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ABSTRACT

Objective: To present the structure and outcomes to date
for the Psychiatric Assessment and Brief Intervention
(PABI), a pilot program developed at University of
California, San Francisco, to improve access of primary care
patients to mental health services. PABI offers diagnostic
evaluations and brief (up to 3 months) evidence-based
treatment, including pharmacologic management and
psychotherapy, to medical patients 18 years of age and
older. Core PABI features are ensuring prompt access,
actively partnering with patients and referring providers,
and coordinating seamless transitions of care.

Methods: Demographic and clinical variables and
outcome indicators were collected for all patients seen in
PABI from October 2015 to June 2017. Descriptive statistics
and mixed-effects linear models were used to analyze the
data.

Results: During the study period, 139 patients (54%
women, mean [SD] age of 48.2 [17.5] years) with a mean
of 2 DSM-5 psychiatric diagnoses each (range, 1-5) were
seen. Mean time to access was 8 days, with a mean length
of stay in the program of 11 weeks. Compared to baseline,
final behavioral health measure scores showed significant
improvement: the mean Patient Health Questionnaire-9
score decreased by 5.9 points (95% Cl, 4.6-7.2), and the
mean 7-item Generalized Anxiety Disorder scale score was
4.4 points lower (95% Cl, 3.2-5.6; both P values <.0001).

Conclusions: This brief psychiatric treatment program
provides prompt access to quality mental health care

for patients with medical comorbidities. Results to date
suggest that this program leads to significantly improved
clinical outcomes. Further research is needed to determine
its long-term sustainability and generalizability.
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Almost half of patients seen in primary care settings have
psychiatric comorbidities.! Primary care providers (PCPs)
manage 60% of all patients treated for depression and prescribe
79% of antidepressant medications.” Patients managed in primary
care settings may also suffer from other psychiatric conditions—
most commonly anxiety and substance use disorders, but also
bipolar, personality, and somatic symptom disorders.** Psychiatric
comorbidities lead to worse medical outcomes, functional
impairments, and greater health services utilization, as well as
unnecessary suffering for patients.>> An expanding body of
knowledge shows that anxiety and depression increase the risk of
cardiac disease,” diabetes mellitus,® and inflammatory disease.”
Depression has been linked to a heightened risk of neurodegenerative
diseases,® while sleep disorders such as obstructive sleep apnea
have been correlated with cognitive deficits.” All of these findings
highlight the need for prompt diagnosis and treatment of psychiatric
disorders.

In recognition of gaps in access to mental health care, particularly
for patients seen in primary care clinics, the Department of Psychiatry
at University of California, San Francisco (UCSF), implemented a
series of initiatives to extend the reach of psychiatric services. These
initiatives included (1) expanding embedded mental health services
(wherein psychiatrists and psychologists are colocated and comanage
patients with teams in other UCSF Health clinics) from 3 sites in
2012 to 12 sites by 2016 and (2) developing a pilot program in the
outpatient psychiatry clinic (the Psychiatric Assessment and Brief
Intervention [PABI]) devoted to brief treatment with an expectation
that, once stable, patients return to PCPs for maintenance care.
The PABI blueprint was based on a brief treatment clinic model
developed at the San Francisco Veterans Affairs Medical Center,
following established clinical practice guidelines.!® On the basis
of strong evidence supporting the combination of psychotherapy
and pharmacotherapy to treat anxiety and depressive disorders,
the most common presenting psychiatric diagnoses in the target
population,'!? a 3-month program length was established. This
time-limited model allows for a structured psychotherapy course,
along with 1 to 2 medication trials.!® The aims of this article are
2-fold: to describe PABT’s structure and workflow and to report
program outcomes and lessons learned to date.

METHODS

PABI Program Overview

PABI offers diagnostic evaluations and brief evidence-based
treatment, including pharmacologic management and individual
psychotherapy (for more information, visit http://psych.ucsf.
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B Brief psychiatric treatment programs offering psychotherapy
and psychopharmacologic interventions can lead to
significantly improved clinical outcomes.

B Prompt patient access to mental health services is imperative,
ideally within 2 weeks of referral.
B Active partnering with patients and referring providers, along

with seamless transitions of care, are important ingredients of
an effective brief psychiatric treatment program.

