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Abstract
Interprofessional care including psychologists has been shown to be effective for both primary and subspecialty integrated care. However, providers of behavioral health 
are infrequently included in studies of interprofessional collaborative practice. The current study explores the activities and perceptions related to interprofessional 
care of 13 psychologists involved in 19 different interprofessional teams within one institution. To fully explore relevant issues and examine barriers and facilitators 
to interprofessional teamwork in a systematic and comprehensive fashion, a mixed-method analytic design was used. Quantitative data were collected via survey. 
Qualitative data obtained by structured interviews were coded for critical themes using grounded theory. Pediatric psychologists working on interprofessional teams 
were generally satisfied with their experiences. Key facilitators included being valued on the team and using standardized assessments.  Barriers centered on financial 
issues such as scheduling issues impeding billable activity. Based on these findings, we provide a number of recommendations on maximizing clinical care, optimizing 
the role within the interprofessional team and meeting professional responsibilities.  
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Introduction
One of the most transformative aspects of the Affordable 

Care Act (ACA) is the call for an increase in interprofessional 
collaboration, the process by which care providers from different 
disciplines collaboratively develop cohesive and comprehensive 
care plans [1,2]. Relatedly, the American Academy of Pediatrics has 
endorsed a “medical home” model, highlighting the importance of 
comprehensive and coordinated care of the “whole child” as well as 
easy access to services that meet both children’s and families’ medical 
and psychosocial needs. This increased commitment to assessing the 
biopsychosocial needs of the child and family is demonstrated in half 
of the 26 new ACA-mandated prevention screenings and services 
related to behavioral health [3]. There is considerable evidence for the 
value of psychologists in improving pediatric chronic care across a 
range of populations, service settings, referral concerns and behavioral, 
functional and biomedical outcomes [4-9]. Research examining the 
effectiveness of interprofessional care including psychologists has 
demonstrated improved biopsychosocial outcomes for both primary 
[10] and subspecialty integrated care [11,12]. However, providers of 
mental and behavioral health are infrequently included in studies of 
interprofessional collaborative practice [13].

Pediatric psychologists at the current study site had a long history 
of being involved in interprofessional collaborative practice models 
with many pediatric subspecialty teams, yet a systematic examination 
of practice patterns or psychologists’ perceptions of these experiences 
had not been completed. There were several factors fostering the need 
for a closer examination of our interprofessional collaborative practice 
processes. First, our institution had recently developed a new strategic 
plan, in which the delivery of integrated and coordinated care delivery 
was specifically highlighted as a primary goal. In addition, there had been 
a greater than 8-fold increase in the number of psychologists housed in 
our Division of Behavioral Medicine and Clinical Psychology (BMCP) 

during the past 15 years (from 8 to 69 psychologists).  During this 
time BMCP had strengthened the presence of behavioral health within 
the institution through active participation in institutional leadership 
positions and demonstrating improved patient-reported outcomes, as 
well as through successful collaborations with other divisions in the 
medical center. Consequently, the demand for integration of BMCP 
psychologists into health teams increased. While our interprofessional 
activities had increased, a careful review of the processes involved in 
these collaborations had not been completed. It was felt that many 
psychologists were involved in interprofessional teamwork without 
a full accounting of the activities or an identification of potential 
facilitators or barriers. Thus, the objective of this initiative was to 
conduct a detailed exploration of the practices and issues related to 
interprofessional collaborative care from the perspective of the BMCP 
psychologists with a focus on identification of facilitators and barriers. 
We aimed to subsequently make recommendations to maximize 
the efficiency and efficacy of interprofessional collaborative practice 
involving psychologists. Given the relative dearth of research on 
interprofessionalism that involves behavioral health providers, we also 
hoped to share our findings with the broader field of interprofessional 
care.  

To fully explore relevant issues and examine barriers and keys to 
success in a systematic and comprehensive fashion, a mixed-method 
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analytic design was used.  Quantitative data were collected via self-
report surveys of the range of services provided as well as psychologist 
satisfaction with various aspects of care integration, the term used 
in this study because it aligned with our institution’s strategic plan 
language. Qualitative data of the psychologists’ experiences and 
perspectives of interprofessional teamwork were collected via semi-
structured interviews and a grounded theory approach [14] was used to 
elicit key themes, including facilitators and barriers. Of note, at the time 
the study was conducted, the terminology utilized with the participants 
and included on the measures was “care integration” because this term 
was most aligned with the wording of our institution’s strategic plan.  
However, the actual content of our area of inquiry is the work that 
psychologists do as part of interprofessional teams [1].

