generalizing results outside of the state should
be done with caution. At the same time, because similarities exist among Montana and other
rural and mountain west states, our findings have some applicability in similar settings. After all,
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Montana represents a predominantly rural state within the U.S., and it has some of the lowest
population density (U.S. Census Bureau, 2010) in the country. We obtained a sample in which
more than half (58.7%) identified as practicing in a rural setting or serving patients from rural
communities (63.6%). An estimated 65.0% of Montana is considered rural, so our sample’s
representation of urban and rural respondents is nearly commensurate with the state’s geographic
profile (HRSA Rural Health Information Hub, 2021). In sum, our rurality might limit
generalizability to more urban respondents, while also providing some helpful preliminary data
regarding understudied rural respondents.
Additionally, this study was cross-sectional with a convenience snowball sample, and all
respondents were volunteers. Our survey certainly did not reach every member of the target
population, and it is difficult to know with certainty what proportion of the target population we
did reach. After all, to our knowledge, a public list or email directory for all primary care-based
health care providers in Montana does not exist. Future work in this area could build on our
findings and employ a more targeted recruitment strategy that supports more definitive
statements regarding representativeness.
We did not track provider burnout across time, which is a limitation because the COVID19 pandemic affected health care settings several months before data collection began and has
affected the target population ever since. It is possible that those individuals who are truly burnt
out from work may have chosen not to complete our survey about burnout. Collecting data
during the COVID-19 pandemic also may have skewed results towards greater burnout. This
possibility would be consistent with the reality that providers are more stressed, as found in our
study, as well as in recent research (Amanullah & Shankar, 2020; Bradley & Chahar, 2020). Of
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note, providers in the sample were overall satisfied with their jobs, which is a related, but
distinct, concept from experiencing stress.
There were a few measurement limitations within this study. For example, nearly onefifth of respondents indicated that their practice setting was “other.” As a result, we cannot detail
all practice settings. Additionally, our measurement of rurality was based on providers’ selfreport and perceptions. Providers may have idiosyncratic perceptions of rurality, which differ
from those used by the USDA or other agencies with precise definitions. Regardless, the
perception of whether one is practicing in a rural or urban setting may be equally important to
our study. While acknowledging the potential for this limitation, is it not likely than providers
mistook practicing in an urban setting for rural or vice versa. These limitations notwithstanding,
we maintain that our findings support the conclusion that degree of IPC is associated with greater
job satisfaction and less burnout among primary care-based health care providers in Montana.
Conclusions and Future Directions
This study found that greater degree of IPC is associated with greater job satisfaction and
less burnout among medical and behavioral health providers in Montana primary care-based
health care settings. These findings have important implications for health care policy
discussions about the merits of the IPC model in potentially boosting the Quadruple Aim of
health care delivery: reduced costs, enhanced patient outcomes, increased patient satisfaction,
and of course, greater provider satisfaction. By decreasing burnout and increasing job
satisfaction among providers, costs are reduced, higher quality care is delivered, and patients are
more satisfied with care. Engagement and follow-up with patients in behavioral health services,
as well as standard protocols that allow for this, are the IPC components that demonstrated the
strongest associations with job satisfaction and burnout. Importantly, most health care providers
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in Montana believe that greater health care integration would result in greater job satisfaction.
COVID-19 has stressed providers both in and out of the workplace, and the pandemic likely has
implications for IPC adherence and/or implementation. Most health care providers are overall
satisfied with their jobs; however, they feel more stressed both in and outside of work, and the
vast majority estimate that their patients’ behavioral health concerns have worsened since the
start of the pandemic.
Minimal research has examined how IPC models and job satisfaction/burnout of
providers are connected (Helfrich et al., 2012; Zubatsky et al., 2018; Zubatsky et al., 2020).
Future research should examine how IPC models might affect burnout, job satisfaction and
retention of employees over time. Whereas this study explored the subscales of the PIP
associated with higher levels of burnout and job satisfaction, it would be worthwhile to continue
to explore the practice-specific factors—from the PIP subscales or otherwise—that appear to
impact provider wellness and patient care. As health care systems search for additional ways to
reduce costs and improve patient care, factors with potential to confer health care provider wellbeing should not be overlooked. Additionally, our data found a potential discrepancy between
the scales measuring degree of IPC: the SAMHSA Levels of Integrated Care scale, which
measured provider perceptions of how integrated their clinic is, and the Practice Integration
Profile, which measured actual IPC practices within a clinic. It appeared that respondents may
have overestimated their level of IPC when asked about their perception of how integrated their
clinic was (using the SAMHSA Scale) when compared with being asked about specific IPCrelated practices (using the PIP). Future research should use both instruments and compare
scores to determine if this overestimation is common, as it has implications for these measures
being used in IPC research and clinical practice.
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In conclusion, more research attention should be given to the specific components of the
IPC model that related to greater job satisfaction and less burnout. In particular, future work
should examine whether the correlational connections found in the present study, are, in fact,
causal. Our research finds that those IPC services involved with standard systems to engage,
refer and follow-up with patients’ behavioral health needs explained more variance in burnout
and job satisfaction than other PIP subscales and any other variables included in our models.
Further research is needed to elucidate these findings. Additionally, although we were able to
capture several underrepresented categories within the literature—including rural settings,
community health centers and behavioral health providers’ burnout and job satisfaction—more
research is needed to continue to build this evidence base. Research using larger samples that
could provide greater generalizability of these findings will be important in future studies.
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Tables.
Table 1. Characteristics of Health Care Providers and Practice settings
Provider-level Characteristics: Percent (n)
Total Respondents† (N = 147)
Gender (n = 129)
Female
Male

76.7% (99)
23.3% (30)

Age (n = 135)
18 - 29
30 - 39
40 - 49
50 - 59
60 – 69

4.4% (6)
40.7% (55)
24.4% (33)
16.3% (22)
14.1% (19)

Race/Ethnicity (n = 144)
White/European American
American Indian or Alaska Native
Hispanic or Latino
Native Hawaiian or Other Pacific Islander
Other

89.4% (126)
4.3% (6)
2.1% (3)
1.0% (1)
3.5% (5)

Provider Type (n = 147)
Medical Provider
Behavioral Health Provider

52.4% (77)
47.6% (70)