Figure 1. Psychiatric Assessment and Brief Intervention Program
Workflow

N\
« Primary care provider places referral in EMR
Triage « Intake team determines eligibility for PABI program
J
~
« Insurance authorization obtained
Scheduling « Appointment scheduled; PABI welcome letter sent to patient
J
~
- Patient seen; EMR message sent to primary care provider
. - « Initial disposition plan determined
First visit
J
~
« Follow-up visits (weekly to monthly)
. 0/ i
Follow-up Second PABI cycle (< 20% patients)
J
~
« Back to primary care provider with recommendations
« UCSF psychiatry clinic, embedded psychiatrists, or community
Discharge )

Abbreviations: EMR = electronic medical record, PABI=Psychiatric Assessment
and Brief Intervention, UCSF = University of California, San Francisco.

edu/pabi). The program serves UCSF Health patients 18 years
of age and older with a wide array of medical and psychiatric
comorbidities. In its first year, PABI was open only to patients
referred by PCPs but was later expanded to include referrals from
all UCSF clinicians. Supplementary Appendix 1 illustrates the
step-by-step program development process.

PABTs current core team includes a full-time clinical
psychologist and 2 part-time psychiatrists (0.2 full-time
equivalent each). The psychologist was recruited during the
first year; the initial team consisted of 2 psychiatrists who
provided both psychotherapy and medication management. To
ensure optimal communication, the core team meets weekly
for two 30-minute huddles and 1 administrative team meeting.
Huddles are clinical meetings held at the beginning of each
clinic day, wherein the psychologist meets with each psychiatrist
individually to discuss their shared patients’ progress and any
therapeutic challenges. Huddles also serve as opportunities
for interprofessional teaching. Third-year medical students
participate in PABI, which is an ideal setting for learning

psychiatric interviewing and diagnostic skills. The
team meeting is a forum for collegial discussion,
dissemination of new information, and periodic review
of patient logs (see Program Outcomes).

A central PABI tenet is partnering with patients and
referring providers to deliver individualized, evidence-
based treatment, with realistic goals that can be
reached in 3 months. Patients are expected to actively
participate in their care by attending frequent (often
weekly) appointments. Close-the-loop communication
with referring clinicians is another important program
feature: providers are notified when patients are first
seen, after program completion, and as needed in the
interim.!41°

PABI Workflow

PABI workflow is illustrated in Figure 1. UCSF
Health providers place referral orders. In primary
care, behavioral health navigators triage referrals
and direct a portion to PABI based on patient needs.
Referrals from non-PCPs enter the psychiatry intake
work queue directly. The psychiatry clinic intake team
consists of 2 social workers who communicate closely
with the PABI team. The intake team reviews referrals
and conducts brief phone screening interviews with
patients before scheduling appointments in PABI or
other outpatient psychiatry programs. PABI has clear
eligibility criteria, established to ensure that patients
can achieve specific treatment goals in 3 months and to
preserve scarce system resources (for example, patients
who already have a psychiatric provider or access to an
embedded psychiatrist are not eligible for medication
management in PABI). Additional exclusion criteria,
indicating need for higher level of care or a different
program, are as follows:

o Active suicidal or homicidal ideation with
intent or plan

o Chronic suicidality or multiple suicide attempts
in the previous year

« History of violent/assaultive behavior

« Severe or chronic psychosis

« Current heavy substance use.

Once the intake appointment is scheduled, a
welcome letter is sent to patients outlining PABI
structure and duration to ensure realistic expectations.

After the first visit, PABI clinicians send a
notification to the referring providers, along with
a brief program description. An initial discharge
decision and end date are planned at the first visit to
encourage the patient-clinician dyad to work toward
attainable treatment goals. Most patients engage in split
treatment (individual therapy with the psychologist
and pharmacologic management with psychiatrists),
although some pursue psychotherapy only, while others
are referred for medication consultations. Efforts are
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made to schedule’follow-up medication management and
therapy visits on the same day for patient convenience,
unless prohibited by insurance. PABI uses treatment-to-
target principles, wherein clinical outcomes are monitored
through evidence-based scales including the Patient Health
Questionnaire-9 (PHQ-9)'® and 7-item Generalized Anxiety
Disorder scale (GAD-7).!” If the patients’ symptoms have
not improved after 3 months or their behavioral health
measure scores increased, patients may continue with
a second treatment cycle (second cycles occur for only
10%-20% of patients at any given time to maintain access).
Patients who need long-term follow-up are referred to
the outpatient psychiatry clinic or into the community as
appropriate.

