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As the figure below makes clear, the screens pick up more behavioral health concerns as patients age.

Percentage of Positive Behavioral Health Screens by Site and Age

Access Outcomes
The number of patients screened each year, at each of the two sites has increased steadily:

The Utility of the Screens
The screens proved to be effective in a number of ways.

  The screening questions appear to be sound. Those who answered yes to one question didn’t consistently answer yes 
to another question, which indicates that each individual question identifies a separate and important behavioral health 
concern. This confirms the original decision to screen comprehensively – rather than just for depression and anxiety. In 
addition, answers to screening questions enable La Clínica to effectively track trends over time and to identify areas such as 
substance abuse that medical providers do not always pick up as part of their regular examination.

  Increased screening and increased availability of the BMS has led to increases in the number of patients receiv-
ing brief assessments and interventions. La Clínica providers can now address a wider array of previously unidentified 
concerns.

  Screening provides important information about care utilization. In 2012, patients with a positive screen result 
were 56% more likely to “No Show” (fail to show up) for their scheduled medical appointment than patients with a nega-
tive screen. This delays individual patients’ access to medical and behavioral health care, but also affects all of La Clínica’s 
patients, because of the impact no-shows have on scheduling. Thus the screens help La Clínica strategize about how to 
minimize no-shows over time – and, in turn, further improve the health of its patient population.

  Screening provides important information about differences among clinics, provider practice patterns, and the 
various age groups. This information helps La Clínica respond more effectively to patients needs, provide education and 
information to providers, and more effectively standardize provider practice. They also reveal age-specific concerns, including:
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   Pittsburg Clinic
   Monument Clinic

	 0-5	 6-2	 13-17	 18-59	 60+
PATIENTS’ AGE

	 54.3    56.7	 53.3   52.8	 67.3    56.5	 67.9    63.2	 88.2     75.4
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	 For children, ages 0-5, parents’ most prevalent concern was perceived over-activity. The high positive response rate 
(30–40%) could indicate a flawed question, but it may also indicate a role for helping parents better understand 
early child development.

	 For children, ages 6-12, over half of parents had a positive response to one or more of the questions. The positive 
responses, spread fairly evenly among eight questions, indicated a fair degree of concern about all of the topics 
screened, ranging from anxiety and hyperactivity to behavior problems.

	 For adolescents, ages 13-17, the most frequent symptoms experienced were sleep problems, worry, and anger. 
Between 10 and 20% reported witnessing violence.

	 For patients ages 60 and older, the high rates of positive responses to six screening questions heightened aware-
ness among providers to assess for the following conditions:

	 – Cognitive impairment/Dementia (42%)		  – Anxiety (29%)
	 – Sleep deprivation (40%)		  – Social isolation (28%)
	 – Chronic pain (31%)		  – Depression (27%)

Clinical Outcomes
There is both quantitative and anecdotal evidence that the interventions help patients.

In 2012, the Avisa Group studied 610 patient records to understand the interventions’ effect on patients with depression and 
anxiety. Using validated questionnaires to rate depression (PHQ-9) and generalized anxiety (GAD-7) symptoms, 42.3 % of 
patients with two or more visits had a statistically significant decline in their depression and anxiety scores between their 
first and last visits – even though most patients had three visits or less.

More generally, BMS Leslie Lessenger, PhD, of the Monument clinic notes, “I’ve been quite amazed at the amount of 
improvement with some conditions. When patients do what we suggest – which works best when patients hear it from 
the medical provider and me – they get results and are very appreciative. For example, panic symptoms are very treatable, 
once patients have the tools.”

“Warm hand-offs have been very helpful,” says BMS Janira Gonzalez-Cunningham, PhD. “One example is when the screen 
identifies someone as drinking and we do additional screening that identifies likely alcoholism. We then do a brief ed-
ucational intervention about potential harm to the person’s body from their specific levels of use and use motivational 
interviewing to encourage the patient to think of his/her own motivation for reducing the use. If the patient is interested 
in continuing the conversation, we schedule a follow-up appointment. The motivational interviewing has also been helpful 
for patients with diabetes, depression or those who are having a difficult time adhering to their medication schedule. After 
discussing the patients’ own unique reasons for taking care of their health, their motivation for self-care increases.”

Staff Satisfaction
During the first two years, the Avisa Group evaluation conducted staff interviews and administered pre/post surveys and 
found staff satisfaction with the program to be high. No formal measurements have been taken since, but anecdotally, 
enthusiasm remains.

Chika Akera, MD, the Associate Medical Director at Monument, says, “Having Leslie [Lessenger] there takes one thing off my 
plate. If I have a patient who has headaches that I believe are from stress, there is someone she can speak with; and Leslie is 
doing a lot to help collaboratively assess and manage depression patients from the get-go.”

“I like the preventive work that we do,” says Gonzalez-Cunningham. “I like that we provide skills to patients, rather than 
having them accumulating stress where their mental health gets more compromised.”

Lessenger says: “I like the variety, never knowing what you’ll see next. I also enjoy the collegiality with [medical] providers.”

