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A B S T R A C T

Objectives: Despite the established clinical and cost-effectiveness of integrated care (IC) models for patients with
comorbid mental and physical illness, little is known about whether these models facilitate a better care ex-
perience from the patient's perspective. The authors conducted a scoping review of the literature to explore how
IC influences patients' care experiences.
Methods: MEDLINE, EMBASE, PSYC INFO CINAHL, AMED, the Cochrane Library, and grey literature were
searched to identify relevant articles. Eligible studies were systematically reviewed and analyzed, using thematic
analysis approach, to identify patterns, trends, and variation in patient experience within IC settings.
Results: Search results yielded 5250 unique resources of which 21 primary studies met our eligibility criteria for
analysis. Findings from this scoping review revealed variation in patients' experiences in IC settings. IC models
enhanced patients' experience by creating theraputic spaces: improving patient access to care, developing col-
laborative relationships, and personalizing patient care to address individual needs.
Conclusion: Productive interactions with care team were key to improve patient engagement and experience of
centeredness in IC settings. Successful implementation of IC demanded purposeful alignment of IC structural
components and care processes to create therapeutic spaces that address patient care needs and preferences.

1. Introduction

Patient experience is a key indicator of the quality of care [1–4].
While extensive research has demonstrated the link between patient
experience and health outcomes, a growing challenging to deliver pa-
tient-centered care is the rising complexity of managing chronic health
conditions associated with increased health complications, higher rates
of mortality, and rising hospitalization costs [2,5]. This growing com-
plexity in population healthcare needs calls for sustainable models of
care that can improve both patient experience and outcomes.

Kilbourne and colleagues identified integrated care (IC) as a health
care innovation that can mitigate these quality gaps in patients with
comorbid physical and mental health conditions [6]. IC comprises a
range of care models that varies in structure primarily based on the
degree of mental and physical health services integration, ranging from

coordinated, co-located (collaborative care), to fully-integrated care
models (behavioural health integration) as outlined by the Center for
Integrated Health Solutions (CIHS) integration framework [7–9]. In the
past decade, robust research, including seminal work by Wagner and
Katon, has established the evidence for the effectiveness of collabora-
tive and fully-integrated care models to deliver high-quality care that
aligns with the Quadruple Aim; through improved quality of care ex-
perience, reduced costs, and improved clinician satisfaction [10].
Moreover, the American Psychiatric Association (APA) and Academy of
Psychosomatic Medicine (APM) joint report, in 2016, collated the evi-
dence on IC effectiveness and provided a framework of the core prin-
ciples of collaborative care, as a widely disseminated model of IC, that
promote patient-centered care:1) team-driven; 2) population-focused;
3) measurement-guided; and 4) evidence-based care [11].

Nevertheless, research in IC is yet to explain the process by which
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care setting integration shapes patients' experiences of care. Patient
experience is a complex multidimensional construct that has been
linked to multiple care domains including individuals' emotional and
physical lived experience, patient-care provider interactions, healthcare
organization culture, degree of patient involvement, continuity of care,
and patient-centeredness [3,4,12–15]. However, patient experience has
been erroneously equated to patient satisfaction, which does not cap-
ture the above complexity of this construct. As a result, a lack of clarity
remains in how these concepts are examined in the literature [16,17].

In IC, patient experience has been predominantly evaluated using
the Patient Assessment of Chronic Illness Care (PACIC) developed by
Glasgow and colleagues, a patient self-reported measure that assesses
the degree to which care is congruent with the chronic care model
(CCM) [18,19]. Despite its widespread, cumulative evidence from the
literature remains inconclusive and non-generalizable [5,20,21]. A re-
cent systematic review by Arditi et al. identified a wide heterogeneity
(I2 = 99%) in PACIC scores across studies and that could not be ex-
plained by differences in healthcare delivery or patient characteristics
[22]. Further results from a confirmatory factor analysis by Gugiu et al.
questioned the psychometric validity of a PACIC to provide reliable
interpretation across similar populations, supporting Arditi's et al.
conclusion [20,21]. In addition to the heterogeneity in patient self-re-
ported studies, a systematic review Sunderji et al., evaluating im-
plementation of quality care measures in IC, highlighted the paucity of
quality measures focusing on client/patient-centeredness [23]. To-
gether, the inconclusive evidence from the literature highlights a gap in
our understanding of patient care experience in IC and how it is as-
sessed .