Method
Setting

Cincinnati Children’s Hospital Medical Center (CCHMC) is a 
pediatric medical center and hospital affiliated with the University 
of Cincinnati Medical School. At the time of this study, the medical 
center provided approximately 900,000 outpatient visits, of which 
the majority were with specialty services. The Division of Behavioral 
Medicine and Clinical Psychology (BMCP) is housed within the 
Department of Pediatrics within the University of Cincinnati Medical 
School. BMCP has demonstrated consistent fiscal stability through 
clinical fees, insurance reimbursements and grant funding. There 
is a high demand for BMCP clinical services, so maximizing patient 
access to services is a priority within BMCP. Of the approximately 70 
psychologists who were part of BMCP during the time period of this 
initiative approximately 75% primarily did clinical work with the rest 
primarily grant funded, and approximately half of all psychologists 
held faculty appointments at the University of Cincinnati. Psychologists 
whose primary responsibility is to provide clinical service are expected 
to meet clinical productivity standards (based on a specified number 
of billed hours per month) which insure high patient access to services 
and a sustainable financial model for the division. Psychologists’ yearly 
evaluation is based in part on their ability to meet these standards.  Thus, 
psychologists are only able to work collaboratively with medical teams 
to the extent that they are able to continue to meet their productivity 
standards.  

Data collection
All interprofessional collaborations in which one specific BMCP 

psychologist was identified as part of a specific medical team and 
had worked closely together with team members for at least 1 year to 
address the biopsychosocial needs of the patients were analyzed. Thus, 
we chose to only include collaborations which fit the definition of 
“interprofessional teamwork” in which psychologists were identified 
as sharing the team identity [1]. Thirteen psychologists fitting this 
criterion were invited to participate, and all agreed to do so. 

For the purposes of quantitative analyses, the unit of analysis was 
the interprofessional team (IPT).  There were 19 separate IPTs in the 
study involving health care teams that served a range of subspecialty 
populations including patients with headaches, epidermolysis bullosa, 
chronic pain, new-onset seizures, neuro-oncologic issues, craniofacial 
anomalies, sickle cell disease, inflammatory bowel disease, small bowel/
multi-visceral post-transplantation, diabetes, hyper-lipidemia, cystic 
fibrosis, eosinophilic esophagitis, movement disorders, sleep disorders, 
conditions requiring neurorehabilitation (e.g., patients with post-
traumatic brain injury) as well as patients being considered for small 
bowel/liver transplant, kidney transplant and bariatric surgery.

 The psychologists participating in the study included 13 doctoral-
level licensed practitioners. Nine psychologists were part of only one 
IPT (i.e., integrated with only one medical team), two psychologists 
were part of 2 different IPTs, and two psychologists were part of 3 
different IPTs. An interview and questionnaire were completed for 
each IPT. Thus, the psychologist was instructed to focus on a specific 
IPT when providing both the qualitative and quantitative data, and 
psychologists who were involved in multiple IPTs were interviewed 
separately for each IPT.  Of note, 2 additional psychologists who did 
not meet the time criteria (i.e., had been involved in their IPT for less 
than 12 months) were interviewed as well.  Their data were not used in 
analyses but their interview transcripts were used to train coders (see 
below).  

The Institutional Review Board (IRB) was consulted on this 
study, and determined it as “exempt from review” because the project 
was undertaken with the goal of applying quality improvement 
methodology to enhance clinical standards of care. Thus, informed 
consent for human subjects research was waived provided that no 
individual information could be identified. 

Measures
Pre-existing measures meeting the aims of this initiative could 

not be identified in the published literature. Thus, a subset of the 
study authors reviewed the literature on collaborative care and then 
used an affinity diagram method [15] based on our own collaborative 
care experiences and our literature review to identify key domains (e.g 
“team dynamics”, “logistics”) that we would want to incorporate into 
our qualitative and quantitative assessment strategy. These domains 
were then refined within the larger group of authors which guided 
development of the survey and interview form that were the assessment 
tools used for the study. 

Quantitative survey (available by request) 

A 13-item questionnaire was developed for the current study 
to capture psychologists’ reports on: 1) care integration activities 
(including where activities occurred and broken down into activities 
that occurred during clinic and in clinic space versus activities occurring 
outside of clinic), 2) patient identification/recruitment processes, 
3) administrative processes supporting care integration, 4) financial 
issues, and 5) location of services provided. Item-level frequencies were 
calculated for descriptive statistics. Satisfaction levels within each of 
these areas were assessed using Likert type scaling (1-10) with 10 being 
the highest level of satisfaction. In addition, two global satisfaction 
questions related to 1) overall level of care integration and 2) overall 
administrative processes, using the same Likert scale. Psychologists 
completed the questionnaire prior to the semi-structured interview.