Professional Degree (n = 145)
Medicine MD or DO
Social Work BSW or MSW
Nursing BS, Masters or Doctorate
Psychology MA/MS or PhD
Counseling MA or PhD/EdD
Physical Therapy DPT
Other

31.7% (46)
20.7% (30)
17.9% (26)
11.0% (16)
8.3% (12)
1.0% (1)
9.7% (14)

Employment Status (n = 147)
Full-Time
Part-Time

86.3% (126)
13.7% (20)

Years in Practice as a Health Care Provider (n = 146)
0-5
6 - 15
16+

31.5% (46)
43.1% (63)
25.3% (37)
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Years at Current Clinic (n = 147)
0–5
6 – 15
16+

72.1% (106)
20.4% (30)
7.5% (11)

Number of Providers Interact with on a Daily Basis (n = 147)
0–5
6 – 12
13+

57.1% (84)
32.7% (48)
10.2% (15)

Number of Patients Seen Daily (n = 146)
0-5
6–9
10+

64.4 (94)
29.4% (43)
6.2% (9)

Previous Training in IPC/IPC (n = 143)
Yes
No

69.2% (99)
30.8% (44)

Have Treated a COVID-Positive Patient (n = 147)
Yes
No

42.9% (63)
57.1% (84)

Practice-Level Characteristics: Percent (n)
Practice Setting (n = 147)
Community Health Center
Hospital-Based Primary Care Setting
Private Clinic
Other
Unsure

40.1% (59)
36.7% (54)
2.7% (4)
19.7% (29)
0.7% (1)

Rural or Urban Practice Setting (n = 147)
Rural
Urban

59.2% (87)
40.8% (60)

Rural or Urban Patient Population (n = 147)
Rural
Urban

64.4% (94)
35.6% (56)

Patients on Medicaid or Uninsured (n = 144)
More than 50%
Less than 50%

72.9% (105)
27.1% (39)
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†

How much work has shifted to Telehealth post-COVID (n = 147)
‘Some’ to ‘All’ of It
None of It

88.4% (130)
11.6% (17)

Degree of Integrated Behavioral Health, per the SAMHSA Framework
(n = 147)
Minimal Collaboration
Basic Collaboration from a Distance
Basic Collaboration On-Site
Close Collaboration/Partly Integrated
Fully Integrated

8.8% (13)
15.6% (23)
6.8% (10)
35.4% (52)
33.3% (49)

Overall N = 147; Due to missing data, the n for each question may vary as indicated
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Table 2. Behavioral Health Integration: Practice Integration Profile (PIP) Scores
Total Score†
Mean (Standard Deviation)
51.9 (4.8)

Domain
Total/Overall Integration Score

†

Workspace

63.8 (2.5)

Case Identification

61.0 (4.7)

Clinical Services

56.1 (8.7)

Workflow

47.5 (5.2)

Patient Engagement

41.9 (3.6)

Shared Care & Integration

41.3 (4.0)

All scores are out of a total of 100.
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Table 3. Summary of the Modified MBI-HSS†
Subscale/question††
MBI-EE (n = 147)
I feel emotionally drained from my work.

Mean (SD)
8.3 (4.2)
3.3 (1.5)

I feel fatigued when I get up in the morning and have to face another day
on the job.

2.7 (1.6)

Working with people all day is really a strain for me.

2.3 (1.8)

MBI-PA (n = 146)
I deal very effectively with the problems of my patients.

15.7 (2.1)
5.7 (0.6)

I feel I am positively influencing people’s lives through my work.

5.4 (0.9)

I feel exhilarated after working closely with patients

4.7 (1.3)

MBI-DP (n = 147)
I feel I treat some patients as if they were impersonal objects.

2.2 (2.8)
0.6 (1.1)

I have become more callous toward people since I took this job.

1.2 (1.4)

I do not really care what happens to some patients.

0.5 (1.0)

†

MBI-HSS = Maslach Burnout Inventory-Human Services Survey (modified from original 22
questions); PA = personal accomplishment (three of original eight questions); EE = emotional
exhaustion (three of original eight questions); DP = depersonalization (three of original five
questions).
††
Scale scores have a possible range of 0-18. Individual questions have a possible range of 0-6.
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Table 4. Bivariate Correlation Matrix

Years
in
Practic
e

Loan
Repay
ment

Live
Where
Work

# of
Other
HC
Providers

Pts
Seen/
Day

Hours
Worked/
Week

Most
patients
on
Medicaid

Gender

SEHC

MBIEE

MBIDP

MBIPA

PIP

SAMH
SA

Rurality

Provider
Type

SEHC

1

-.40**

-.07

-.03

.23**

.17*

.17*

-.03

.23**

.18*

-.15*

.13

.09

.00

.14

.02

MBIEE

-.40**

1

.44**

.10

-.28**

-.10

-.11

-.23**

-.20**

-.10

.20**

-.19*

.11

.08

-.02

-.06

MBIDP

-.07

.44**

1

-.18*

-.11

-.01

.01

-.19*

-.12

.07

-.09

-.05

.09

.28**

-.10

.17*

MBIPA

-.03

.10

-.18*

1

.01

.04

-.07

-.03

.13

-.08

.07

-.08

.16*

-.08

.04

-.04

PIP

.23*

-.28**

-.11

.01

1

.60**

.22**

.12

-.03

-.01

-.18*

.19*

.09

-.00

-.12

-.05

SAMH
SA

.17*

-.10

-.10

.04

.60**

1

.15*

.07

-.07

.01

-.05

.07

.03

-.01

-.06

.01

Rurality

.17*

-.11

.01

-.07

.22**

.15*

1

.10

.05

.05

-.21**

.21**

-.02

.00

-.01

.16*

Provider Type

-.03

-.23**

-.19*

-.03

.12

.07

.10

1

-.02

-.14*

-.11

-.04

-.54**

-.36**

-.04

-.08

Years
in Practice

.23**

-.20**

-.12

.13

-.03

-.07

.05

-.02

1

.39**

.06

.05

.05

-.08

.30**

.14

Loan
Repay
ment

.18*

-.10

.07

-.08

-.01

.01

.05

-.14*

.39**

1

.08

-.04

.14*

.02

.07

.13

Live
where
Work

-.15*

.20**

-.09

.07

-.18*

-.05

-.21**

-.11

.06

.08

1

-.11

-.10

-.20**

.16*

-.06
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# of
other
HC
Providers