Treatment planning is a crucial component of PABI,
allowing the judicious use of time. The frequency of
follow-up visits is determined by treatment modality and
patient acuity; most patients are seen weekly in therapy
and every 2-4 weeks for medication management, with
more frequent appointments initially. At the end of the
treatment cycle, a discharge message is sent to referring
providers, informing them of the patients’ status and
updated pharmacologic regimen and ensuring they are
willing to continue prescriptions. PABI clinicians remain
available for consultation to referring providers for up to
6 months. Patients can self-refer back into the program by
directly contacting PABI clinicians or may be re-referred by
UCSF Health providers as needed.

Psychotherapy in PABI

Cognitive-behavioral therapy is used initially, as it is
a well-established successful treatment for anxiety and
depressive disorders.'® As patients’ needs, strengths and
limitations, degree of motivation, efficacy, and agency are
clarified, elements of other approaches may be used in
addition to or in lieu of cognitive-behavioral therapy. These
modalities, backed by evidence of varying strength, include
acceptance and commitment therapy,! interpersonal
therapy,’® mindfulness and relaxation training,?!??
motivational interviewing,?® and problem-solving therapy.?*
Brief (time-limited) psychodynamic psychotherapy also has
its place in the repertoire of PABI therapists, and clinicians
use psychodynamic formulations to conceptualize patients’
core difficulties and guide treatment planning.*>2® Patients
are referred to couples or group therapy in the outpatient
psychiatry clinic as indicated.

Therapeutic interventions often focus on psychological
barriers that hinder the treatment of medical illnesses.
For example, a 56-year-old woman with depression and
uncontrolled diabetes mellitus had a hemoglobin A, level
of 13.4% 2 months prior to starting PABI. She was referred
to PABI after being hospitalized twice for lower extremity
cellulitis. Using problem-solving skills and behavioral
strategies built on a psychodynamic foundation, the PABI
team helped this patient identify and overcome barriers to
adherence to the diabetes treatment regimen. At completion
of the program, her hemoglobin A, level was 7.4%.

PABI: Partnering With Primary Care

Systemic Impact

PABI served as a catalyst for change, providing an
opportunity to improve several dated processes in the
outpatient psychiatry clinic (Supplementary Appendix 1).
Based, in part, on data collected in PABI, a Lean?” health
care overhaul of the psychiatry clinic’s intake process was
implemented in February 2017. Prior to this implementation,
referrals sent through the electronic medical record
reached unmonitored work queues, which, at times, caused
great delays or lack of access due to referrals getting lost.
Currently, all referrals are reviewed by the intake team within
1 to 2 business days, resulting in greatly improved access.
Additionally, patients who required ongoing psychiatric
management after completing PABI had to wait several
months to see their next psychiatrist due to general backlogs
within the UCSF psychiatry clinic. Another Lean initiative
was undertaken in March 2017, resulting in an algorithm
to better prioritize referrals to open-ended clinics. PABI
was given high priority, thus reducing the wait time for
medication management appointments to under a month.

Program Outcomes

Several effectiveness indicators were selected prior to
launching PABI. These indicators included process (ie, time
to access, time spent in program) and outcome (PHQ-9
and GAD-7 score change) measures. For internal tracking
purposes, a patient log is maintained on a password-
protected clinical drive that only PABI clinicians can access
(Supplementary Appendix 2). Clinicians update the log
weekly and review it at team meetings to ensure adequate
progression of patients through the program. The following
data were collected from the log for this study: patient
age, sex, referring provider (PCP, non-PCP), International
Classification of Diseases, 10th Edition (ICD-10) codes, date
when the intake team called the patient, date of the first visit,
date of the last visit, baseline and final PHQ-9 and GAD-7
scores, and disposition at program completion.

