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Abstract

Background: In Canada, the demand for mental health care exceeds the provision of services. This exploratory study
aimed to assess the feasibility and impact of a new service delivery model for psychological consultations in primary
care settings: the Single-Session Intervention (SSI), inspired by Advanced Access (AA) principles for appointment
scheduling. The specific objectives were to examine whether the SSI increases accessibility to psychological consulta-
tions, to measure the effects of the intervention on different self-reported measures, and to assess users’ consultation
experiences.

Methods: Participants were recruited in a University Family Medicine Group in Quebec (Canada), and the SSI was
delivered by the on-site psychologist. No referral or formal diagnosis was needed to attend, and participants could
promptly obtain an appointment. Participants rated the intensity of their problem, their level of psychological distress
and their well-being, before and after the SSI. They also rated their satisfaction with their consultation experience.
There was a follow-up 4 to 6 weeks later.

Results: Of the N=69 participants who received SSI, 91% were able to obtain an appointment in less than 7 working
days. The number of patients who were able to benefit from a psychological consultation was about 7 times higher
after the implementation of SSI compared to previous years, when a traditional model of service delivery was in place.
After SSI, participants felt that the intensity of their problem and psychological distress were lower, and that their
well-being was increased, as indicated by significant pre-post test clinical measures (p <0.0001). The observed effects
seemed to be sustained at follow-up. Moreover, 51% of participants said that one session was sufficient to help them
with their problem. Participants rated SSI as a highly satisfying and helpful consultation experience (92,9% overall
satisfaction).

Conclusions: SS|, offered in a timely manner, could be an innovative and cost-effective intervention to provide men-
tal health services on a large scale in primary healthcare. Further research is needed to replicate the results, but these
preliminary data seem to indicate that psychological distress may be quickly addressed by SSI, thereby preventing
further deteriorations in patients'mental health.

Trial Registration: 2019-393, 26 March 2019.
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also considered the second most common condition in
patients with comorbidities [2]. In Canada and through-
out the world, mood and anxiety disorders are the most
prevalent mental illnesses [3]. Individuals experiencing
psychological distress most often initially consult in pri-
mary healthcare because it is accessible, less stigmatising,
and more comprehensive, managing both physical and
mental health [4]. In the previous decade, patients con-
sulting for mental disorders accounted for 20 to 25% of
family physicians’ clientele [5], but this number is likely
much higher now. Indeed, a pan-Canadian survey, con-
ducted during the pandemic, showed that 76% of pri-
mary care clinicians reported that they were seeing an
increased number of patients with mental or emotional
health needs [6].

In their mental health practices, primary care physi-
cians mentioned that the major obstacles to care for
patients are difficulty accessing specialised resources
and the scarcity of mental healthcare workers [5]. They
identified direct communication and collaboration with
psychologists as being beneficial for patients [5]. Thus,
having a psychologist integrated into a primary care team
facilitates patient access to psychological services [7]. It is
estimated that the integration of psychotherapy into pri-
mary care could result in a 20 to 30% decrease in medical
costs [8]. However, limited availability of publicly funded
services represents a real barrier to accessibility [9], lead-
ing to the creation of waiting lists that may stretch over
several months [10].

The current COVID-19 pandemic has the potential
to create a secondary crisis of psychological distress
and mental health system spillover [11] that will have
an increasingly negative impact on the mental health
of communities [12]. Considering that current service
delivery models are insufficient to meet this increased
demand, innovative models are needed to deliver men-
tal health care to communities [13]. The aim of this
study is to analyze one such innovative model: a single-
session intervention in psychology, delivered in primary
healthcare.

Choosing a model of service delivery: the Single-Session
Intervention (SSI)

The primary care environment under study aims to pro-
vide mental health services, while fulfilling its mission to
serve all enrolled patients and maintain quality of care.
Previous experience has shown that traditional models of
service delivery in psychology, offering 8 to 12 sessions
for each patient (in short-term approaches), quickly leads
to a blocking of the schedule and the creation of a waiting
list of several weeks. With very limited resources (half-
time psychologist), a new model of service delivery was
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required to respond to the needs of patients with psycho-
logical distress in a timely manner.