Therefore, the objective of this scoping review was to systematically
map the literature to surface existing knowledge gaps and identify
important aspects of patients care experiences in IC focusing primarily

on collaborative care and integrated behavioural health in primary care
as evolving evidence-based care models [11,24,25]. In this scoping
review, the primary research question aimed to examine the breadth of
existing evidence on patients' experience with chronic illness receiving
care in IC settings; the secondary research question focused on identi-
fying the dimensions of patient experience that were affected by IC
setting structural components and care context. Findings from this
scoping review will be valuable to inform future implementation efforts
and quality improvement initiatives.

2. Methods

We used the Arskey and O'Malley scoping review framework, en-
hanced by Levac et al., and the Joanna Briggs Institute (JBI) scoping
review guidelines, to enhance the reproducibility and reliability of our
study findings [26–28]. The previously published protocol for this
scoping review was drafted using the Preferred Reporting Items for
Systematic Reviews and Meta-analysis (PRISMA) guidelines, prior to
the development of the PRISMA extension for Scoping Reviews
(PRISMA-ScR) [30–32].

2.1. Stage 1: identify the research question

The primary and secondary research questions are stated above and
used the Beryl's Institute definition of patient experience based on this
definition's broad conceptualization of patient experience [14]. The
Beryl Institute defines patient experience as “the sum of all interactions,
shaped by an organization's culture, that influence patient perceptions,
across the continuum of care” and it is the most comprehensive defi-
nition to-date [14,33].

Records identified from database 
search

(n=5238)

Additional records identified through 
other sources

(n=42)

Records after duplicates removed
(n=5250)

Records screened
(n=5250)

Records excluded
(n=5129)

Full-text articles assessed 
for eligibility

(n=121)

Full-text articles excluded, 
with reasons

(n=100)

Studies included in 
qualitative synthesis

(n=21)

Fig. 1. PRISMA flow diagram outlining scoping review search results.
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2.2. Stage 2: identifying relevant studies

We used an iterative process to identify relevant studies involving
several discussions with the research team and two librarians [GN, KF]
at our institution. We followed the Joanna Briggs Institute (JBI) re-
commended scoping review guidelines in developing our search
strategy protocol [28]. We drafted a search strategy using the peer re-
view of electronic search strategies (PRESS) 2015 evidence-based
checklist guidelines, and drafting the finalized search protocol [33].
The following biliographics databases were searched from 1988 to Aug
2018: MEDLINE, EMBASE, Psyc INFO, CINAHL, AMED and the Co-
chrane Library. We also included relevant grey literature from Google
Scholar, Web of Science, and key research journals in the field (see
Appendix 1) and further search strategy details have been previously
published [32]. For study selection see the PRISMA diagram in (Fig. 1).

2.3. Stage 3: study selection

Peer-reviewed journal papers eligible for inclusion met the fol-
lowing criteria: published between the period of 1988-Aug 2018,
written in English language, examined patient experience in IC settings.
In this review, we conceptualized integrated care as a continuum of
care that comprise a range of care models based on differences in
clinical setting structure and care team-coordination level. Therefore,
IC studies eligible for inclusion in this scoping review had to meet the
following inclusion criteria: 1) meet SAMHSA (CIHS) integration fra-
mework description in regard to IC clinical setting structure/level of
coordination (Appendix 2) align explicitly with the chronic care model
and collaborative care core principles defined in the APA-APM
Dissemination of Integrated Care 2016 Report: 1) team-driven 2)
measurement-guided 3) evidence-based 4) population-focused [11]. An
example of how these criteria were used to determine studies eligibility
is described in Appendix 3.

We excluded studies examining patient experience using single self-
reported measures (i.e. PACIC) due to inconclusive evidence and non-
standardized application to evaluate patient experience in IC [14]. Two
independent reviewers (AY and RC) determined studies eligibility, and
in cases of uncertainty, a third reviewer (SS) with expertise in the topics
of integrated care, medical psychiatry was consulted.