Statistical Analysis

Descriptive statistics were used to summarize the data:
frequencies (percentages) were calculated for participant
demographic characteristics, psychiatric diagnoses, referral
sources, and disposition categories, while means and SDs
were used for baseline and final PHQ-9 and GAD-7 scores,
time to access, and time spent in the program. To make use
of all available data, PHQ-9 and GAD-7 scores at baseline
and at the end of the program were compared using mixed-
effects models?® implemented with PROC MIXED in SAS
Version 9.4.%° This approach accounted for the correlated
structure of the data due to repeated measures, allowed for
missing data, and accommodated heterogeneous variances
across assessment times.?® The 2 outcome measures (PHQ-9
and GAD-7) were analyzed separately. A core model was
first fitted for each outcome measure, using a main effect
for assessment time (baseline or final) and a random effect
for individual. Terms for age, sex, and source of referral
(PCP, non-PCP) were then added to these core models and
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tested. Effect modification by age, seX, and source of referral
was examined by adding their interaction with assessment
time to the models. Model assumptions were validated
both graphically and analytically. Sensitivity analyses were
conducted by comparing baseline and final scores for only
those patients with complete data pairs (n=77 for PHQ-9
and n="71 for GAD-7, respectively), using paired ¢ tests. This
study was deemed exempt by the UCSF Institutional Review
Board and received no funding support.

RESULTS

From October 2015 to June 2017, 139 patients were
seen in PABI: 64 (46%) men and 75 (54%) women. The
mean (SD) age was 48.2 (17.5) years (range, 18-93). In the
overall group, 284 psychiatric diagnoses were recorded,
for a mean of 2 disorders per patient (range, 1-5). Table
1 summarizes psychiatric diagnoses converted to DSM-5
terminology. Forty-five (37%) patients had baseline PHQ-9
scores 215, consistent with moderately severe to severe
depression, and 33 (28%) had baseline GAD-7 scores > 15,
indicating severe anxiety. Every PABI patient had at least 1
co-occurring medical condition, including cardiovascular
disease, cerebrovascular disease, diabetes mellitus, hepatic
disease, hyperlipidemia, hypertension, varied neurologic
conditions, and renal disease. Two patients were hospitalized
for suicidal ideation, and 17 (12%) continued for a second
cycle. No patients returned for additional treatment during
the study period.

Table 2 depicts the referral sources for all PABI patients
and disposition plans for the 113 patients who completed
the program during the study period (the others were still
in treatment). Of the patients returned to their PCPs, 5 were
seen in practices in which PABI psychiatrists also worked
in embedded roles, readily available for consultation. PABI
clinicians provided 1,580 visits during the study period,
accounting for 6.3% of all outpatient psychiatry clinic visits.
No-show rates were 3% for initial appointments and 10% for
follow-ups. There were no dropouts from care.

Table 3 summarizes PABI program outcomes to date,
including time to access (time between the intake team’s
call and the first visit in days, including weekends and
holidays), time spent in the program (time between the
first and last visit in weeks), and PHQ-9 and GAD-7 scores.
Table 4 summarizes the mixed-effects analyses. Unadjusted
analyses (model 1) showed significant score reductions for
both PHQ-9 (by 5.9 points; 95% CI, 4.6-7.2) and GAD-7
(by 4.4 points; 95% CI, 3.2-5.6) by the end of the program
compared to baseline (both P values <.0001). These results
were maintained after adjusting for age, sex, and referral
source (model 2). None of the interactions between time and
age, sex, or referral source reached statistical significance.
Sensitivity analyses revealed similar results: final score
reductions for both PHQ-9 (by 5.9 points; 95% CI, 4.5-7.3)
and GAD-7 (by 4.8 points; 95% CI, 3.5-6.1) compared to
baseline (both P values <.0001). Patient feedback has been
positive so far, although this information has not been

Table 1. Psychiatric Diagnoses Among Patients (N=139)
Seen in the Psychiatric Assessment and Brief Intervention
Program, October 2015 to June 2017

Patients,
DSM-5 Diagnosis n (%)
Depressive disorders? 90 (31.6)
Anxiety disorders® 78 (27.5)
Trauma and stressor-related disorders® 25(8.8)
Attention-deficit/hyperactivity disorderd 16 (5.6)
Sleep-wake disorders® 13 (4.6)
Personality disordersf 12(4.2)
Neurocognitive disorders? 11(3.9)
Substance-related and addictive disorders" 11(3.9)
Bipolar disorders’ 7(2.5)
Other’ 21 (7.4)

Includes major depressive disorder, single and recurrent; persistent
depressive disorder (dysthymia); depressive disorder, other specified; and
depressive disorder, unspecified.

PIncludes generalized anxiety disorder, panic disorder, social anxiety
disorder (social phobia), anxiety disorder due to another medical
condition, and anxiety disorder, unspecified.

“Includes acute stress disorder, posttraumatic stress disorder, and
adjustment disorders.

dincludes inattentive and combined type.

€Includes insomnia disorder and obstructive sleep apnea hypopnea.

fincludes personality disorders and personality change due to another
medical condition.