Qualitative semi-structured interview

The purpose of the semi-structured interview was to systematically 
collect information from psychologists about their specific IPT by 
asking uniform stem questions and using standardized prompts, while 
offering the flexibility for psychologists to provide additional relevant 
information and allow the interviewer to ask clarifying questions. 
Stem-questions included the psychologist-medical team relationship 
(current status and history), keys to success, barriers to success 
(including the single most important key and barrier to success), future 
directions, what the IPT would look like in an ideal world and lessons 
learned.  All interviews were audiotaped and transcribed.
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Procedure
One project member initially contacted all psychologists who met 

inclusion criteria by email and explained the purpose of the project as 
well as requested the opportunity to conduct a 60-90 minute interview. 
At the time of the interview, the project member reviewed the goals 
of the interview, answered any questions related to the quantitative 
survey that psychologists had completed prior to the interview, and 
conducted the semi-structured interview. The interviewer knew the 
psychologists as colleagues but was not in a supervisory relationship 
with any of the them.  

Data analysis
Statistical analysis for quantitative data

Descriptive statistics were calculated to summarize the data. 

Thematic analysis for qualitative data

Because we were interested in determining new learnings 
related to care integration from the qualitative data provided in our 
interviews, our analytic plan was informed by Grounded Theory 
[14] and interview content was coded using thematic analysis. The 
thematic analysis started with the process of verbatim transcription 
of the collected interview data. Psychologists on the study team then 
repeatedly reviewed transcripts, noted initial themes in the interview 
content and developed operational definitions for each theme that were 
tested during weekly meetings with new interview content. Themes 
were organized under primary domains, and nodes within themes 
were identified when indicated. This iterative process was repeated 
until almost all content of the interviews was able to be coded into 
the identified themes and nodes. Data extracts were organized during 
two consensus meetings to develop a higher-order framework for the 
identified themes (available upon request). 

After the themes and nodes were identified and operational 
definitions developed, independent trained research assistants were 
trained on the transcripts of the psychologists who did not meet 
inclusion criteria. Because research assistants were not quite at the 
level of coding that was desired, a 3rd transcript was utilized from our 
sample of 19 IPTs to continue the training (a transcript taken from a 
psychologist who had provided two interviews). The research assistants 
then coded the 18 remaining interviews to classify interview content 
into relevant themes and nodes (i.e., sub-themes). Five (28%) of the 
interviews were coded by both independent coders and demonstrated 
good inter-rater reliability (80%). Interview content was classified into 
a total of 18 themes, some of which were infrequently represented in 
the data.  To focus our analyses, we decided to only include themes 
which accounted for at least 5% of total coded content across all 
interviews in the analysis of facilitator or barriers. All content for these 
themes were then independently classified by two study team members 
for valence of the content either being a facilitator or a barrier. Inter-
rater reliability for these valence codes was 0.90. Chi-square test of 
independence was conducted to determine if specific themes were 
more likely a facilitator or barrier to care integration. An alpha of 0.05 
was considered statistically significant for all analyses.

Results
Quantitative data: Care integration activities and satisfaction 

Care integration activities: In a majority of IPTs (72.22%) 
psychologists provided at least some services in the medical team’s 
dedicated clinic space. Table 1 depicts the types of psychologist 

activities done within IPTs depending on whether the psychologist 
provided service within the clinic space during a time when the medical 
team was also seeing the patient versus services provided outside of 
clinic. Fifty percent of IPTs involved psychologists providing services 
both within clinic space and time as well as outside of clinic. A majority 
of those IPTs which involved psychological services provided during 
clinic time and in clinic space included the psychologist consulting with 
physicians (66.67%), informally meeting families (61.11%), attending 
medical team meetings (55.56%) and screening patients (55.56%). 
When IPT psychologist activities were provided outside of clinic time, 
the most common activities were direct intervention with patients 
(61.11%) and medical team meeting attendance (44.44%).  Other 
IPT psychologist activities (not broken down according to location) 
included collaborating on research (44.44%) and quality improvement 
initiatives (33.33%). Patient identification for psychology services 
differed if completed in the medical clinic versus outside of clinic, 
with 44.44% of IPTs that included in-clinic service delivery having the 
psychologist meeting all patients versus 16.67% meeting all patients if 
service delivery was outside of the clinic. 

Clinical billings for psychologists’ services were the primary means 
of payment for clinical care in IPTs. Because some of the clinics did not 
have sufficient patients to support a dedicated psychologist the medical 
teams financed a portion of the psychologist’s non-billable time in 1/3 
of the IPTs. In addition, psychologist-supervised trainees provided 
some unbilled services in 1/3 of the IPTs (one of which was also a IPT 
which included medical team financial support). 

Psychologist satisfaction with interprofessional care: Psychologists 
generally rated their satisfaction with their IPT quite high. In terms of 
the two global ratings, the average satisfaction with overall level of 
care integration was 7.61 ± 1.50 out of 10, with average satisfaction 
with administrative process somewhat higher (8.06 ± 1.39). In terms 
of specific factors, average satisfaction ratings ranged from 7.53 
to 9.82 out of 10, with psychologists most satisfied with the specific 
administrative processes related to collection of clinical billings, and 
registration and scheduling of patients. In addition, psychologists were 
quite satisfied with the manner in which psychology services were 
introduced to families. Psychologists were least satisfied with areas 
related to finances and the types of specific IPT activities that they were 
involved with (rated after psychologists indicated their involvement in 
the activities listed in Table 1). Examination of open-ended responses 
to the question of what would increase satisfaction indicated that, in 
general, psychologists wished they could be involved in more activities 
within their IPTs. 