Stage 4: Data Charting.
Two independent reviewers (AY and RC) completed data extraction

of eligible studies including study characteristics, model components,
study aim, methodology, outcome, and population.

2.4. Stage 5: collating, summarizing, and analyses

We undertook three stages of data synthesis and analyses. First, two
authors (AY & ZC) independently reviewed all 21 studies. We then
synthesized findings and developed themes linking key concepts related
to patient experience of care in integrated care settings. We used a
thematic analysis approach to critically analyze the articles and gen-
erate open codes. In this stage, all studies that met study inclusion
criteria (1) or (2) from above were first considered in aggregate. Then,
the small number of studies that explicitly met principles defined in the
APA-APM model (inclusion criteria 2) were analyzed separately to de-
termine whether and how inclusion criteria (ex. level of integration and
degree of comorbidity) differing from those of the broader SAMHSA
(CIHS) integration framework contributed to patients' experiences in IC
settings. Iterative discussions and consultation with experts on our re-
search team helped us proceed to a higher level of thematic analysis,
generating broad categories and higher-level themes. Third, our re-
search team met to discuss the higher-level themes with respect to the
broader concepts and knowledge of IC models that allowed us to gen-
erate a framework on the meaningful aspects of integrated care models
that improved patient care experience and outcomes.

2.5. Stage 6: consultation phase

The consultation phase is a major contribution in scoping reviews,
particularly when there is a breadth of information, inconsistencies or
vagueness in the literature. In this scoping review, the purpose of the
consultation phase was to validate the literature findings and inform
our developing framework of how IC structure influence patients ex-
perience from a patient perspective [32]. Given the existing gaps in the
IC literature, patient [CL] involvement in data analysis was valuable in
eliciting salient aspects in IC structural elements that were transfor-
mative to patient experience of care from a patient's lens. Notably,
besides refining our coding and framework, iterative discussions of the
literature analysis with [CL] surfaced a critical difference in how pa-
tients perceived care integration. For example, from the patient's per-
spective, care-team collaborative care or IC practice meant focusing on
the patient's need and fostering positive interactions with the care team
members regardless of population type or setting. Therefore, this ad-
ditional patient consultation was instrumental in including patients'
perception of “integrated care” in our iterative analysis and inter-
pretation of the literature.

3. Results

Of 5250 unique resources, 21 primary studies were eligible for full-
text analysis (Fig. 1). Overall, included patient experiences studies
covered a range of populations, locations, and time periods. The key
findings and characteristics of the analyzed studies are summarized in
Table 1. Two studies addressed self-management of co-morbid physical
health conditions in collaborative care settings [34,35]. Three colla-
borative care studies examined patient experience receiving mental
health support in primary care [36–38]. Two studies evaluated patient
experience receiving integrated care for complex care needs including
mental, physical, and social health needs. Five studies examined the
care experiences of marginalized patient populations receiving care in
safety-net clinics, other collaborative care studies evaluated patients
experience receiving care for co-morbid mental and physical illnesses in
integrated behavioural health in primary care, two studies explored IC
patient experience in the geriatric, and two studies reported veterans
care experience receiving (HIV) treatment through tele-collaborative
care in primary care.

3.1. Thematic analysis

Our analyses revealed significant variations in patients' experiences
across IC settings. In exploring this variability, our analyses suggest that
the way in which IC elements are designed and implemented shape the
way patients experience care in IC settings by personalizing care to
address individual needs, developing collaborative care relationship,
and facilitating access to care (Fig. 2).

3.2. Cross-cutting theme: the way that therapeutic spaces are designed can
influence the way that patients experience their care

The cross-cutting theme in this scoping review highlighted the im-
portance of aligning the structural components within IC models with
their intended function to design effective “therapeutic” spaces.
Therapeutic spaces were characterized as IC clinical environments and
processes promoting privacy, confidentiality, cultural sensitivity and,
adopting a non-judgmental care philosophy [38–44]. Therapeutic
spaces in IC were a vehicle to cultivating a productive patient-care team
relationship and addressing population-specific care needs. In this
scoping review, studies attributed differences in patient experience to
varying abilities of IC models to create therapeutic spaces that align
with population care needs. Specifically, the structural components of
IC (i.e. clinical setting environment, physical spaces, all processes and
components of care delivery, including care team organization and care
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philosophy) influenced whether patients perceived integrated care
settings to be “patient-centered”.