.13

-.19*

-.05

-.08

.19*

.07

.21**

-.04

.05

-.04

-.11

1

.04

.20**

-.02

.13

Pts
Seen/
Day

.09

.11

.09

.16*

.09

.03

-.02

-.54**

.05

.14*

-.10

.04

1

.36**

-.02

.06

Hours
worked
/week

.00

.08

.28**

-.08

-.00

-.01

.00

-.36**

-.08

.02

-.20**

.20**

.36**

1

-.22**

.13

Most
pts on
Medicaid

.14

-.02

-.10

.04

-.12

-.07

-.01

-.04

.30**

.07

.16

-.02

-.02

-.22**

1

-.00

Gender

.02

-.06

.17*

-.04

-.05

.01

.16*

-.08

.14

.13

-.06

.13

.06

.13

-.00

1

**p < .01 (1-tailed)
*p < .05 (1-tailed)
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Table 5. Relationship of Level of Integrated Behavioral Health as measured by the PIP and Job
Satisfaction
Criterion =
Job Satisfaction
Predictor Variables
Step 1*: Covariates

B

SE B

P-value

Years in Practice

1.473

.625

.020

Loan Repayment

3.369

2.782

.228

Rurality

1.486

2.723

.586

Live where Work

-6.021

4.423

.176

.123

.053

.021

Step 2**
IPC – PIP

*R2 = .102, F(4, 131) = 3.608, p < .01
**ΔR2 = .038, F(5, 131) = 4.088, p < .01

Table 6. Relationship of Level of Integrated Behavioral Health as Measured by the SAMHSA
Scale and Job Satisfaction
Criterion =
Job Satisfaction
Predictor Variables
Step 1*: Covariates

B

SE B

P-value

Years in Practice

1.432

.606

.020

Loan Repayment

3.105

2.540

.224

Rurality

3.213

2.641

.226

Live where Work

-7.268

4.341

.096

1.830

.936

.053

Step 2**
IPC – SAMHSA
Scale

*R2 = .105, F(4, 144) = 4.127, p < .01
**ΔR2 = .024, F(5,144) = 4.132, p < .01
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Table 7. Relationship of Level of Integrated Behavioral Health as Measured by the PIP and
Burnout
Criterion = Burnout
Predictor Variables
Step 1*: Covariates

B

SE B

P-value

Provider Type –
Med or BH

-1.713

.677

.013

Years in Practice

-0.381

.151

.013

Live where Work

2.283

1.140

.047

# of other HC
providers interact
with daily

-0.104

.144

.474

-0.037

.014

.009

Step 2**
IPC – PIP

*R2 = .149, F(4, 132) = 5.593, p < .001
**ΔR2 = .044, F(5, 132) = 6.071, p < .001
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Table 8. Bivariate Correlations among Job Satisfaction, Burnout Subscales and PIP Subscales
MBI-EE

MBI-DP

MBI-PA

SEHC

MBI-EE†

1

.44**

.10

-.40**

MBI-DP

.43**

1

-.18*

-.07

MBI-PA

.10

-.18*

1

-.03

SEHC

-.40**

-.07

-.03

1

WF- PIP

.38**

-.23**

-.04

.25**

IN-PIP

.30**

-.24**

-.01

.23**

ID-PIP

-.15

-.11

.02

.17*

EN-PIP

-.38**

-.19*

.06

.28**

CS-PIP

-.29**

-.18

-.00

.26**

WS-PIP

-.26**

-.08

-.02

.12

**p < .01 (1-tailed)
*p < .05 (1-tailed)
†
Abbreviations are as follows:
MBI-EE = Emotional Exhaustion MBI subscale
MBI-DP = Depersonalization MBI subscale
MBI-PA = Personal Accomplishment MBI subscale
WF PIP = Workflow PIP subscale
ID PIP = Case Identification PIP subscale
EN PIP = Patient Engagement PIP subscale
CS PIP = Clinical Services PIP subscale
WS PIP = Workspace PIP subscale
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Table 9. Relationship of PIP Subscale “Patient Engagement” and Emotional Exhaustion/Burnout
Criterion = Burnout
Predictor Variables
Step 1*: Covariates

B

SE B

P-value

Provider Type –
Med or BH

-1.622

.687

.020

Years in Practice

-0.340

.150

.025

Live where Work

2.569

1.157

.028

# of other HC
providers interact
with daily

-0.119

.148

.423

-0.368

.097

< .001

Step 2**
PIP – Patient
Engagement

*R2 = .158, F(4, 120) = 5.427, p < .001
**ΔR2 = .093, F(5, 120) = 7.712, p < .001
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Table 10. Relationship of PIP Subscale “Workflow” and Emotional Exhaustion/Burnout
Criterion = Burnout
Predictor Variables
Step 1*: Covariates

B

SE B

P-value

Provider Type –
Med or BH

-1.249

.656

.059

Years in Practice

-.357

.148

.017

Live where Work

1.407

1.122

.212

# of other HC
providers interact
with daily

-.196

.137

.153

-.259

.063

< .001

Step 2**
PIP – Workflow

*R2 = .126, F(4, 128) = 4.483, p < .01
**ΔR2 = .104, F(5, 128) = 7.383, p < .001
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Table 11. Health Care Provider Attitudes about Patient Care and Job Satisfaction: Percentage in
Agreement

I think that more integration between medical and behavioral
health providers at my clinic would result in increased job
satisfaction among health care providers.

Total Respondents†
(N = 143)††
Percent (n)
72.7% (101)

I am satisfied with the current level of medical/behavioral health
integration at my clinic.

37.9% (53)

I am satisfied with the current level of care for my clinic’s
patients’ behavioral and mental health needs.

45.0% (63)

I am satisfied with the current level of care for my clinic’s
patients’ medical needs.

77.9% (109)

I am satisfied with my work-related quality of life.

57.9% (81)

I am satisfied with my community-related quality of life.

57.9% (81)

I am adequately compensated for my work effort.

59.3% (83)

Most patients I see are complex with multiple chronic medical
and mental health conditions and complicated psychosocial
circumstances.

89.4% (126)

I feel supported by—and work well with—other members of the
health care team.