Qualitative data: Primary themes and key facilitators and 
barriers

Primary themes: Content from the interviews were coded into 8 
main domains, listed in Table 2 in order of their prevalence. Content 
related to Medical Team Characteristics was the most prevalent, with 
16% of the total interview content coded within the themes of this 
domain.  Psychologists highlighted that interprofessional collaboration 
is enhanced when a team values and understands the role of psychology 
(see facilitators, below).  They also noted the importance of appreciating 
the team culture when joining an interprofessional team. 

I think the relationship is key and then going in and listening, 
observing, and understanding the roles and responsibility and where the 
power in the team is.  That is key.  I think too many times people come 
in with preconceived ideas about what they’re going to do - even if you 
have those back here [in your mind], I think you have to wait and learn 
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During clinic & in clinic space Outside of clinic
Direct patient care, non-billable Meet and greet families (informal) 61.11% 0.00%
Direct patient care, billable Screen patients/Triage 55.56% 22.22%

Formal assessment of patients 27.78% 33.33%
Intervention with patients 50.00% 61.11%
Family care conference participation 16.67% 27.28%

Non-direct patient care, non-
billable

MD consultation 66.67% 38.89%
Medical team meeting attendance 55.56% 44.44%
Psychosocial only team meeting attendance 11.11% 16.67%
Medical team didactics provision 16.67% 16.67%
Other 0.00% 5.56%

Table 1. In what percent of interprofessional teams do psychologists participate in these types of activities?

Domain
Themes % of Domain-coded 

content 
Node 1 % of Theme-

coded content
Node 2 % of Node- coded 

content
Medical Team Characteristics
16.00%*

Value of psychology (F) 37.90%
Knowledge of  psychology 
services (F)

18.26%

Composition/role definition 15.98%
Shared vision 13.24%
Expectations for psychology 5.02%

Psychologist Role
10.88%

Direct patient/family care 67.10% Assess/Screen 73.00% Referral process (F) 49.32%
Standardized 
assessment process (F)

39.73%

Availability of out-
patient care

5.48%

Follow-through with 
referrals

5.48%

Intervention 27.00% Specific types 51.85%
Psychoeducation 25.93%
Therapeutic work 11.11%
Availability 11.11%

Indirect patient care 25.50% Team education 47.37%

Case management 28.95%

Treatment planning 21.05%

Prioritization of team's 
patients' needs

7.38%

Clinic Flow
8.33%

Structure (F) 60.53%
Actual time with patients 15.79%
Scheduling 16.67%
Identification of high-need 
patients to see in clinic

7.02%

Psychologist Characteristics
7.16%

Experience/expertise (F) 29.59%
Satisfaction (F) 26.53%
Boundaries 21.43%
Transitions 17.35%
Interest/dedication 5.10%

Clinical Productivity Standards
6.72%

Factors out of control of 
the psychologist  (B)

51.09%

Billable activity 
expectations (B)

34.78%

Non-billable demands 14.13%
Other Financial Factors
5.26%

How services funded 76.39% Trainees 38.18%
Insurance not covering services 20.00%
Medical team contribution 20.00%
Health & Behavior Codes 12.73%
Grants 9.09%

Clear business model 15.28%
Communication of financial 
structure to families

6.94%

Division Factors
5.26%

Resources 84.72%
Communication 15.28%

*Percentage of total coded content
Only those domains which accounted for 5% of total interview content included.

Table 2. Domains, themes and nodes (F= facilitator of interprofessional teamwork; B= barrier to interprofessional teamwork).
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the culture of the team and how things really go and who’s doing what, 
so that it will be effective. 

The Psychologist Role was also relatively prevalent in the content, 
particularly as related to assessing and screening patients (see 
facilitators, below).  Psychologists also valued their ability to provide 
direct intervention within the IPT.

I think it has been helpful with some of the cases to be able to provide 
one-time interventions with them… Although some patients require 
ongoing services, those one-time interventions seem to work pretty good 
for the clinic setting.

Psychologists also noted that team education was an essential 
component of their role in terms of indirectly promoting patient care.

When I started with the group they didn’t have much experience with 
clinical psychology so a lot of what I spent time on was educating them 
about what role we could play for patients with [chronic illness]. And I 
actually think there was a real lack of knowledge of what psychologists 
can do for kids with chronic conditions so for example they didn’t realize 
we could help with things like pill swallowing or behavior management 
or assessing comorbidities or at least triaging cases so that they were 
going for assessment to the right places.