Importantly, while service level integration (i.e. the physical
proximity of services) enhanced patients' experience of IC in some
studies, clinical setting integration alone was not sufficient to estab-
lishing “therapeutic” spaces [40]. Most studies, focused on integrating
physical and mental health services in primary care settings, showed
that care service integration fostered a positive patient care experience.
However, few studies eluded to some patient populations questioning
the purpose of integrating both physical and mental health care in the
same space when not targeted to patient care needs [25,38,40,45]. The
reported variation in patient perspective may have resulted from the
important distinction between ‘physical’ integration of care services
under one roof and the patient experience of ‘therapeutic’ integration.
Overall, the deliberate and successful creation of therapeutic spaces in
IC settings was critical in addressing stigma and improving access to
care, engaging patients in their care and establishing relationships with
the care team that promoted open dialogue to address sensitive issues
(e.g. use of drugs, end-of-life discussions, side effects of antipsychotic
medication, sexual dysfunction).

“This was an especially sensitive issue with regard to collaboration
and communication between health services and schools. While some
youths (two) and parents (two, same dyad as youth) did not mention
concerns about confidentiality issues and could view the possibility of
accessing [youth mental health]YMH services in school as con-
venient—even if most of them (four youth, four parents) preferred to be
seen at the [community local services centres] (CLSC) or at home—-
others worried that sensitive information could be leaked in the school
environment and have a negative impact on the youth's or family's life
(two youth, three parent, twice from same dyad).” [38]

Furthermore, IC models created opportunities for sharing care ex-
periences and enabling patients' peer-support. In this study, patients
perceived the IC setting as a designated space that was conducive to
dynamic interactions among patients with similar care and illness ex-
periences. Patients valued these group-interactions as they felt em-
powered to share their care experiences and expose their concerns:

“It's easier to talk to someone that's going through what you're going
through than it is to talk to someone who's never been through it. Like,
a lot of doctors, you know, they never been homeless, and they really
can't comprehend what you're saying or what you're going through.”
[46].

3.3. Personalizing care to address individual needs

Providing care that addressed patients' unique health needs, in-
cluding specific physical and mental health needs, promoted active
patient engagement and relationship building in IC settings. For in-
stance, an optimal mutual collaboration between the patient and the
care provider seemed to occur when the patient's individual care needs
and preferences were accounted for during the development of the
treatment plan.

Furthermore, patients' desire for personalized care was evident in
recent mobile-health (m-health) feasibility studies examining patients'
perspective of m-health tools to support self-managing and monitoring
of their health. In these studies, the notable variability in patients en-
gagement with m-health applications was attributed to differences in
how patients perceived the utility of these platforms to support their
self-management [35,41]. For instance, patients' experiences ranged
from seeing the utility of these tools to promote self-awareness of health
status and enhance access to care, to a lack of understanding how to use
these tools. A novel finding in one study was patient concerns related to
data sharing and confidentiality of information particularly for data
capturing emotional and mental well-being [35].

This variability in patient perceptions regarding m-health inter-
ventions in IC settings is illustrated in the following example. Bauer
et al. assessed the feasibility and acceptability of an m-health platform
to support patients with comorbid depression and diabetes [35]. Some
patients described a lack of understanding of the utility of these m-
health tools to support their care and improve health outcomes:

“So I don't know what all the goals of the app are. But if it were a
goal for the app to provide immediate help in terms of some crisis, then
you probably want to make that a little bit more clear.” [35]

In contrast, other patients experience highlighted the utility of m-
health platform to monitor and support patients with comorbid de-
pression manage their feelings:

“If there was something that I personally had a hard time saying
about my feelings or the week or whatever, she already had an idea
because I had already put in some input for that.” [35]

These studies illustrated the need for personalizing care in IC
models, including care delivered through m-health platforms, in order
to align with patients' preferences and goals, such as eventual self-
management.