A review of the literature revealed that, when consid-
ering interventions in mental health, patients were gen-
erally very satisfied with brief treatment episodes, even
with a single session [14]. In fact, the Single-Session
Intervention (SSI) is not a new type of intervention, hav-
ing been used by clinicians since the late 1970s [15, 16],
but its recognition by the literature is more recent [17].

SSI is a modality of treatment that is conceptualized
as an attitude or an approach to practice, rather than a
specific therapeutic model [18, 19]. Considering that
most users only come once [20] and that the majority of
those attending an SSI find it sufficient and helpful [21],
delivery of psychological services through SSI could
make it possible to meet the mental health needs of many
patients.

Even if SSIs may be seen as an “extreme” form of brief
therapy [14], their short-term effectiveness has been
shown by several studies [14, 21-24]. In addition, posi-
tive results and satisfaction levels seem to be maintained
over the medium to long term, ranging from a few weeks
to several years, both in adults and in children and ado-
lescents [14, 23, 25, 26]. In terms of improving distress
or initial symptoms, or reducing the severity of the prob-
lem/symptoms, effectiveness rates vary from 63 to 78%
[17, 22, 23, 27, 28]. Similarly, other studies have shown a
significant decrease in anxiety, depression, levels of dis-
tress, and psychopathology [29-32]. Moreover, the ben-
eficial effects of an SSI are only slightly lower than those
of a traditional multi-session intervention [33].

Considering that readiness for change is optimal when
a person asks for help [16], as they are actively seeking
to solve their problem [28], it is important that an inter-
vention is delivered in a timely manner. Knowing that a
delay in accessing services increases the risk of a person’s
condition deteriorating [34] and their use of critical care
services [35], Advanced Access (AA) model principles
could inspire the provision of psychological services in
primary healthcare [36]. AA is an organizational model
that aims to improve accessibility for patients and sup-
port their relational and informational continuity with a
primary healthcare provider or team [37]. The AA model
is a patient-centered approach, where the patient can
access the service they need from the right professional
at the right time [38].

Initially developed in the United States in 2001, AA was
mainly geared towards physicians and nurse, but it now
seems relevant to engage in more interprofessional col-
laboration [39]. The AA models have been revisited to
more interdisciplinary team practice, based on five guid-
ing pillars; 1) comprehensive planning for needs, supply,
and recurring variation, 2) regular adjustment of supply
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to demand, 3) processes of appointment booking and
scheduling, 4) integration and optimization of collabora-
tive practice, 5) communication about advanced access
and its functionalities [40].

Since its development, AA has been implemented
widely in North America, Europe, and Australia to
engage professionals in more interprofessional collabora-
tion [41, 42] and to ensure both effective implementation
and patient-centered care [43]. A recent study exploring
the possibilities and adaptations needed to transpose the
principles of AA to a wider range of professionals [44]
served as inspiration for the conceptualisation of an SSI
in psychology in primary healthcare settings.

Therefore, the main objective of the present study is to
assess the feasibility and the effects of an SSI in psychol-
ogy, delivered in primary healthcare settings. Regard-
ing accessibility, the specific objectives are: 1) to assess
whether the SSI service delivery model leads to a signifi-
cant increase in accessibility, in terms of the number of
patients who obtain a psychological consultation; 2) to
evaluate whether the SSI model allows for faster access
to service; and 3) to verify if the SSI model leads to a
decrease in missed appointments. Regarding the clinical
effects of the SSI, the objectives are as follows: 1) to assess
whether the SSI contributes to the reduction of the inten-
sity of problem and psychological distress, as perceived
by patients, as well as the increase of their emotional
well-being; 2) to examine if these effects are maintained
over time; and 3) to evaluate patients’ satisfaction with
their consultation experiences.

Methods

Given the exploratory nature of the study, the design
was a pre-post intervention using a convenience sample
without a control group. In addition to data on accessi-
bility, we also wanted to evaluate clinical outcomes, from
before to after SSI.

The study was conducted from April to December
2019 in a University Family Medicine Group (UFMG)
in the province of Quebec (Canada). UFMGs are inter-
disciplinary family medicine groups affiliated with uni-
versities that have a research and teaching mission for
family medicine residents. Since 2015, the FMG model
has integrated different categories of primary healthcare
providers, including family physicians, nurse practition-
ers, nurses, social workers, and pharmacists, among oth-
ers [45]. However, psychologists are a scarce resource,
as only 63 psychologists are working in the 370 FMGs
throughout Quebec [46].