Fiscal impact
Because it depends on self-reporting – and because finding a format on the screening forms to which patients can accu-
rately respond has been a challenge – assessing fiscal outcomes has remained elusive. There is speculation that because 
the screens seem to predict high utilizers of expensive medical services, they could significantly reduce ER and hospital use 
as well as functional limitations that cause people to miss work. But at this point, La Clínica is still revising this aspect of the 
form to see if it can garner reliable measures that can be fairly attributed to the screening process.
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Substance Abuse
Situation: The screen identified potential alcohol abuse in a 54 year-old Latino male, 
prompting a warm handoff from the medical provider to the BMS.

Intervention: The BMS implemented a brief intervention based on the widely used ap-
proach SBIRT (Screening, Brief Intervention, and Referral to Treatment.) Four follow-up 
sessions included the use of motivational interviewing and harm reduction strategies, as 

well as collaboration with the medical provider for ongoing monitoring of the patient.

Outcome: The patient decreased his alcohol intake from an average of 13 drinks a day to 2-3 drinks per 
day, 5 or 6 days per week; the other 1-2 days, he did not drink at all. The patient has scheduled another 
follow-up appointment with the BMS.

Case  2Study

Case  1Study

Anxiety
Situation: The primary care provider referred a 16 year-old Hispanic male to the BMS for 
“anxiety.” The teen had been out of school for almost three months because of a feeling of 
a lump in his throat and heart palpitations. His mother accompanied him to the appoint-
ment and was very concerned about a summons to the Student Attendance Review Board 
because of his unexcused absences. The patient denied problems at home or at school and 
stated a desire to return to school, but the school case manager requested a form from the 

primary care provider excusing the patient from school for the rest of the year and enrolling the patient in 
what is known as the Home and Hospital program.

Intervention: The BMS contacted the school to explain that avoidance of an anxiety-provoking situa-
tion will reinforce the maladaptive response. Instead, she instituted cognitive behavioral interventions, 
including instruction in diaphragmatic breathing, relaxation and monitoring of dysfunctional thoughts. 
She explained his physical symptoms and the patient agreed to gradual exposure to anxiety-provoking 
situations. He has been seen weekly for three weeks to monitor his progress.

Outcome: The school agreed to allow the patient to attend one low-pressure class for one week, to be 
increased to two classes after one successful week. He will continue in Home and Hospital as well to make 
up lost credits. The goal is to return to school full time in the fall and, possibly, to attend summer school.

Case  3Study

Obesity
Situation: The medical provider referred a 27 year-old Latina female to the BMS due to 
obesity and a history of bulimia and anorexia. Binging behaviors included both food and 
alcohol. There was no history of abuse or trauma, but the patient has been disappointed 
in not reaching some of her life goals. The diagnosis was mild depression and disordered 
eating.

Intervention: Patient was seen twice by the BMS. At the first appointment the patient and the BMS 
explored eating and exercise behavior changes, as well as medication under the medical provider’s super-
vision. The patient chose to focus on healthy eating. Together they set additional behavioral objectives, 
including attending Overeaters Anonymous meetings, reducing alcohol consumption, increasing exercise 
and having the patient make her bed each morning so she would not to return to it, as had been her prac-
tice. The second session focused on supporting her healthy choices and identifying and reducing potential 
barriers to continued improvement.

Outcome: Six weeks later, the patient had lost 21 pounds and stated that she felt much better. She had re-
duced alcohol use to a glass of wine once or twice a week and increased her exercise. She found an app for 
her phone to track calories and this helped her to stop obsessing about what she eats, but she had not yet 
attended Overeaters Anonymous. In this case, the team approach addressed a potentially life-threatening 
condition and minimal interventions were sufficient for the patient to find her own solutions.
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Lessons Learned
Continued success depends on careful investigation of what’s worked and why, as well as areas for improvement and 

ongoing development. Below is a compilation of lessons learned in the first six years of IBH services.

Operational Lessons
Plan and train
Universally, staff felt having a year to plan and train was a significant 
factor in this program’s ongoing success. Medical providers need 
ongoing training in all of the ways that even one consultation with 
a BMS can benefit their patients. The behavioral medicine special-
ists need ongoing training in this model and in various therapeutic 
techniques that can benefit their patients. All staff members need 
ongoing training on process and communication issues, including 
how to recognize those who can benefit, and how to best use the 
interdisciplinary team to reduce behavioral health symptoms.

Reimbursement restrictions must be  
overcome
Limits on reimbursement that prohibit payment for more than one 
visit on the same day prevent reimbursement for the warm handoff, 
which is central to integration. If billing for two services in the same 
day becomes allowable in California, as it is in many other states, an 
IBH program could theoretically be self-sustaining. At the moment, 
however, it continues to rely on philanthropic or grant support.

Be flexible
A fully experienced BMS might see 15-18 patients a day – with a 
good deal of unpredictability. The BMS must be flexible and accom-
modate interruptions for warm hand-offs, as well as varied appointment times and visit lengths. Because warm handoffs 
alone won’t fill the BMS schedule, but jam packed appointments won’t allow time for warm handoffs, each site has its own 
balance among the number of providers, the proximity of the BMS to the providers, the number of exam rooms and the 
no-show rate. “It’s a complex equation to optimize visits,” says Nancy Facher, LCSW, MPH and Manager of La Clínica’s 
IBH services.