Facilitators of interprofessional care: As noted in Table 2, a 
significantly greater proportion of comments by respondents were 
classified as facilitators for the following domains: Medical Team 
Characteristics, Psychologist Role, Clinic Flow and Psychologist 
Characteristics (all p’s<.05). Each of these larger domains was then 
examined further to identify the specific themes that contributed to 
these proportional differences. For Medical Team Characteristics, 
“Value of psychology” and “Knowledge of psychology services” had 
a greater proportion of comments rated as facilitators. Psychologists 
spoke about the importance of the medical team valuing what 
psychology has to offer in terms of psychosocial services to patients 
as well as how the psychologist can contribute to the overall mission 
of the team:

What often happens for [the medical team] when [the psychologist] 
is not there is that the psychosocial comorbidities take up most of the 
visit. And so for them it is a relief to know that somebody is taking care of 
the kids more holistically so that they can really focus on the part of their 
expertise and that they have a second expert coming in to deal with the 
other issues of the family to help with.

Psychologists also noted that it is critical for the medical team to 
be well-versed in the psychosocial needs of their patients and how 
psychologist can intervene in addressing those issues.

Yes, the care model is very structured. The patient comes through with 
the [medical team] visit and then the Psychology visit.  The team knows 
what we are going to address.  They even alert us to things that need to be 
addressed or work done.  There doesn’t seem to be any confusion on how 
to best use our services in the model of that day.

For Psychologist Role “Standardized assessment process” had a 
greater proportion of comments rated as facilitators, with approaches 
ranging from use of screeners to more comprehensive approaches. 
Psychologists noted that these measures assisted both with baseline 
data collection as well as triaging patients to psychosocial services.  
“Referral process” also had a greater proportion of comments rated as 
facilitators, with psychologists commenting on both their own process 
of referring patients to other providers as well as the process by which 
patients got referred to them (particularly if they were not co-located).

For Clinic Flow, “Structure”, both in terms of the daily flow of the 
clinic as well as how the psychologist is scheduled to see patients, had 
a significantly greater proportion of comments rated as facilitators. 
Psychologists spoke to the issue of being flexible but respectful in terms 
of getting patients seen by the multiple providers. 

Sometimes if we overlap they usually run behind, but I am able to 
keep on schedule and we kind of work together so if [medical provider] 
sees someone late I’ll go in and see them first and get my part done so 
then he can see them if he is running behind or the nurse practitioner is 
going to see them. Actually when I see them we’ll come out and we’ll talk, 
we’ll staff it in the moment.

Some psychologists also spoke about the value of seeing all of the 
patients. 

It depends on, you know, how many of us are there and all the rest 
of it, but the idea of the game is that we are going to see all the patients.  
That was something I set up way early on partly because [the medical 
team] wanted it and partly because I felt it was really important from the 
perspective of not stigmatizing people: “You have been selected!”  It was 
just “Oh, we see everybody, here we are”.

Finally, for Psychologist Characteristics, “Satisfaction” had a greater 
proportion of comments rated as facilitators. Psychologists talked 
about a range of topics, including positive professional relationships 
and the ability to meet multiple professional goals through the 
interprofessional collaboration (e.g. both providing clinical service 
and meeting academic productivity expectations through writing 
collaborations or conducting research).

It has been my savior in academics actually.  I mean I talk about it a 
lot.  It has been a very, very productive journey.

It is just not all formal all the time, so all the personalities that I am 
interacting with I like, and I like these people, and I think that helps with 
the coordination of services, and trust and facilitating communication 
and so on.

Psychologist “Experience/Expertise” also had a greater proportion 
of comments rated as facilitators, with psychologists commenting in 
particular on the positive impact specific knowledge of the medical 
condition had on rapport-building with patients.

I think the biggest thing is being educated about the condition 
because I came in knowing nothing.  The more you learn from the 
families then when you start talking with a family and using their words 
- like you have heard from other families in describing things, then you 
automatically get buy in…I think that’s been a key part of the treatment 
is just being part of the team and understanding the condition.

Barriers to interprofessional care: “Factors Out of Control of 
the Psychologist” and “Productivity Standards” were the themes 
noted to have significantly more content rated as a barrier than a 
facilitator, both within the domain of Clinical Productivity Standards. 
Psychologists, who typically expressed understanding of the rationale 
behind having set productivity expectations, also noted the challenge of 
meeting these expectations in a medical clinic when there is often greater 
lag time between patients that are ready for the psychologist to see because 
other providers are seeing the patient. Some psychologists also noted that 
the unpredictability of the clinic schedule negatively impacted the ability to 
meet productivity standards. 

I think the biggest challenge for us moving forward will be that [the 
psychologist] numbers are contingent on patients coming in… We don’t 
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have a lot of control over that part of the process.  So what happens on 
weeks that a nurse practitioner is on vacation, but [the psychologist] is 
not on vacation and then that can affect her billable hours…  So how do 
you makeup in the deficits where normal things happen?  …  And those 
patients move on and off the schedule so quickly that today you can have 
four patients on the schedule and tomorrow morning you can have eight 
patients on the schedule.  Or vice versa. You can go from eight to two 
within a 24 hour period. How are we going to manage that?