80.1% (113)

I am familiar with—and believe in—the mission of the clinic.

92.2% (130)

†

Variables dichotomized into “Agree or Strongly Agree” and “Disagree, Strongly Disagree, or
Neither Agree nor Disagree.”
††
Due to missing data for different questions, the n for these comparisons varies between 140 and
143.

77

Table 12. Opinions among Providers in Integrated and Non-Integrated Clinics: Percentage in
Agreement
Total
Respondents
(N = 143)†
Percent (n)

Not Integrated
or Little
Integration††
(n = 45) †

Partial or
Full
Integration
(n = 98) †

P- value

I am satisfied with the current
level of medical/behavioral
health integration at my clinic.

37.9% (53)

13.6% (6)

49.0% (47)

< .0011*

Compared with life before the
COVID-19 pandemic began…
I have felt that my clinic is able
to attend to the biopsychosocial
concerns of patients.

62.9% (90)

42.2% (19)

72.4% (71)

.0012*

Compared with life before the
COVID-19 pandemic began…
My clinic has felt more
integrated, in terms of medical
and behavioral health care
providers working together more
closely than before.

16.2% (23)

6.8% (3)

20.4% (20)

.0423*

I am satisfied with the current
level of care for my clinic’s
patients’ behavioral and mental
health needs.

45.0% (63)

25.0% (11)

54.2% (52)

.0014*

I am satisfied with the current
level of care for my clinic’s
patients’ medical needs.

77.9% (109)

68.2% (30)

82.3% (79)

.062

†

Due to missing data, the n for these comparisons varies between 140 and 143.
Level of integration was dichotomized for this statistical testing. “Minimal” or “Basic
Collaboration from a Distance” on the SAMHSA Levels of Integrated Care Scale refer to “Not
Integrated or Little Integration.” “Basic Collaboration on Site,” “Partly Integrated” and “Fully
Integrated” are referred to as “Partial or Full Integration.”
*Tests for statistical significance included X2 tests.
1 2
X = 16.001 df = 1 (n =140)
2 2
X = 12.079 df = 1 (n =143)
3 2
X = 10.370 df = 1 (n =140)
4 2
X = 4.132 df = 1 (n =142)
††
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Table 13. Covid-19 Impacts on Patient Care and Job Satisfaction: Percentage in Agreement
Compared with life before the COVID-19 pandemic began…
My work-life stress has worsened.

Total Respondents†
(N = 143) ††
Percent (n)
71.3% (102)

My overall stress has worsened.

72.7% (104)

I have noticed that patients’ behavioral/mental health concerns
have worsened.

83.1% (118)

I have noticed that my patients’ medical concerns have
worsened.

40.6% (58)

I have felt comfortable providing care to patients.

81.1% (116)

I have felt that I can depend on co-workers to help provide
shared care for our patients as much as ever.

69.2% (99)

I am satisfied with the way we are providing care for patients
at my clinic.

66.2% (94)

I have felt that my clinic is able to attend to the
biopsychosocial concerns of patients.

62.9% (90)

I spend as much time with patients as I did before.

59.9% (85)

I have felt connected and part of a team while at work.

54.5% (78)

I feel satisfied with treating patients via telehealth services, (if
applicable).

54.2% (77)

I have felt more isolated from others at work.

46.9% (67)

I have as many resources/options for treating patients as I did
before.

42.3% (60)

I have felt that teamwork and communication among providers
have increased at my clinic.

24.5% (35)

I have felt more mission-driven while treating patients

23.1% (33)

My clinic has felt more integrated, in terms of medical and
behavioral health care providers working together more closely
than before.

16.2% (23)
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15.4% (22) †††

I have felt more satisfied by my job.
†

Variables dichotomized into “Agree or Strongly Agree” and “Disagree, Strongly Disagree, or
Neither Agree nor Disagree.”
††
Due to missing data, the n for these comparisons varies between 140 and 143 for these
questions.
†††
39.9% (57) of health care providers disagreed with this statement and 44.4% (64) neither
agreed nor disagreed.
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Appendices.
Appendix A: Provider Survey
Instructions: Please fill out the following information. This survey is anonymous, and no data
will be retained that is associated with your identity. Data from this survey will be reported in
the aggregate only and not at an individual-level.
(1) Are you a health care provider? Please check the appropriate box.
Yes
No
***If No, your survey stops here. If Yes, please continue the survey.***
(2) For which of the following institutions do you work?
Community Health Hospital-based
Private Clinic
Center
Primary Care
setting

Other

(3) Are you a current trainee, resident, intern, or student under supervision at this facility?
Please check the appropriate box.
Yes
No
(4) Do you consider yourself to be a medical or behavioral health/mental health provider?
Please check the appropriate box.
Medical
Behavioral
Provider
Health/Mental
Health
Provider
(5) In what Montana county do you practice? (This information will be
confidential.)______________
(6) What is your job title(s)? ______________________________________________
(7) Do you consider yourself as practicing in a rural or urban setting? Please check the
appropriate box.
Rural
Urban
(8) As far as you know, do most of your patients travel from rural or urban communities to
seek your care? Please check the appropriate box.
Rural
Urban
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(9) Do you live in the community where you work? Please check the appropriate box.
Yes
No
(10) Approximately how many other health care providers do you interact with daily, either
in or outside of your clinic? Please check the appropriate box.
0-1
2-3
4-5
6-7
8-9
10-12 13-15 16-20
21+
(11) Approximately how many other health care providers did you interact with on a daily
basis prior to the COVID-19 pandemic? (If this answer has not changed for you, please
mark the same answer as you did in the previous question).
0-1
2-3
4-5
6-7
8-9
10-12 13-15 16-20
21+
(12) On average, how many patients do you see in a day? Please check the appropriate box.
0-1
2-3
4-5
6-7
8-9
10-12 13-15 16-20
21+
(13) On average, how many patients did you see in a day prior to the COVID-19 pandemic?
(If this answer has not changed for you, please mark the same answer as you did in the
previous question).
0-1
2-3
4-5
6-7
8-9
10-12 13-15 16-20
21+
(14) Are you employed full-time or part-time? Please check the appropriate box.
FullParttime
time
(15) On average, how many hours do you estimate that you work per week?
1-19
20-29 30-39 40-45 46-55 55-65 66-75 76+
(16) Approximately how many years have you been in practice as a health care provider?
0-2
3-5
6-10 11-15 16-20 21-29
30+
(17) Approximately how many years have you practiced at your current clinic?
0-2
3-5
6-10 11-15 16-20 21-29
30+
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(18) Which of the following describes the patients you see at your clinic? Please check the
appropriate box.
More than
Less than
50% are on
50% are on
Medicaid or
Medicaid or
uninsured
uninsured
(19) Are you currently in loan repayment? Please check the appropriate box.
Yes
No
(20) Are you currently using a loan forgiveness program? Please check the appropriate box.
Yes
No
(21) Please check the appropriate box as it relates to this statement: I would recommend this
health facility to other workers as a good place to work.
Strongly Disagree
Disagree
Agree
Strongly Agree