The study took place in a UFMG serving approxi-
mately 10,000 patients, composed of 13 family physi-
cians, 20 family medicine residents, nine nurses, two
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pharmacists, two social workers, and one psychologist.
The SSI under study was delivered by the team psy-
chologist. The intervention was offered to all patients
of the UFMG by every healthcare provider deeming it
relevant. Information was given, and an appointment
could be made on the spot. A leaflet could also be given
to patients, with the option to call for an appointment
later if needed. As for availability of the SSI, 10 con-
sultation time slots were available each week, and the
schedule was opened one week at a time. Patients were
informed of the possibility to participate in the study
just before their consultation, and they were given the
choice to participate, with psychological consultations
being delivered either way.

The inclusion criteria included all adult patients
registered in the UFMG. However, patients in crisis
(suicidal or homicidal ideation, psychotic crisis), strug-
gling with problems of domestic violence, or involved
in youth protection procedures were excluded. The
consent form for the study was given at arrival by the
receptionist, and patients were invited to read it while
in the waiting room. Once in the psychologist’s office,
the patient was asked whether they wished to partici-
pate in the study. If so, additional explanations were
given as needed, and the consent form was signed.

The study was approved by three different review
boards (Ethics, Research, and Institutional Suitability)
within the CISSS de la Montérégie-Centre (project no.
2019-393).

Description of the intervention (SSI)

SSI is an intervention addressing psychosocial issues
that takes place in a single encounter, and is considered
a complete intervention process in itself, with a begin-
ning, a middle and an end [22]. There is no scheduled
follow-up meeting, nor any subsequent appointments.
The key aspect is to ensure that the patient leaves the
session with a problem-solving plan and the confidence
in their skills and resources to work through it, know-
ing that they can return at any time [18]. The active
ingredients of an SSI are believed to be the same as the
“common elements” ensuring success in psychotherapy,
namely a strong emotional bond between the patient
and the therapist, a confidential setting, an expecta-
tion of change, and a psychological explanation for the
patient’s emotional distress that is deemed meaningful
[47].

In the context of this study, the SSI lasted about
60 min, excluding the time spent obtaining informed
consent and completing the pre-test questionnaires.
A summary of the broad content of the intervention is
provided in Table 1.
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Table 1 Description of the SSI
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Parts

Duration

Description

1. Development of the therapeutic alliance and validation of suffer-
ing

2. Definition of the problem and development of possible solutions 30 min
or new perspectives
3. Co-editing of a personalized document and conclusion of the 15 min

appointment

15 min

Explanation of the SSI. Empathetic presence and attentive listening.
Recognition and validation of the distress felt. Identification of
vulnerability to suicide and risk assessment

Focused discussion on the most important subject for the person.
Co-construction of a plan with practical solutions or a summary of
significant elements of the discussion

Co-drafting the document. Reminder of the person’s strengths,
resources, and successes. Establishment of protective measures/
safety nets, if necessary. Details on how to obtain an additional SSI'if
needed

Measures

Data about accessibility were collected using the elec-
tronic medical record and the clinic’s schedule. We col-
lected the number of appointments booked and attended,
and the number of different patients who have accessed
SSI. Moreover, to evaluate timely access, one question
concerning the delay between the need for consultation
and the SSI itself was asked on questionnaires completed
by participants. Sociodemographic data and clinical
scales were also collected using paper questionnaires, and
follow-up data was collected by phone 4 to 6 weeks later.
We also used three clinical measures to assess SSI possi-
ble outcomes. At each step, questionnaires were placed in
a sealed envelope and stored in a secured space and were
only opened at the end of the experimentation period.

Table 2 shows these measures in more details.

In addition to the Likert Scale measuring Perceived
Problem Intensity (PPI), two validated clinical meas-
ures were used: the Kessler Psychological Distress
Scale-6 items (K6), and the World Health Organiza-
tion Well-Being Index (WHO-5). The K6 measures the
presence of several nonspecific psychological distress

Table 2 Measurement times, variables used, and brief descriptions

symptoms relating to behaviors (e.g. restlessness or
inability to sit still), emotions (e.g. nervousness, hope-
lessness), and cognition (e.g. feeling worthless or that
everything is an effort). The scale is frequently used as
a screening tool in population-level health surveys and
has strong psychometric properties and good discrimi-
nating power between cases and “non-cases” of mental
disorder [48, 49]. Scores above 13 are indicative of a
severe mental health disorder, whereas scores of 0 to 12
indicate no such disorder, with a classification accuracy
of 0.92 [48].