3.4. Developing collaborative care relationships

Most studies described the importance and positive changes in pa-
tient-care team interactions facilitated mainly through effective patient-
care team communication. These changes underscored the value of IC
models in improving patient care experiences, primarily through im-
proved patient-care provider relationship in primary care settings.
Furthermore, care continuity in IC models was supported by improve-
ments in care coordination efforts and building a cohesive relationship
with the care team members. The establishment of patient-care team
alliance enabled addressing key barriers to care accessibility and pro-
moting patient engagement in their care. For instance, establishing
cohesive relationships with the case managers enabled patients to ac-
cess care promptly and to better understand patients' unique needs and
preferences. Batka et al. described how a collaborative care PTSD in-
tervention promoted productive interactions with veterans who per-
ceived the care facilitator to be invested in their care by listening,
discussing their treatment plans and objectives, and supporting treat-
ment adherence:

“[S/he] listens to how I feel and helps me cope with it better. [S/
he's] not telling me how they [the military] see it or trying to make me
change my opinion. I can tell [her/him] exactly what's on my mind and
how I feel…” [47].

Fig. 2. Framework summarizing main themes from the literature on patient
experience in integrated care (IC).
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3.5. Facilitating access to care

One of the primary ways by which the structure of IC models in-
fluenced patient experience was by improving access to specialists care
by addressing stigma and inequalities experienced by patients. Provider
advocacy within IC settings addressed patient, provider and system
factors that collectively shaped patients' experience of care. For in-
stance, marginalized patient populations often struggled to disclose
their human immunodeficiency virus (HIV) status in their day-to-day
networks for fear of negative repercussions [42–44]. As a result, studies
identified the importance of patient-care team interactions and a non-
judgemental culture in IC settings as critical components to reshaping
patient experience. In these settings, staff protected patients' privacy,
respected their preferences for disclosure, and worked collaboratively
with patients to address inequalities in accessing care.

“Patients' perceptions of what integration meant revolved around
the sense that the collaborative approach granted them access to mental
health care that had hitherto been out of reach either because physical
health problems had taken centre stage in routine primary care con-
sultations or because seeking mental health treatment was stigma-
tized”. [40]

In addition, telehealth collaborative care (TCC) provided an op-
portunity to use technology to overcome accessibility barriers impeding
care service delivery. For example, the TTC model was identified as an
established means to improving veterans access to mental health, and
speciality care in primary care.

“Patients indicated a number of ways access improved with TCC:
time spent traveling and away from work decreased; travel was less
stressful and costly; and the wait time before visits at community-based
outpatient clinics was typically shorter than at the specialty clinic.”
[44]

Patient-level factors that influenced patients' willingness to acces-
sing care or treatment included patient education. Patients' perceptions
of the health system and structures in place given their past experiences
were identified as potential barriers to accessing care. For example,
patients with co-existing mental and social needs reported a lack of
knowledge about their illness and a limited ability to discuss their
treatment plan with their care providers as internal barriers that im-
peded their ability to access services. It is worth noting that support
groups in IC settings helped address these barriers by bolstering patient
knowledge and engagement level in their own care.

“But, this program really teaches that you can do it yourself, just
need the knowledge; and they showed me, yea, you're right, I can do it.
Don't be afraid to talk to your doctor. I used to be shy about talking to
my doctor. Let them do the talking. I figured they know it all. No, not
necessarily, I have an agenda.” [46]

IC models also addressed cultural factors that contributed to patient
stigma and difficulties accessing care [38,39,41]. These factors include
addressing misunderstandings, preconceived notions about physical/
mental illnesses, and providing culturally adapted psychoeducation
tailored for patients and their families. This psycho-education and
support was found to enhance patient self-efficacy and to further de-
velop patients' coping strategies to better manage distress related to
stigma.