(22) How would you rate this health facility as a place to work on a scale of 1 (the worst) to
10 (the best)?
12
3
4
5
6
7
8
9
10The
The
worst
best

(23) Prior to the outbreak of COVID-19, how would you rate this health facility as a place to
work on a scale of 1 (the worst) to 10 (the best)? (If this answer has not changed for
you, please mark the same answer as you did in the previous question).
12
3
4
5
6
7
8
9
10The
The
worst
best
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For each statement below, mark the box that most accurately reflects your response.
Every
day

A few
times a
week

Once a
week

I deal very
effectively with
the problems of
my patients
I feel I treat
some patients as
if they were
impersonal
objects
I feel
emotionally
drained from my
work
I feel fatigued
when I get up in
the morning and
have to face
another day on
the job
I've become
more callous
towards people
since I took this
job
I feel I'm
positively
influencing other
people's lives
through my work
Working with
people all day is
really a strain for
me
I don't really care
what happens to
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A few
times a
month

Once a
month
or less

A few
times a
year

Never

some patients
I feel exhilarated
after working
closely with my
patients

(24) Please check the statement below that most accurately describes the current
communication/collaboration between the primary care and mental/behavioral health
services offered at your clinic.
Mental health specialty care providers and primary care providers work in separate
facilities, have separate clinical management and scheduling systems, and
communicate sporadically, if at all. This includes clinics with no behavioral health
services, in which providers may make a referral to a community resource for
mental health concerns.
Primary care and mental health specialty care providers have separate systems at
separate sites, but engage in periodic communication about shared patients.
Communication occurs typically by telephone, secure electronic mail/messaging, or
letter.
Mental health specialty care and primary care providers have separate clinical
management systems but share the same facility. Proximity allows for more
communication, but communication remains somewhat limited.
Mental health specialty care and primary care providers share the same facility and
have some systems in common, such as scheduling appointments or medical
records. Physical proximity allows for regular face-to-face communication among
mental health and physical health providers. There is a sense of being part of a
larger team in which providers appreciate the role of both mental health and
primary health care professionals in treating the shared patient.
The mental health specialty care providers and primary care providers are part of
the same team. The patient experiences treatment for mental health and behavioral
health concerns as an integral part of his or her regular primary care.
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(25) Have you treated one or more patients who have tested positive for COVID-19?
Yes No

(26) Did you or have you continued to work throughout the COVID-19 pandemic?
Yes, my hours increased during this time.
Yes, my hours remained about the same during this time.
Yes, my hours decreased during this time.
No, I chose not to return to work during this time.
No, I was furloughed or let go during this time.
(27) How much of your clinical work has shifted from in-person patient encounters to
delivering telehealth services?
None of it
Some of it
About half of it
Most of it
All of it
(28) Please check the appropriate responses, as they relate to your experiences during the
COVID-19 pandemic.
Compared with life before the COVID-19 pandemic began…
Disagree Disagree Neither
Strongly
Disagree
nor
Agree
I have felt more satisfied by my job.
My work-life stress has worsened.
My overall stress has worsened.
I have felt isolated from others at
work.
I have felt connected and part of a
team while at work.
I have felt that I can depend on coworkers to help provide shared care
for our patients as much as ever.
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Agree

Agree
Strongly

I have felt that teamwork and
communication among providers have
increased at my clinic.
I am satisfied with the way that we
are providing care for patients at my
clinic.
I have felt that my clinic is able to
attend to the biopsychosocial
concerns of patients.
I have noticed that my patients’
behavioral/mental health concerns
have worsened.
I have noticed that my patients’
medical concerns have worsened.
I have felt comfortable providing care
to patients.
I have felt more mission-driven while
treating patients.
My clinic has felt more integrated, in
terms of medical and behavioral
health care providers working
together more closely than before.
I feel satisfied with treating patients
via telehealth services, (if applicable).
I spend as much time with patients as
I did before.
I have as many resources/options for
treating patients as I did before.
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***For the following questions, “integration” refers to Integrated Behavioral Health, which is
defined as: "Primary care medical and behavioral health clinicians, working together with
patients, using a systematic approach to mental health and substance abuse conditions, health
behavior change, life crises, and stress-related physical symptoms,” (Peek & the National
Integration Academy Council, 2013).
(29) Have you had any exposure to or training in integrated behavioral health or integrated
primary care prior to your current job? Please check the appropriate box.
Yes
No
(30) Please indicate which of the following educational experiences you have had, if any, in
integrated health (examples might include courses/experiences in: Health Psychology,
Behavioral Medicine, Integrated Behavioral Health, Motivational Interviewing,
Interprofessional Education, and/or Behavioral Health Consultation). Please check all
boxes that apply.
Undergrad or
Continuing
Supervised
I have not had
None of the
graduate-level
education,
clinical
this training,
options are
exposure to or a
workshop,
experience
but I would
applicable to me.
full course on the
conference or
like to have it.
topic
self-directed
study (e.g.
books, webinars)
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(31) Please indicate the degree to which you agree with the following statements.
Disagree Disagree Neither
Strongly
Disagree
nor
Agree
I am satisfied with the current level of
medical/behavioral health integration
at my clinic.
I think that more integration between
medical and behavioral health
providers at my clinic would result in
increased job satisfaction among
health care providers.
I am satisfied with the current level of
care for my clinic’s patients’
behavioral and mental health needs.
I am satisfied with the current level of
care for my clinic’s patients’ medical
needs.
I am satisfied with my work-related
quality of life.
I am satisfied with my communityrelated quality of life.
I am adequately compensated for my
work effort.
I am familiar with—and believe in—
the mission of the clinic.
I feel supported by—and work well
with—other members of the health
care team.
Most patients I see are complex with
multiple chronic medical and mental
health conditions and complicated
psychosocial circumstances.
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Agree