9Includes mild neurocognitive disorder and major neurocognitive disorder.

Mncludes alcohol use disorder; cannabis use disorder; sedative, hypnotic,
or anxiolytic use disorder; other substance use disorder; and gambling
disorder.

iIncludes bipolar I disorder, bipolar Il disorder, and cyclothymic disorder.

Jincludes anorexia nervosa; autism spectrum disorder; depersonalization/
derealization disorder; disruptive, impulse-control, and conduct disorder,
unspecified; hoarding disorder; intermittent explosive disorder; mood
disorder due to another medical condition; obsessive-compulsive
disorder; premenstrual dysphoric disorder; psychotic disorder; and
somatic symptom disorder.

Table 2. Referral Sources and Disposition for Patients Seen in
the Psychiatric Assessment and Brief Intervention Program,
October 2015 to June 2017

Patients,

Variable n (%)
Referral source (n=139)

Primary care providers 109 (78)

Nonprimary care providers 30(22)
Disposition upon program completion (n=113)

Primary care providers 62 (55)

UCSF psychiatry clinic 23 (20)

Community mental health providers 22 (20)

Embedded psychiatrists 6 (5)

Abbreviation: UCSF = University of California, San Francisco.

Table 3. Psychiatric Assessment and Brief Intervention
Program Outcomes, October 2015 to June 2017

Outcome Indicator Mean (SD)
Time to access (d) 83(7.2)
Time in program (wk) 11.0 (6.4)
PHQ-9 score

Baseline (n=122) 12.1% (6.8)

Final (n=79) 6.1* (5.0)
GAD-7 score

Baseline (n=117) 10.3* (5.8)

Final (n=74) 6.2% (4.5)
*P<.0001.

Abbreviations: GAD-7 =7-item Generalized Anxiety Disorder scale,
PHQ-9 =Patient Health Questionnaire-9.
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Table 4. Parameter Estimates for the Linear Mixed-Effects Models Fitted to Evaluate
Changes in the Psychiatric Assessment and Brief Intervention Program Outcome

Measures
PHQ-9 GAD-7
Model Term Estimate (SE) PValue Estimate (SE) P Value
Model 12
Intercept (baseline) 6.13(0.55) <.0001 5.92(0.51) <.0001
Time (difference between baseline and final scores) 5.92(0.66) <.0001 4.39(0.60) <.0001
Model 20
Intercept 4.62(0.79) <.0001 5.43(0.75) <.0001
Time (difference between baseline and final scores) 5.85(0.66) <.0001 439(0.61) <.0001
Age (y) -0.03 (0.03) 21 —-0.03 (0.02) .25
Referred by non-PCP 1.24(1.16) .29 -0.72(1.03) 48
Female 2.34(0.96) .02 1.20(0.87) 17

2From mixed-effect linear regression models with person as a random effect. The intercept can be
interpreted as the mean score at baseline; the time coefficient can be interpreted as the difference

between final and baseline scores.

bFrom mixed-effect linear regression models with person as random effect. Age was centered at the mean
at baseline. Due to centering, the intercept can be interpreted as the mean baseline score for a male
with mean age referred by a PCP. In these models, the fixed effect for sex is the mean difference in scores
between female and male patients. Effect modification by age, sex, and source of referral was examined
by adding their interactions with assessment time to the models; none of the terms was significant, and

they were not retained in the model.

Abbreviations: GAD-7 =7-item Generalized Anxiety Disorder scale, PCP = primary care provider,
PHQ-9 =Patient Health Questionnaire-9, SE=standard error.

systematically collected. Referring providers also offered
informal feedback, expressing satisfaction with the prompt
access and specialty support.