3.6. Analyses across models of integration

Based on our analyses, the framework described above was uni-
formly applicable across the continuum of care and across the range of
care models. The framework remained relevant across the care con-
tinuum irrespective of differences in the degree of physical and mental
health care integration or the level of care team-coordination. While we
observed variations of experiences across all studies, the degree of co-
morbidity and classifications/level of physical and mental health ser-
vice integration were not specific themes that emerged as influencing
patients' experience or perception of their care in IC. Moreover, the

above framework resonated with studies that reflected the collaborative
care model, as defined by the APA-APM report. Rather, patients in these
studies felt cared for when factors unique to their conditions and pa-
tient level factors were addressed (personalization); when care was
more accessible (e.g. via proximity of services and cost reduction);
when continuity of relationships was a core component of care; and
when trust was increased between patients and providers [25].

4. Discussion

This scoping review identified pivotal knowledge gaps in our un-
derstanding of patients' experience of care in IC. We identified 21 pri-
mary studies that examined the effects of implementing IC on patient
experiences in primary care settings from patients' perspectives.
Overall, studies in this review clearly highlighted that implementation
of IC in primary care settings has the capacity to influence patients'
experience of care and purposefully create “therapeutic spaces” by
personalizing care to address individual needs, developing collabora-
tive care relationship, and facilitating access to care.

This review underscored the influence of environmental facilitators
and barriers (including physical and organizational factors) on IC care
processes and resulting impact on patients' perceived care experience.
For example, we found that studies that considered population specific
barriers to accessing care such as stigma, illness acuity, cultural, and
ethnicity factors were able to amend their care processes to address
patients care needs and promote longitudinal relationship-building in
IC settings [38,39,41–44,48]. Conversely, studies with variable im-
plementation efforts and unclear consideration of contextual factors
reported mixed outcomes related to patient care experiences
[40,47,49]. Thus, recognizing the contextual environmental factors
influencing IC care processes and the underlying mechanism influen-
cing patients' experiences are necessary for promoting patient-centered
care .

Another important theme related to variation in care experiences
was the individual difference in patients' care needs within a given
population. For instance, collaborative care studies in this review that
examined patients m-health acceptability and engagement reported a
range of experiences and challenges related to using these m-health
tools to engage patients in self-management and monitoring
[35,41,50]. Some of the reported challenges expressed by patients' re-
lated to concerns about m-health data sharing and privacy, specifically
for data capturing emotional and mental well-being [35]. This finding is
particularly important as healthcare systems evolve to leverage tele-
health technology to extend care accessibility to having infrastructure
that accommodates individual variations in patients perception and
knowledge engaging with these platforms to support health self-man-
agement.

Existing ways to evaluate the patients' perspective of their care
experiences fall-short from capturing the complexity and realm of pa-
tients' experience. Findings from this scoping review offer a new per-
spective to understanding patient experience in IC. In addition to the
presents a framework to potentially explain how IC approaches may
influence patients' care experiences to support chronic illness self-
management and improve long-term health outcomes in primary care
settings [51–54]. Moreover, this review surfaced the effect of IC
structural components on patients' experience, which is an area that is
not captured in current patient-reported measures, such as PACIC [20].
Future research should strive to generate new knowledge explaining
how these patient-related factors are being accounted for when im-
plementing and evaluating patient experience in IC.

Our scoping review findings should be interpreted in the context of
the following limitations. We used broad inclusion criteria, specifically
the CIHS classification framework, which could have introduced some
variability in our findings. However, we also analyzed themes in studies
meeting the more specific APA-APM integrated care principles.
Moreover, studies that did not include a description of an IC model may
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not have been captured in our review despite potentially having IC
components. While we employed a rigourous systematic thematic
analysis approach to data analyses that was informed from a patient
perspective, our findings subsume the high-level themes in this litera-
ture. As studies capture a range of patient experience measures, future
studies may be able to provide a more quantitative synthesis of study
results.

In summary, the following scoping review highlighted additional
dimensions of patient experience in IC settings. Given the limited focus
on patient experience measures specific to IC in the literature, this re-
view highlights a strong need to expand existing evaluative processes of
patient experience in IC to include patients' perspective on additional
care integration domains, such as structural components. Moreover,
this review highlights how patients' understanding of care integration
may differ from that of a health system, and should be considered in
future evaluation measures of IC.
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