Psychologists also noted that there may be activities that are 
important for clinical care that are not billable, such as informally 
meeting families or attending interprofessional care conferences. 

It’s meeting our division’s productivity standards concurrent with 
being in clinic as my medical team needs me to be.  And that includes 
meeting new families where I’m not doing a complete assessment, but 
I’m just introducing my service and you know sometimes that only takes 
two to three minutes where you describe it, give a business card and say 
“let me know”.  Where other times families - when you say, if you ask “is 
there anything that is even slightly difficult right now that you think I can 
be helpful with” and I end up staying in there for 15 minutes. 

I think the productivity - I mean it’s just in general that I serve that 
team and whenever they need something like an evaluation or therapy 
I do it, but I mean I think sometimes it’s a barrier that usually my time 
is really limited so it can only be that hour that I do the evaluation…I 
do try to go to the other meetings, but without having that leeway, 
unfortunately, that sometimes it has to be the social worker - like 
sometimes I will take a few minutes and kind of give her instructions 
“that is what we talked about, what I did, you know, when you guys have 
this meeting and talk about that.”  So I think sometimes that can be a 
barrier just in terms of that contribution to my productivity is just doing 
those evaluations and doing therapy.

Psychologists presented ideas for how to address these barriers.  
For example, the importance of being strategic in using the clinical 
encounters as a way to also meet other demands, such as building in 
clinical research, was noted.

If you are going to be spending a lot of time with patients how can 
you turn that into something that will also allow you to be happy on the 
academic side of things?

Co-location was also mentioned as a way to maximize efficiency for 
both patient access and billable activities.

I think we could really be more efficient and get even more families 
in if we were able to be more present in the clinic with our own space and 
our own designated time clock.

Psychologists also noted the importance of having open 
conversations with the medical teams about limitations around 
providing non-billable services and encouraging other funding models 
in addition to one based only on the psychologist’s billable activities.

I would encourage them to be very forthright, in terms of openly 
discussing that there is a gray zone of time that doesn’t get accounted for.  
And it needs to be accounted for, so who will account for that? 

While meeting clinical productivity standards was noted to be a 
challenge, many psychologists expressed understanding of the need for 
a strong financial model.

The expectations are fair.  You feel it now, especially like the morning 
I had today, that you have two new patients scheduled and they both 
cancel on me.  You think how am I going to make up for that?  And that 

feeling is always there, but it comes with the job, it’s what you just have 
to deal with.

Discussion
This mixed-method analysis of psychologists’ perspective on 

care integration offered insights into psychologists’ interprofessional 
teamwork across a variety of relationships within a single academic 
medical setting. The quantitative and qualitative findings suggest that, 
in our institution, psychologists are generally satisfied with many 
aspects of their interprofessional teamwork and report that they are 
able to contribute meaningfully to the clinical care of patients. 

Activities and satisfaction

The psychologists interviewed reported a generally high level of 
satisfaction with their involvement with their IPT. Nearly ¾ of IPTs 
had the psychologist co-located with the medical team at least part of 
the time. In addition, nearly half of the IPTs involved the psychologist 
meeting all patients during their medical clinic visit. Trainees were 
involved in several IPTs, which is essential for developing competent 
clinicians [10] and participants in interprofessional care [16].  Less 
than 1/3 of the medical teams provided financial support for the 
psychologist to be part of the IPT, highlighting that psychologists 
working in interprofessional care settings can develop models in which 
they are able to be fiscally self-sufficient. However, it is important to 
note that psychologists described an inability to provide the full range 
of activities they thought important for clinical care because of limits 
imposed by a financial model reliant only on billable income. 

Facilitators of interprofessional teamwork

Several of the facilitators identified by the psychologists involved in 
the IPTs described here were related to the interpersonal and professional 
functioning of the team. Psychologists identified the team’s valuing 
the contribution of the psychologist to the care of the patient and the 
functioning of the interprofessional team as a facilitator of the work. 
The development of trust and respect among team members is thought 
to be one key relational factor central to successful interprofessional 
teams [1].  Using realist synthesis of multiple interprofessional studies, 
Hewitt, Sims & Harris [17] also identified “support and value” as one 
of the key mechanisms for interprofessional teamwork. Particularly 
when psychologists are often “late to the party” in terms of joining 
already established medical teams, some of which may already have 
psychosocial providers involved such as social work, it is critical that 
they get to know the culture of the team and contribute to a mutually 
respectful working environment. In addition, psychologists are often 
not the leaders of interprofessional teams serving medical populations, 
and thus may “serve at the pleasure” of the medical director of the 
team. These reasons make being able to clearly demonstrate value even 
more critical.    