DISCUSSION

This data-driven report describes a brief psychiatric
treatment program developed in a tertiary care psychiatry
outpatient setting to help improve access to mental health
services for primary care patients. Results to date support
this pilot program’s effectiveness and will be used to inform
plans for further expansion. PABI could also serve as
blueprint for other institutions seeking to develop similar
programs. Data collected during PABI’s first 2 years of
operation showed significant improvements in patient
outcome measures, attained in relatively short periods (mean
of 11 weeks). Although final scores were still in the range
of mild depression (PHQ-9: 6.1) and mild anxiety (GAD-7:
6.2), respectively, the PHQ-9 mean score was reduced by
5.9 points, and the GAD-7 mean score was 4.4 points lower
compared to baseline. A score difference of at least 5 points
is considered clinically meaningful.’® As anticipated, the
most common psychiatric diagnoses in PABI patients were
anxiety disorders (27%) and depressive disorders (31%).
This finding parallels frequencies reported by Clarke et
al’! (41% for depression and 33% for anxiety), although
categories may have been more inclusive, since specific
DSM-5 diagnoses were not communicated. Over a third
(37%) of PABI patients had PHQ-9 scores in the moderately
severe to severe range, and 28% had severe anxiety levels.
PCPs are well equipped to care for patients with mild-to-
moderate psychiatric symptoms and refer high-complexity
patients, who failed several prior medication trials or pose
additional management challenges, to specialty clinics or
embedded psychiatrists where available. As shown in Table

1, PABI patients also had various co-occurring psychiatric
diagnoses, ranging from autism spectrum disorders to major
neurocognitive disorders, underscoring the complexity of
clinical presentations.

PABTs distinguishing features include ensuring prompt
access, actively partnering with patients and referring
providers, and coordinating seamless transitions of care.
Access to mental health services is a universal challenge.
Programs to increase access to psychiatric services in large
systems have been previously described, such as the Behavioral
Health Associates developed at University of California, Los
Angeles, although this program is much larger.’! Clarke et
al’! reported a mean wait time for adult and geriatric patients
ranging from 6-12 weeks. In PABI, the mean time to access
was 8 days, below the initially set threshold of 2 weeks. Of note,
PABI time to access was calculated as the interval between
the psychiatry intake team’s call and the first visit. Prior to
the optimization of the outpatient psychiatry clinic’s intake
workflow, the overall wait time was longer, more accurately
reflected by the interval between the date when referrals were
placed and the first visit. The Lean change processes reduced
the wait to enter PABI, as well as the delay until the next clinic
appointment for patients who needed additional psychiatric
care. However, these changes took place only several months
before the study period ended. Lean health care improvement
cycles can be used to continuously optimize processes
and should be considered whenever possible.?” In PABI,
patients develop shared agendas with their clinicians. Active
participation enhances patient engagement and motivation
for treatment, as demonstrated by low no-show rates, zero
dropouts from care, and significantly improved outcome
measures.>>** Transitions of care are carefully orchestrated
using close-the-loop strategies, which have been shown to
improve patient safety and care outcomes.'*1>3* Although
the initial prediction was that patients would return to their
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PCPs after acute-stabilization,'only 55% followed this path
(see Table 2); the remainder were transferred to other
mental health providers for continued pharmacotherapy
and/or psychotherapy.

One of the challenges for all PABI clinicians has been to
adjust to abbreviated therapeutic relationships. Continued
awareness that the main PABI mission is to offer access
to as many patients as possible has helped patients and
clinicians respect time limits. Realistic expectations set at
the outset and agreement on feasible treatment goals helps
maintain the 3-month framework. The fast pace, continuous
exposure to patients with acute difficulties including
trauma, and time-limited connections with patients may
contribute to clinician burnout.>>* Strategies used to
mitigate burnout risk in PABI include monitoring clinician
workloads, following several long-term patients to allow
for more meaningful therapeutic relationships, and using
team meetings as forums for consultation and support.
Deeper connections enhance patient-centeredness and help
clinicians retain their humanistic qualities.>”3®

This study has several limitations: the program capacity,
therefore the sample size, was small; a control group was
not included; psychiatric outcomes were not available for
all patients; structured interviews were not used; and no

medical or functional indicators were collected. Although
an initial cost analysis was performed to determine the
size of the core team, no subsequent cost effectiveness
inquiry was undertaken. Financial information will be
important to determine long-term program sustainability.
Future studies should include larger samples, follow
patients longitudinally after treatment completion, and
systematically explore patient and provider satisfaction
with this treatment model. Longitudinal tracking of
clinical outcomes (both psychiatric and medical) for all
PABI patients would be helpful in determining whether
improvements are sustained. UCSF Health collects Press
Ganey*’ patient surveys; however, results are only released
in aggregate format, and specific information on PABI
could not be obtained. Referring providers should also
be formally surveyed regarding their perceptions of PABI
benefits to their practices.

In summary, this brief psychiatric treatment program
provides prompt access to quality mental health care and
can lead to significantly improved clinical outcomes.
Additionally, PABI served as a catalyst for improving
processes in the psychiatry clinic. Further research is
needed to establish its long-term sustainability and
maintenance of gains over time for program participants.
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Appendix 1.