Agree
Strongly

(32) Please read the statements and select the response that best reflects your organization.
In our practice…
Never for Sometimes Often for Frequently Always for
any
for some
some
for most
all aspects
aspects of
aspects of aspects of aspects of
of care:
care: 0%
care: 1care: 34caret:
100%
33%
66%
67%-99%
…we use a standard
protocol to identify,
assess, treat, and follow
up patients who need or
can benefit from
Integrated Behavioral
Health (BH).
(Example: Patients in
need of BH services are
identified, assessed,
treated, and followed
using a consistent set of
processes)
…we use registry
tracking to identify and
follow patients with
identified behavioral
health issues.
(Example: Insomnia or
depression registry)
…we coordinate clinical
care and/or provide
bidirectional
communication for
patients with behavioral
health issues who would
benefit from specialty
services (not primary
care).
(Example: We facilitate
first appointments for
and/or provide ongoing
bidirectional
communication with
specialty mental health
services and specialty
medical services)

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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…we connect patients
with behavioral health
issues to non-clinical
community resources.
(Example: We provide
information to patients
with behavioral health
issues regarding nonclinical community
resources such as
exercise programs, AA,
disability advocates,
SNAP benefits, and
support groups)
…we provide referral
assistance to connect
patients to specialty
mental health resources.
(Example: We help
schedule any
appointments for
psychiatry services for
severe persistent mental
illness)
…we use a standard
approach for
documenting patients’
self-management goals.
(Example: Goals are
documented in a
structured problem list
or other well-defined
place)
…we have clinicians
available on site who
provide non-crisis
focused behavioral
health services.
(Example: Scheduled
care – assessment,
counseling, referral, etc.
– of behavioral issues)
…we have clinicians
available on site to see
patients in behavioral
crisis.

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Sometimes
for some
aspects of

Often for
some
aspects of

Frequently
for most
aspects of

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%
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(Example: behavioral
health provider able to
see patients in
behavioral crisis same
day as requested)
…we have behavioral
health clinicians who
can see seriously
mentally ill and
substance-dependent
patients.
(Example: behavioral
health provider able to
see patients with
schizophrenia, problem
drinking, etc.)
…we offer behavioral
interventions for patients
with chronic/complex
medical illnesses.
(Examples: Assessment,
counseling, coaching for
behavioral health needs
of diabetes, cancer,
heart disease,
hypertension, etc.)
…we offer complex or
specialized behavioral
health therapies.
(Examples: Including
but not limited to:
Exposure Therapy for
Anxiety, DBT, or
EMDR)
…we offer evidencebased substance abuse
interventions.
(Examples: Screening
and brief intervention,
relapse prevention
focused therapy, and/or
Motivational
Interviewing)
…we offer prescription
medications for routine
mental health and

care: 133%

care: 3466%

caret:
67%-99%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of

Often for
some
aspects of

Frequently
for most
aspects of

Always for
all aspects
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substance abuse
diagnoses.
(Examples: Moderate
depression, anxiety,
and/or opiate
dependence)
…we offer prescription
medications for serious
complex co-occurring
mental health and/or
substance abuse
diagnoses.
(Examples: Major
Depression, Bipolar
Disorder,
schizophrenia)
…we offer referral to
non-clinical services
outside of our practice.
(Examples: Spiritual
advisors, schools,
criminal justice –
probation and parole,
drug courts – or
vocational
rehabilitation)
…Behavioral health and
medical clinicians work
in:
…patient treatment/care
plans are documented in
a medical record
accessible to both
behavioral health and
medical clinicians.
(Examples: Medical and
BH clinicians use the
same electronic record)
… behavioral health and
medical clinicians
regularly and actively
exchange information
about patient care.
(Examples: ‘Active’
includes ‘tasking’ or
both clinicians signing

care: 133%

care: 3466%

caret:
67%-99%

of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Different
Buildings

Different
Floors

Different
Office
Suites

Separate
Fully Shared
Parts of the
Space
Same Suite

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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shared documentation.
Does not include simply
documenting in a place
that is available to the
other clinician.)
…there are regular
educational activities
including both
behavioral health and
medical clinicians
(Examples: This
includes but is not
limited to sessions
focused on specific
conditions such as
patients with chronic
pain or depression.
Includes case
conferences, seminars,
etc.)
… behavioral health and
medical clinicians
regularly spend time
together collaborating on
patient care
(Examples: Face-to-face
contact to discuss
patient care)
…patients with
behavioral health needs
have shared care plans
developed jointly by the
patient, behavioral
health and medical
clinicians and updated
over time.
(Examples: Joint visits
with patient, caregivers,
medical and behavioral
health clinicians for
development of a
problem list and action
plan; iterative
development of the
problem list and plan by
individual)

No
Educational
Some
structured
activities
activities
educational
are
with both
activities
provided to
medical
behavioral
and
health and behavioral
medical
health
clinicians
clinicians
separately

Frequent
activities
with both
medical
and
behavioral
health
clinicians

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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Regularly
scheduled
activities
with full
participation
by both
medical and
behavioral
health
clinicians

…we screen eligible
patients for at least one
behavioral health
condition using a
standardized procedure.
(Examples: US
Preventive Services Task
Force guidelines for
alcohol use or
depression; or other
conditions, such as
anxiety or trauma)
…we use practice-level
data to screen for
patients at risk for at
least one complex or
special need.
(Examples: Billing,
registration data,
disease registry, lab
results, etc.)
…patients are screened
at least annually for at
least one behavioral
condition related to a
chronic medical
problem.
(Example: Screening for
depression in diabetes,
anxiety in heart failure,
etc.)
…patients are screened
at least annually for
lifestyle or behavioral
risk factors.
(Example: Poor diet,
inadequate exercise,
sleep disorders,
substance use, etc.)
…screening data are
presented to clinicians
prior to (or at) patient
encounters with
recommendations for
patient care.