Relatedly, psychologists indicated that the team’s awareness of 
what psychological services could be provided to the patients was also a 
facilitator of interprofessional work.  Given that a lack of awareness of 
the services behavioral health providers can offer to medical populations 
has been identified [18], it is essential that psychologists analyze the 
composition and functions of other team members in order to clearly 
outline their own scope of practice and then clearly communicate this 
to their team. Clear roles within teams help protect against professional 
boundary infringement and enhance team cooperation [1]. The 
concept of “working to the top of the license” refers to the ability of 
team members to identify their discipline’s unique contribution to care 
provision and to focus clinical efforts in that domain [19]. Especially 
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when time is limited, psychologists’ implementation of a specialized 
clinical skill set will underscore psychologists’ value, foster team’s 
clarity on psychologist scope of practice, and ensure that patients are 
receiving optimal comprehensive care. 

The psychologists involved in IPTs also identified facilitators 
that were related to direct clinical work with patients. Psychologists 
highlighted the use of standardized screening for behavioral health 
issues and appropriate triaging of cases as important to successful 
IPTs, a role that has been previously identified as critical for both 
effective care integration and early identification of psychosocial issues 
compromising health outcomes [20,21].  As experts in the interplay 
of biopsychosocial factors, this is a unique contribution that pediatric 
psychologists can make to the interprofessional team’s repertoire of 
patient care tools. Psychologists’ experiences and expertise in working 
with their specific medical population and knowledge of team culture 
such as language used with and by patients was also noted as an 
additional IPT facilitator, highlighting the importance of psychologists 
being familiar with medical conditions when collaborating with 
medical teams [22]. Also, use of patient language may help all members 
of the interprofessional team shift from a reliance on the professional 
jargon of individual disciplines to a common language that can be 
shared between team members and patients [23].  

Clinic processes and structure were also noted as facilitators. In 
particular, psychologists noted that being a routine part of patient care 
by seeing all patients served by the interprofessional team promoted 
universal comprehensive care.  In addition, when all patients 
meet with the mental health provider, even briefly, stigma can be 
reduced. Previous research suggests routine access to a psychologist 
is a critical component of integrated care [24], potentially aiding in 
decreasing stigma associated with mental health services, acceptance 
of services, and meeting the needs of underserved populations [25,26].  
Psychologists also noted that flexibility in clinic flow allowed for 
greater efficiency in patient care.  Inefficiencies in clinic management 
and organization have been noted as barriers to integrated care by 
other authors as well [20]. 

Finally, psychologists’ satisfaction with IPTs was related to 
successful IPTs in our study. Our psychologists identified close 
personal relationships as contributing to their satisfaction.  Reeves 
and colleagues note that both emotional attachments among team 
members and the use of humor are important relational team processes 
that underpin interprofessional teamwork [1]. Certainly, caring for 
patients and families dealing with complex biopsychosocial situations, 
including end-of-life experiences, can be emotionally draining, and 
enjoying strong team emotional support can support personal self-care.  
In addition, psychologists described the benefits of IPT involvement in 
terms of achieving other important professional goals such as academic 
productivity.  

Barriers to interprofessional teamwork

Psychologists in the present study highlighted scheduling factors 
outside of their control as hindering effective clinical care and 
negatively impacting access for patients to psychological services. 
In addition, they described that a financial model reliant soley on 
billable income limited their ability to perform other patient-related 
and interprofessional activities important for comprehensive care 
such as having the ability to spend time with all families (even those 
for whom a billable encounter is not feasible or indicated), or having 
more time to communicate with team members either informally or 
at team meetings. These non-billable roles have been identified as 

essential to being fully integrated into a comprehensive care team [27]. 
Demonstration of the cost effectiveness of IPT models that make some 
allowance for unbilled services while optimizing reimbursement of 
billed care will be imperative for sustained fiscal stability of IPT models 
[25]. 

Limitations
Results presented in the present study possess limitations 

inherent in qualitative and mixed-methods research. Response bias is 
possible, in particular because psychologists were reporting directly 
to an interviewer who was a colleague. The psychologists interviewed 
were all from one hospital; therefore, the data presented here may 
not generalize to IPTs in settings with different administrative and 
financial structures. Although we believe that thematic saturation, the 
point at which no new themes were being identified, was achieved, it is 
possible that it was not reached and other themes remain. At the time 
of the analysis, there were not additional psychologists in the division 
to interview to determine if additional themes would be identified. Due 
to the lack of existing measures to assess aspects of the interprofessional 
teamwork that we were interested in, the questionnaire used to collect 
the quantitative data was developed specifically for this study, and 
psychometric qualities of the questionnaire have not been evaluated. 
Finally, sample size precluded inferential statistical analysis of the 
quantitative data. 