Psychiatric Assessment and Brief Intervention Program Development: Year 1

Oct 2015 Nov 2015 Dec 2015 Jan 2016 | Feb 2016 Mar 2016 Apr 2016 | May 2016 | Jun 2016
Mission and Developed Posted mission
vision PABI mission and vision on
and vision. PABI webpage.
Intake process Developed Regular ongoing check-in with intake team.
PABI criteria.
Revised intake
form to include
PABI criteria.
Medical record Developed note | Periodic interna audit (by PABI director) of billing outcomes; improved documentation. All note
documentation template® and Note template shared with other programs in psychiatry clinic; overall billing outcomes improved. templates
message to be revised by
sent to PCPs clinic
after first visit. |eadership.
Communication | Developed Presented Developed Presented Revised Presented
patient update at PABI webpage update at patient update at
welcome letter. | psychiatry (with psychiatry welcome psychiatry
clinic meeting | communications clinic letter to clinic meeting.
& PGY3case | team). meeting. include MS
conference. presence.
Collaboration Met with PC Interim email/phone communication as needed with BHN. Met with PC | Interim email/phone Met with PC
with primary leadership & leadership & | communication as leadership &
care (PC) BHN. BHN. needed with BHN. BHN.
Team building 2 psychiatrists | Psychiatrists working together; recruiting new team members. 1 psychiatrist
hired for PABI. left PABI.
Recruitment Prepared job Positions Interviewed applicants. PhD offer | Additional psychiatrist PhD joined | LCSW
description for | approved by made. Hire | recruitment started. team. recruitment
PABI PhD & HR & posted. process closed (no
LCSW. started. hire).
Clinical work 2 psychiatrists provided psychotherapy & medication management. Split treatment
started.
Education Explored options; planned for PGY 1 rotation (not done due to PABI staffing changes). MS3 longitudinal clerkship
started.
Outcome Developed Patient log continuously updated & reviewed by team.
tracking patient log
Administrative Created PABI Monthly work group meetings & interim email/phone/in-person communication as needed. Quarterly reports from PABI
development director to clinic & department leadership.

work group®

@Adapted, with permission, from another medical center’s note template.
PComposed of representatives from department leadership, psychiatry clinic leadership, practice manager, chief financial officer, and led by PABI director.

BHN = behavioral health navigator; LCSW = licensed clinical social worker; MS = medical student; PABI = Psychiatric Assessment and Brief Intervention; PC = primary

care; PCP = primary care provider; PGY = postgraduate year (resident); PhD = clinical psychologist.




Appendix 1.

Psychiatric Assessment and Brief Intervention Program Development: Year 2

Jul 2016 Aug Sep 2016 | Oct 2016 | Nov 2016 | Dec 2016 | Jan 2017 | Feb 2017 Mar 2017 | Apr May | Jun
2016 2017 2017 | 2017
Intake process Revised Lean headlth | Lean health
PABI changere: changere:
criteriato referral transfer
include processing. | from PABI
referrals to other
from non- psychiatry
PCPs. programs.
Communication Presented
update at
Psychiatry
clinic staff
meeting.
Team building New Team consolidation phase.
psychiatrist
joined team.
Clinical work Split treatment model continues.
Education M S3 longitudinal clerkship continues.
Collaboration Email/phone communication as needed with BHN.
with primary
care
Outcome Patient log continuously updated & reviewed by team.
tracking
Administrative | Email/phone/in-person communication as needed. Quarterly reports from PABI director sent to clinic & department leadership.
oversight

BHN = behavioral health navigator; LCSW = licensed clinical social worker; MS = medical student; PABI = Psychiatric Assessment and Brief Intervention; PC

= primary care; PCP = primary care provider; PGY = postgraduate year (resident); PhD = clinical psychologist.
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Appendix 2. Psychiatric Assessment and Brief Intervention Program Patient Log

Name

MRN

Age

Gender

PCP/
Referring
MD

Date
called

First
seen

First
seen
by

Second

Second
seen

by

Last

Baseline
PHQ

Final
PHQ

Baseline
GAD

Final
GAD

Disposition

GAD = Generalized Anxiety Disorder — 7 Item Scale score; MRN = medical record number; PCP = primary care provider; PHQ = Patient Health Questionnaire — 9 score.