The WHO-5 is a valid measure of well-being in
patients in primary care [50] that has good criterion
validity for screening in this population [51]. Its psy-
chometric properties are adequate: sensitivity ranges
from 89 to 94%, and specificity ranges from 63 to 71%
[50, 52, 53]. It is a self-reported measure of five items,
all phrased positively, which cover positive mood (good
mood, relaxed), vitality (being active and waking up
refreshed), and interest in general (interested in several
things). The raw score is multiplied by 4 to obtain a final
score between 0 and 100, allowing for quantification of

Time of measure Measured Variables Description Scoring
TOBefore SSI Sociodemographic data Standard questionnaire N/A
Two specific questions 1) Delay in obtaining SSI #of days
2) First consultation Yes orNo
PPI 10-pt Likert Scale 1t010
K6 5-pt Likert Scale (0 to 4) Score: 0-24
WHO-5 6-pt Likert Scale (0 to 5) Score: 0-25
(x 4="%)
T PPI; K6; WHO-5 See above See above
After SSI + one specific question Sufficiency of SSI Yes or No
Consulting Experience Questionnaire 5-pt Likert Scale (5 sentences) Score: 0-5
(x20=%)
T2 PPI; K6; WHO-5 See above See above
Follow-up

K6 Kessler Psychological Distress Scale-6 items, PP/ Perceived Problem Intensity, SS/ Single-Session Intervention, WHO-5 World Health Organization Well-Being Index
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changes in well-being [54], with a threshold of 10% rep-
resenting a clinically meaningful change [55].

In addition to these measures, the Consulting Expe-
rience Questionnaire was created to capture patients’
experiences and satisfaction with the SSI. This was done
by amalgamating and adapting two existing scales, the
Session Rating Scale [56] and the Single-Session Impres-
sions & Feedback Tool (SSIFT)—Adapted Version, used
by the Sudbury Child and Family Center [57]. Six ques-
tions on feeling respected and understood, being a part-
ner in the resolution of problems, being helped by the
session, and having developed hope, were organized on
an Osgood’s Semantic Differential Scale. Respondents
rated their perceptions by choosing the number closest
to the sentence of their choice, the most negative state-
ment being rated 1 and the most positive being rated 5.
Their answers were then multiplied by 20 to obtain a per-
centage of satisfaction.

In terms of statistical analysis, the effects of the SSI
were measured using analysis of variance (ANOVA) with
repeated measures. To account for correlations between
observations from the same individual, as multiple time
points were used as repeated measures, the linear mixed
model (LMM) with SAS PROC MIXED was used, this
model being a generalization of a paired data model or
a repeated measures ANOVA. In multivariable analysis,
covariates can be measured once per individual (gender,
for example) or repeatedly at each time point. One of the
strengths of the LMM model is that it includes all meas-
ures for an individual even if some are missing for a given
time point, whereas typical procedures eliminate indi-
viduals with incomplete responses. Thus, the structure
of the data increases the power of the study because the
analyses consider the number of valid observations rather
than the number of participants [58]. We used an alpha
of 0.0001 and a Bonferroni correction and only rejected
the null hypothesis of each comparison if it had a p-value
less than alpha/2=0.025.

Results

Participants

During the 8 months of the study, 129 patients received
psychological consultations. Of these, 12,4% were chil-
dren and adolescents and therefore, not included in the
study. As for 7,9% of adult patients presenting for SSI,
the psychologist delivering the intervention judged that
their needs exceeded what could be offered within a sin-
gle intervention. They were not included in the study,
but still received psychological services. Another 7,7%
of adult patients were excluded from the study because
of their mental state when they consulted (perceptible
cognitive impairment, active suicidal crisis or domestic
violence that had to be reported to the Youth Protection

Page 5 of 10

Department). A total of 33 patients were excluded from
the study but all benefited from psychological services.