Summary and recommendations
The findings from the present study underscore that pediatric 

psychologists can play a valued role in interprofessional teamwork and 
find satisfaction in doing it, particularly within financial models that 
support a full range of activities. The findings also highlight a topic that 
is not frequently discussed in the literature on interprofessional care 
– the importance of successfully navigating multiple role expectations 
(e.g., academic productivity) while being engaged in interprofessional 
teamwork. Based on these findings, we have recommended a standard 
practice for the development and maintenance of interprofessional 
collaborative relationships to be used with any interprofessional team 
seeking behavioral medicine services which ensures implementation of 
keys to success and which mitigates barriers to success. In particular, 
we make the following recommendations, and indicate the steps our 
division has taken to enact these recommendations. 

Needs assessment and model proposal for new 
interprofessional collaborations

When a medical team requests psychology involvement in an 
interprofessional team, a standard process for a “needs assessment” 
process will occur to facilitate identification of an optimal 
interprofessional team model which integrates the medical team’s 
specific goals, to the extent that they are realistic and achievable, 
with the expert recommendations from BMCP regarding how to best 
achieve optimal biopsychosocial outcomes.  This needs assessment will 
include consideration of the patient population biopsychosocial risk as 
well as the realities of the medical care delivery processes (e.g., clinic 
space, clinic scheduling practices, other providers’ involvement). Then, 
a care model is developed in which the pediatric psychologist will be 
able to deliver their unique clinical expertise in a way that best meets 
the population needs. Once an optimal model is developed, BMCP 
presents the model to the medical team and other interprofessional 
team members, including a discussion of the financial support that 
would be needed to make the model sustainable. The model is then 
finalized and implemented, with on-going analysis of effective care 
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delivery, quality of interprofessional interactions, financial stability 
and high patient access.  

As part of this process, a range of financial support options 
are explored. Funding through billable activities continues to be 
encouraged because it supports psychologist autonomy and represents 
high patient access to services. In addition, medical divisions can 
contract to provide financial coverage for psychologist activities 
that are not billable but are deemed essential for optimal clinical 
care and interprofessional contribution. As an example, when an 
interprofessional team recently approached our division to inquire 
about including a psychologist into the care of patients with relatively 
rare and complex chronic conditions, the division negotiated both 
financial support from the medical team for the psychologist to be able 
to attend all team meetings as well as financial support for a “ramp-up” 
period during which the psychologist was able to get mentoring from 
and shadow other pediatric psychologist experts in these conditions.

Routine collection of process and clinic outcomes to assess 
and underscore value of psychology to interprofessional care 

Psychologists’ use of standardized assessments can function to 
identify psychosocial needs in the population, guide intervention 
and serve as outcome measures.  These assessments can be the 
foundation for regularly scheduled data-driven feedback sessions that 
psychologists conduct with their interprofessional team to demonstrate 
both the frequency and quality of behavioral health clinical care. In 
this way, interprofessional teams become more knowledgeable about 
psychological services and targets of treatment, and the value of the 
contribution of psychology is highlighted.  In our division, several 
behavioral health outcome measures are used routinely both within 
and outside of interprofessional collaborative relationships, some of 
which are collected electronically [28,29]. 

Alignment of interprofessional work with other professional 
goals

Pediatric psychologists who work in academic medical settings 
typically have a number of professional responsibilities beyond direct 
clinical care such as research and training expectations [30]. Effective 
use of time and resources is essential for successful management of a 
career, so maximizing the impact of professional activities across role 
domains is critical. The use of clinical outcome data as noted above 
can as serve as clinical research which both promotes professional 
development and achievements as well as contribute to scientific 
knowledge.  Psychologists in our division are encouraged to establish 
clinical databases early in their interprofessional team involvement in 
order to meet the clinical and process goals above, but also with the 
realization of the sample sizes required for successful publication of 
results.  In addition, clinically-focused psychologists are encouraged 
to meet with more research-focused psychologists who share clinical 
interests in order to benefit from their expertise.

Streamlining processes, maximizing knowledge and 
providing emotional support 

This project was initiated due to a realization that our division 
had a wealth of experience in interprofessional care that we were 
not accessing to make our work more efficient and provide optimal 
peer support. The recommendations above have been disseminated 
within our division.  In addition, several communication and support 
strategies have been initiated.  First, we developed a web portal in 
which written materials that psychologists had developed for their own 

interprofessional work (e.g., letters to families, marketing materials, 
team education presentations) were posted and made easily accessible 
to other psychologists.  Second, we initiated a “care integration” 
presentation at our monthly psychologist staff meeting in which a 
psychologist involved with interprofessional care briefly presents 
on their care model including lessons learned.  Third, a mentorship 
group was developed in which more senior psychologists who 
worked successfully in interprofessional teams mentored more junior 
psychologists or psychologists newer to interprofessional care.

Successful interprofessional team involvement requires an ability 
to bring specific skills and knowledge to a team of people collectively 
working to solve complex biopsychosocial problems.  It involves 
navigating team and personal professional goals while optimally 
serving the patients and families who are frequently suffering.  While 
these recommendations are focused on promoting successful pediatric 
psychology involvement in interprofessional teams within one specific 
institution, we believe that these recommendations have merit for 
other health care providers working in interprofessional teams.
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