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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(Example: Patients with
low physical activity are
flagged for physician to
consider referral to
YMCA; patients with
insomnia are flagged for
referral to CBT)
…we successfully
engage identified
patients in Behavioral
Care.
(Examples: Patients who
have an unmet
behavioral health need
actually meet at least
once with a behavioral
health provider)
…we successfully retain
patients in Behavioral
Care.
(Example: Patients who
meet a behavioral health
clinician collaboratively
agree on treatment goals
and reach one or more
goals)
…we have specific
systems to identify and
intervene on patients
who did not initiate or
maintain care.
(Example: Post-referral
‘tickler’ flies with
practice staff follow-up)
…we have follow-up
plans for all patients
whose behavioral health
needs are resolved.
(Example: Automatically
scheduled visits with
primary care provider)

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects of
care: 3466%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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(33) What is your professional background/highest educational degree attained? Please check
all boxes that apply.
Counseling
MA

PhD/
EdD

Social Work
BSW

MSW

Psychology
SSP

PhD

Physical
Therapy
Doctor
of PT

Nursing

Pharmacy

Medicine

BS Masters Doctor

PharmD

MD/DO

Other

(34) What is your gender? __________
(35) What is your age?
18-29
30-39

40-49

50-59

60-69

(36) What is your race/ethnicity? Please check all boxes that apply to you.
Hispanic
White or
Black or
American
Asian
Native
or Latino
European
African
Indian or
American Hawaiian
American
American
Alaska
or Other
Native
Pacific
Islander

70+

Other

(37) What do you see as the biggest challenges to using integrated care practices in your
clinic (e.g., billing practices, complex patients, lack of coordination/communication
among providers, little interest, lack of training in the model, lack of behavioral health
practitioners available, dealing with COVID-19, etc.)?
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(38) What adjustments or innovations has your clinic made in order to make integrated
practice more successful in your clinic (e.g., being creative with billing practices/codes,
using a generalist approach, being flexible, etc.)?

(39) Please feel free to leave any additional comments about your: job satisfaction, health
care integration, this survey, and/or life as a health care worker during the COVID-19
pandemic. Thank you – your insights are valued.

Thank you for your participation in this survey.
We appreciate and value your time and responses.
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Appendix B: SAMHSA Levels of Integrated Care
(Heath, et al., 2013)
1. Please check the statement below that most accurately describes the current
communication/collaboration between the primary care and mental/behavioral health
services offered at your clinic.
Minimal collaboration. Mental health specialty care providers and primary care
providers work in separate facilities, have separate clinical management and
scheduling systems, and communicate sporadically, if at all.
Basic collaboration at a distance. Primary care and mental health specialty care
providers have separate systems at separate sites, but engage in periodic
communication about shared patients. Communication occurs typically by
telephone, secure electronic mail/messaging, or letter.
Basic collaboration on-site. Mental health specialty care and primary care providers
have separate clinical management systems but share the same facility. Proximity
allows for more communication, but communication remains somewhat limited.
Close collaboration in a partly integrated system. Mental health specialty care and
primary care providers share the same facility and have some systems in common,
such as scheduling appointments or medical records. Physical proximity allows for
regular face-to-face communication among mental health and physical health
providers. There is a sense of being part of a larger team in which providers
appreciate the role of both mental health and primary health care professionals in
treating the shared patient.
Close collaboration in a fully integrated system. The mental health specialty care
providers and primary care providers are part of the same team. The patient
experiences treatment for mental health and behavioral health concerns as an
integral part of his or her regular primary care.
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Appendix C: Practice Integration Profile (PIP)
(Kessler et al., 2016)
Please read the statements and select the response that best reflects your organization.
Definition of Integration for this Measure:
"Primary care and behavioral health clinicians, working together with patients, using a
systematic approach to mental health and substance abuse conditions, health behavior
change, life crises, and stress- related physical symptoms.”
Peek & the National Integration Academy Council, 2013
In our practice…

…we use a standard
protocol to identify,
assess, treat, and follow
up patients who need or
can benefit from
integrated Behavioral
Health (BH).
(Example: Patients in
need of BH services are
care identified, assessed,
treated, and followed
using a consistent set of
processes)
…we use registry
tracking to identify and
follow patients with
identified BH issues.
(Example: Insomnia or
depression registry)
…we coordinate clinical
care and/or provide
bidirectional
communication for
patients with BH issues
who would benefit from

Sometimes
Never for
for some
any aspects aspects of
of care: 0% care: 1-33%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of Always for
caret:
all aspects of
67%-99% care: 100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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specialty services (not
primary care).
(Example: We facilitate
first appointments for
and/or provide ongoing
bidirectional
communication with
specialty mental health
services and specialty
medical services)
…we connect patients
with BH issues to nonclinical community
resources.
(Example: We provide
information to patients
with BH issues regarding
non-clinical community
resources such as
exercise programs, AA,
disability advocates,
SNAP benefits, and
support groups)
…we provide referral
assistance to connect
patients to specialty
mental health resources.
(Example: We help
schedule any
appointments for
psychiatry services for
severe persistent mental
illness)
…we use a standard
approach for
documenting patients’
self-management goals.
(Example: Goals are
documented in a
structured problem list or
other well-defined place)
…we have clinicians
available on site who
provide non-crisis
focused BH services.

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Sometimes
for some
aspects of

Often for
some
aspects

Frequently
for most
aspects of

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%
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(Example: Scheduled
care – assessment,
counseling, referral, etc.
– of behavioral issues)
…we have clinicians
available on site to see
patients in behavioral
crisis.
(Example: BH provider
able to see patients in
behavioral crisis same
day as requested)
…we have BH clinicians
who can see seriously
mentally ill and
substance-dependent
patients.
(Example: BH provider
able to see patients with
schizophrenia, problem
drinking, etc.)
…we offer behavioral
interventions for patients
with chronic/complex
medical illnesses.
(Examples: Assessment,
counseling, coaching for
BH needs of diabetes,
cancer, heart disease,
hypertension, etc.)
…we offer complex or
specialized behavioral
health therapies.
(Examples: Including but
not limited to: Exposure
Therapy for Anxiety,
DBT, or EMDR)
…we offer evidencebased substance abuse
interventions.
(Examples: Screening
and brief intervention,
relapse prevention
focused therapy, and/or
Motivational
Interviewing)

care: 133%

of care:
34-66%

caret:
67%-99%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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…we offer prescription
medications for routine
mental health and
Never for
substance abuse
any aspects
diagnoses.
of care: 0%
(Examples: Moderate
depression, anxiety,
and/or opiate
dependence)
…we offer prescription
medications for serious
complex co-occurring
Never for
mental health and/or
any aspects
substance abuse
of care: 0%
diagnoses.
(Examples: Major
Depression, Bi-polar,
schizophrenia)
…we offer referral to
non-clinical services
outside of our practice.
Never for
(Examples: Spiritual
any aspects
advisors, schools,
of care: 0%
criminal justice –
probation and parole,
drug courts – or
vocational rehabilitation)
…BH and medical
clinicians work in:

Different
Buildings

…patient treatment/care
plans are documented in
a medical record
Never for
accessible to both BH
any aspects
and medical clinicians.
of care: 0%
(Examples: Medical and
BH clinicians use the
same electronic record)
…BH and Medical
Clinicians regularly and
Never for
actively exchange
any aspects
information about patient
of care: 0%
care.
(Examples: ‘Active’
includes ‘tasking’ or both

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Different
Floors

Different
Office
Suites

Separate
Parts of
the Same
Suite

Fully Shared
Space

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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clinicians signing shared
documentation. Does not
include simply
documenting in a place
that is available to the
other clinician.)
…there are regular
No
Educational
Some
Frequent
Regularly
educational activities
structured
activities
activities activities
scheduled
including both BH and
educational
are
with both with both
activities
Medical Clinicians
activities
provided to medical
medical
with full
(Examples: This includes
BH and
and BH
and BH
participation
but is not limited to
medical
clinicians clinicians
by both
sessions focused on
clinicians
medical and
specific conditions such
separately
BH
as patients with chronic
clinicians
pain or depression.
Includes case
conferences, seminars,
etc.)
…BH and Medical
Clinicians regularly
Sometimes Often for Frequently
Always for
spend time together
Never for
for some
some
for most
all aspects
collaborating on patient
any aspects aspects of
aspects
aspects of
of care:
care
of care: 0%
care: 1of care:
caret:
100%
(Examples: Face-to-face
33%
34-66% 67%-99%
contact to discuss patient
care)
…patients with BH needs
have shared care plans
developed jointly by the
patient, BH and Medical
Clinicians and updated
over time.
Sometimes Often for Frequently
Always for
(Examples: Joint visits
Never for
for some
some
for most
all aspects
with patient, caregivers,
any aspects aspects of
aspects
aspects of
of care:
medical and BH
of care: 0%
care: 1of care:
caret:
100%
clinicians for
33%
34-66% 67%-99%
development of a
problem list and action
plan; iterative
development of the
problem list and plan by
individual)
…we screen eligible
Never for
Sometimes Often for Frequently
Always for
patients for at least one
any aspects
for some
some
for most
all aspects
of care: 0% aspects of
aspects
aspects of
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BH condition using a
standardized procedure.
(Examples: US
Preventive Services Task
Force guidelines for
alcohol use or
depression; or other
conditions, such as
anxiety or trauma)
…we use practice-level
data to screen for patients
at risk for at least one
complex or special need.
(Examples: Billing,
registration data, disease
registry, lab results, etc.)
…patients are screened at
least annually for at least
one behavioral conditions
related to a chronic
medical problem.
(Example: Screening for
depression in diabetes,
anxiety in heart failure,
etc.)
…patients are screened at
least annually for
lifestyle or behavioral
risk factors.
(Example: Poor diet,
inadequate exercise,
sleep disorders,
substance use, etc.)
…screening data are
presented to clinicians
prior to (or at) patient
encounters with
recommendations for
patient care.
(Example: Patients with
low physical activity are
flagged for physician to
consider referral to
YMCA; patients with
insomnia are flagged for
referral to CBT)

care: 133%

of care:
34-66%

caret:
67%-99%

of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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…we successfully engage
identified patients in
Behavioral Care.
(Examples: Patients who
have an unmet BH need
actually meet at least
once with a BH provider)
…we successfully retain
patients in Behavioral
Care.
(Example: Patients who
meet a BH clinician
collaboratively agree on
treatment goals and
reach one or more goals)
…we have specific
systems to identify and
intervene on patients who
did not initiate or
maintain care.
(Example: Post-referral
‘tickler’ flies with
practice staff follow-up)
…we have follow-up
plans for all patients
whose BH needs are
resolved.
(Example: Automatically
scheduled visits with
primary care provider)

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%

Never for
any aspects
of care: 0%

Sometimes
for some
aspects of
care: 133%

Often for
some
aspects
of care:
34-66%

Frequently
for most
aspects of
caret:
67%-99%

Always for
all aspects
of care:
100%
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Appendix D: Satisfaction of Employees in Health Care (SEHC) Global Items
(Alpern et al., 2013; Chang et al., 2017)
(1) I would recommend this health facility to other workers as a good place to work.
1 – Strongly
Disagree

2 – Disagree

3 – Agree

4 – Strongly Agree

(2) How would you rate this health facility as a place to work on a scale of 1 (the
worst) to 10 (the best)?
1the
worst

2

3

4

5
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6

7

8

9

10the
best

Appendix E: Maslach Burnout Inventory for Health and Human Service Providers
(Maslach & Jackson, 1981; Maslach & Leiter, 2008)
For each question, indicate the score that corresponds to your response.
Every
A few
Once a
A few
Once a
day
times a
week
times a
month
week
month
or less
I deal very
effectively with
0
1
2
3
4
the problems of
my patients

A few
times a
year

Never

5

6

I feel I treat
some patients as
if they were
impersonal
objects

0

1

2

3

4

5

6

I feel
emotionally
drained from my
work

0

1

2

3

4

5

6

I feel fatigued
when I get up in
the morning and
have to face
another day on
the job

0

1

2

3

4

5

6

I've become
more callous
towards people
since I took this
job

0

1

2

3

4

5

6

I feel I'm
positively
influencing other
people's lives
through my work

0

1

2

3

4

5

6

Working with
people all day is
really a strain for
me

0

1

2

3

4

5

6
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I don't really care
what happens to
some patients

0

1

2

3

4

5

6

I feel exhilarated
after working
closely with my
patients

0

1

2

3

4

5

6

135