Therefore, 96 patients were eligible for the study and
75% agreed to participate. A total of 72 participants were
enrolled. Data from 3 participants were removed from
the study since they came back each and every week.
They were offered traditional psychotherapy by the on-
site psychologist.

Study data is thus based on 69 enrolled participants.
Table 3 presents their characteristics.

As shown in Table 3, patients with very different char-
acteristics accessed the SSI. For example, whereas a con-
sultation rate of 12-17% is generally expected among
men [59], it was 27% in the present study. Diversity
was also observed in age groups, education, and family
income.

Accessibility

One objective of this study was to assess whether imple-
mentation of the model increased accessibility of psycho-
logical services. To evaluate this, we look at how many
different patients had access to psychological consulta-
tions in the UFMG.

Table 3 Participant Demographics (N=69)

Variable %

Gender Identity

Female 73
Male 27
Age (years)
18-34 33
35-54 35
55-64 21
>65 1
Education
No diploma 14
High school diploma 16
Trade school studies 22
College graduate 21
University graduate 27
Family income (in CDNS$)
<24 999 24
251049 999 28
50 to 69 999 14
70 to0 99 999 16
>100 000 18
Marital status
Single 23
Married/common-law 64
Separated/divorced 12
Widowed 1
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In the years 2016 and 2017, only 17 and 16 patients
(respectively) benefited from psychological consulta-
tions. The year 2018 was particular, given the prepara-
tion for the SSI project. From January to September, a
traditional model of service delivery in psychology was
in place and 10 patients received psychological consulta-
tions. From the beginning of October, and until the end
of December, there was a running-in period to assess the
feasibility of the SSI. This service delivery model allowed
44 patients to access psychological consultations during
this period.

As for 2019, the data show that during the 8-month
period of the study, a total of 129 patients accessed psy-
chological consultations through the SSI. These data con-
firmed that accessibility to psychological consultation, in
terms of the number of patients benefiting from the ser-
vice has indeed increased. Implementation of SSI allowed
about 7 times more patients to access psychology con-
sultations, when compared to previous years using tradi-
tional service model.

Access in a timely manner

Another specific objective of the study was to verify
whether AA principles of timely access would work with
the SSI.

The new model of services allowed 91% of partici-
pants to obtain an appointment in fewer than 7 work-
ing days, and only 1% waited for more than 10 days. It
is noteworthy that 22% received an appointment in less
than one day, or on the same day as their consultation
request.

Impact on missed appointments/late cancellations

We also wanted to assess if the SSI would impact the no-
show/late cancellation rate, which monopolize available
clinical time and thus reduce access for potential new
patients.

The no-show/late cancellation rate in previous years
(2016 to 2018), with traditional service model, was about
22%. Implementation of SSI in 2019 seemed to have
reduced this rate since it was at 10,4% during the study
period.

Sufficiency of a single session
We wanted to know if participants felt that a single ses-
sion was enough for them to help solve their problem.
When asked, 51% of participants said that it was. Of
those who visited more than once, 50% came twice,
and another 50% came thrice, usually for the same
problem stated during the first SSI. In the 8-month
study period, only 19% of participants came more
than once.
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Clinical outcomes of SSI

Although the study was observational in nature and
the design did not include a control group, we were
still interested in gathering data on clinical outcomes.
These data should be interpreted with caution, as the
study design is not powerful enough to ensure observed
changes were attributable to the intervention.

Regarding the objectives related to the clinical effects
of the SSI on the participants, the data suggested posi-
tive effects of the intervention (see Table 4).

For the first clinical outcome, we measured the par-
ticipants perceived intensity (PPI) of their problem, by
self-rating from 1 to 10, 10 being the “worst problem
of their live” When comparing TO (before SSI) with T1
(immediately after SSI), results showed a significant
reduction in PPI (7.8 vs 6.7, F=32.32, df=67, Cohen’s
d=0.89, p<0.0001). To assess if the effect was sus-
tained over time, we compare scores at TO (before SSI)
and at T2 (follow-up). We can see there is still a signifi-
cant reduction in PPI at follow-up (7.8 vs 6.9, F=11.89,
df =60, Cohen’s d =0.58, p =0.0003).

For the second clinical outcome, we measured partic-
ipants’ psychological distress, with the K6. Compared
to pre-SSI (TO0), the distress scores also significantly
decreased (13.6 vs 8.8, F=94.17, df=67, Cohen’s
d=1.51, p<0.0001) after the intervention (T1). This
reduction seemed to have been maintained at fol-
low-up, when compared to pre-SSI (T0—T2) (13.6 vs
8.7, F=72.15, df=60, Cohen’s d=1.42, p<0.0001).

Table 4 Means and standard deviations for measurement

indicators of the SSI

Variable Mean (SD) F df Cohen’sd p
PPI
TO-T1(h=82) 78(1.7)vs6.7(22) 3232 67 089 <0.0001
T1-T2(n=82) 6.7(22)vs6.9(25) 0.18 59 0.07 0.610
TO-T2(h=64) 7.8(1.7)vs69(25) 1189 60 058 0.0003
K6
TO-T1(nh=82) 13.6(4.5)vs88 9417 67 151 <0.0001
(4.5)
T1-T2(n=82) 88(4.5)vs8.7(4.5) 0.10 59 0.05 0.798
TO-T2(n=64) 13.6(4.5)vs8.7 7215 60 142 <0.0001
(4.5)
WHO-5
TO-T1(h=82) 393(20.1)vs579 7391 67 134 <0.0001
(22.4)
T1-T2(n=82) 57.9(224)vs494 876 59 049 0.001
(21.3)
TO-T2(h=64) 393(20.1)vs494 2323 60 0.80 <0.0001
)

(213

K6 Kessler Psychological Distress Scale-6 items, PP/ Perceived Problem Intensity,
SSISingle-Session Intervention, WHO-5 World Health Organization Well-Being

Index
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Furthermore, before the intervention (T0), 49% of par-
ticipants reached the K6 cut-off score (>13 pts) indi-
cating the probability of a serious mental illness [48].
After the SSI (T1), only 18% remained in this category.

As for the third clinical outcome, the well-being of par-
ticipants was measured by the WHO-5 index. The results
indicate a significant increase in well-being scores from
before to after the SSI (T0—T1) (39.3 vs 57.9, F=73.91,
df=67, Cohen’s d=1.34, p<0.0001). At follow-up, the
increased well-being also seemed to be maintained, when
compared to pre-SSI (TO — T2) (39.9 vs 49.4, F=23.23,
df=60, Cohen’s d=0.80, p <0.0001).

Interestingly, presumed effect sizes of the SSI, as meas-
ured by Cohen’s d [60], varies from moderate to large
(0.58 to 1.81). Table 4 presents results in more details.

Satisfaction with the SSI

Assessing the satisfaction of participants with the inter-
vention was also an objective of the study. This was
measured immediately after the intervention using the
Consulting Experience Questionnaire, in which partici-
pants had to endorse a statement describing their opin-
ion, with 1 being the least positive statement and 5 being
the most positive.

As shown in Table 5, participants seemed to be mostly
satisfied with their SSI experience, feeling they were
understood, helped, and successful in solving their prob-
lems. Overall satisfaction with the consultation experi-
ence was 92.9%.

Discussion

Accessibility of psychological services in primary health-
care was the major concern that led to pilot this new
service delivery model. As expected, patients in need of
mental health services gained increased access with the
implementation of the SSI, which was reinforced by the
application of AA pillars related to short-term planning
of the schedule to maintain availability for more urgent
needs [44]. Indeed, most patients received their consulta-
tion in fewer than 7 working days, and almost a quarter

Table 5 Consulting experience questionnaire

Page 7 of 10

received an appointment in less than a day. Moreover, the
fact that the appointment could be obtained so close to
the perceived need of the patient seemed to have reduced
the no-show/late cancellation rate. This decrease in no-
shows was also reported by the first physicians to imple-
ment advanced access in their practice [38].

As for the results of the intervention itself, the results
seemed to indicate that, even if participants received
only one psychological intervention, they felt that their
presenting problem decreased in intensity, their psycho-
logical distress was reduced, and their well-being was
augmented, these improvements being statistically sig-
nificant. Furthermore, effects appeared to last over time,
from 4 to 6 weeks after SSI. Finally, participants were
very satisfied with their SSI consultation experience.

These results are in line with qualitative literature on
SSIs, which indicated that clients found an SSI was reas-
suring and provided information, support, and hope, and
that it helped them to clarify their difficulties, give new
perspectives, and foster a more positive outlook [61]. The
fact that half of participants perceived a single session as
sufficient is consistent with other studies as well [22, 25,
26, 28, 29, 61, 62].

Limitations
Despite these encouraging results, there were many limi-
tations to this study. The first and foremost was that the
clinician carrying out the SSI and the primary researcher
were the same person. Even though mitigation measures
were taken to ensure that bias was reduced to a mini-
mum, studies with different professionals and in other
settings need to be undertaken to replicate the results.
A RCT with a pragmatic control, or a comparison with
usual care, such as mental health consultation with a
general practitioner, could be used. Moreover, the fol-
low-up needs to be longer and consider what might have
happened in patients live during this time (meaningful
events, consultation of another professional, etc.).
Clearly, the use of a convenience sample study, with no
comparison group, greatly limits the generalizability of

Endorsed statement Mean and SDN =82 %

| felt respected, listened to, and understood 498 (0.16) 996
We have covered the subjects | wanted to talk about 492 (0.28) 984
| felt that | was an important partner in the consultation 4.88(0.53) 97.6
I'was very active in solving my problem 4.40(0.77) 88.0
| feel full of hope after this meeting 417 (0.83) 834
This meeting helped me a lot 452 (0.78) 904
Overall mean of satisfaction 4.65 929
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the findings. Indeed, since there was no control group,
the observed changes may not necessarily be attribut-
able to the intervention. However, the aim of the study
was exploratory, allowing for observations of the poten-
tial effects of a new model of delivery for psychological
services (an SSI following AA scheduling principles) and
assessing the feasibility of implementation in primary
healthcare settings, without additional resources. Even
with limitations related to the study design, the present
study makes a unique contribution, demonstrating that it
is possible to respond quickly to the mental health needs
of patients with very little resources and investment.
Importantly, this can be done in primary care settings,
where people feel comfortable receiving healthcare, and
a single session seems sufficient for half of patients. Addi-
tionally, the SSI’s open-door approach, allowing patients
to return as needed, provides a form of safety net. The
service model also enables those with more important
mental health needs to be identified and taken care of.

Currently, SSI services are offered in different coun-
tries (Australia, United States, United Kingdom) and in
some Canadian provinces (Alberta, British Columbia,
Newfoundland and Labrador, Ontario). However, to our
knowledge, in the province of Quebec, there is no pub-
licly funded government institution that provides an SSI
from a population-based perspective in FMGs or other
primary healthcare settings. This study demonstrates
that an SSI could be implemented in Quebec’s primary
healthcare services and have a real positive impact on
patients, by responding in a timely manner to their men-
tal health needs. Furthermore, there is substantial evi-
dence in literature that non-professionals can deliver
effective, sensitive, and acceptable care for diverse mental
health challenges [63]. We believe that the SSI model of
service, coupled with AA scheduling principles, would be
an ideal model to enable expanded access to services for
people with mental health issues.

Conclusions

To maintain universal service coverage of frontline men-
tal health care in a context of limited resources, service
delivery models need to be different, even if it means
being “disturbing” [20]. The SSI represents a “disturb-
ing” innovation since it challenges the traditional men-
tal health service delivery model. In doing so, SSI might
be considered as an alternative that helps to respond to
mental health needs of the population, in a simpler and
less costly way [20].

A potential public criticism of SSI is that it represents a
“service cut” due to its obvious briefness. However, rather
than seeking to cut services, the SSI must be considered
as an additional service, intended to provide immediate
help to patients in psychological distress [64], thereby
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limiting the number of referrals to specialized mental
health programs, which are already overloaded. SSI is
seen as a part of a continuum of mental health services
and it constitutes only one of its components [31], know-
ing that it is not suitable for all individuals or for all prob-
lems [65].

As mental health problems continue to rise in the
never-ending COVID-19 pandemic, innovative mod-
els to deliver mental health support to communities are
needed. By delivering a prompt and effective interven-
tion, SSIs have the potential to meet the needs of many
patients and to increase access to mental health services
in a cost-effective manner [66]. When combined with
AA scheduling principles, SSIs could constitute a use-
ful addition to the continuum of mental health services
that is accessible, easily replicable, and more sustainable,
especially in the context of high demand and limited
resources.
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