The medical assistant plays a critical role
When a clinic has a dedicated medical assistant (MA) for behavioral health, the BMS can use his/her time more efficiently, 
because the MA:

	 prepares the charts
	 ensures the patients receive the Behavioral Health Screens
	 calls the primary care providers’ attention to positive screening responses
	 handles all paperwork
	 moves patients quickly in and out of exam rooms
	 makes follow-up appointments

Be patient and stay committed
It takes time to reach the level of integration where all providers in a fast-paced primary care setting are referring for all 
possible mental health and chronic disease issues. Developing an effective screening tool took time and the process re-
quires ongoing monitoring and adjustment as patient needs and provider training changes – and as evaluations find gaps in 
what the screens pick up. Technology challenges are another concern, especially as La Clínica tries to transfer the screening 
process to its EHR (Electronic Health Record) implementation.
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Consider the whole system
True integration depends on the integration of all departments, including Information Technology (IT) and Management 
Information Systems (MIS). Both departments have been essential to operations and evaluation. Computer alerts signal that 
a patient is due for an annual screen. Codes entered into the computer register that the screen has been administered, and 
allow us to report quarterly on our screening rates. Therefore, all front desk clerks, medical assistants, and both medical and 
behavioral health providers interact in some way with IT and MIS processes.

Be prepared for the data collection challenge
Originally, gathering and merging data from the patient screens, behavioral health clinician notes and demographic data 
proved to be a difficult challenge. This compromised the ability to confidently track patient progress. Providers at La Clínica 
hope the new electronic health record system will provide a better way, but the system will have its own challenges, even as 
the demands from an efficiency and regulatory standpoint continue to increase.

Clinical Lessons
Continually refine the collaborative relationship with medical providers
Because it is important to standardize care and reduce practice variation, behavioral health providers must work with medi-
cal leadership to define and prioritize cases that demand an interdisciplinary approach and create a structure that facilitates 
such an approach. Among the things to consider:

	 Adapting the EHR to accommodate an integrated 
behavioral health visit

	 Clarifying the role of screens in leading to a  
diagnosis

	 Crafting a process for crisis intervention
	 Helping medical providers build skills for motivating 

patients who are reticent about improving their mental 
and/or physical health

	 Teaching the BMS to better understand medical 
concerns around conditions such as chronic disease 
and chronic pain

	 Helping medical providers discern when a behav-
ioral health intervention can be effective, and when it 
may be appropriate to begin with behavioral changes 
rather than medication

None of this is easy. At La Clínica, medical providers 
have tightly packed, 15-minute appointment schedules 
throughout the day and confront the system-wide 
pressures that most health care settings face. This has, 
at times, complicated the ability to make the best use 
of IBH. In addition, despite some formal orientation, 
maintaining awareness of IBH among the medical 
providers can be as much a function of circumstance 
as of training.

For example, Lessenger originally had a desk among 
the medical providers. “This helped us remember to 
refer; it really helped the idea of a warm handoff,” says 

Akera. But when La Clínica Monument hired more medical providers, Akera made the difficult decision to shift Lessenger to 
another space in the facility.

“When she’s not as visible, warm hand-offs drop,” says Akera, though she notes that other things can counteract that drop, 
such as when Lessenger switched to a more regular schedule or trying to step out of her office to connect with providers to 
maintain visibility.

Another issue was the patients’ connection to their primary care provider. “Warm hand-offs are not always simple, because 
sometimes patients are hesitant to see someone else,” says Akera.
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In addition, rather than using the screen as a flag for referral, 
busy providers typically only refer when they see a patient in 
obvious distress. Continued training could remind them to also 
refer for behavioral health interventions that can improve man-
agement of diabetes, hypertension, obesity, and chronic pain.

Patients are responsive
Despite some concern that Latino patients would not feel 
comfortable disclosing behavioral issues, most patients have 
responded well. This may indicate the level of trust engendered 
by the medical providers and Spanish-speaking behavioral 
medicine specialists, as well as the value of this integrated 
model, especially warm handoffs.

Adapt the model
There is always a difference between theory and practice. Be 
prepared to adapt the original model to meet realities on the 
ground as well as changing patient needs and clinic circum-
stances.

Extension of the model affords more  
flexibility
For patients who need and want brief counseling rather than 
consultation, the BMS collaborates with social workers to 
determine which patients are ready to engage in brief therapy 
and where that therapy would be most appropriate: individ-
ual, group or family therapy with the on-site social worker or 
through an external referral to specialty care.

Establish brief therapy groups
Groups with a psycho-educational focus build skills and support 
effective coping, thus enabling La Clínica to serve a much larger 
segment of its population. Equally important, the groups have 
been effective at reducing symptoms for a range of conditions.

Make psychiatric consultation  
available
Primary care is now expected to provide basic psychotropic 
medication for behavioral health conditions, but this can get 
complicated. A patient might not respond to medication as 
expected or a new patient might have a history of multiple 
behavioral health medications; patients experience side effects 
or have multiple medical and behavioral health conditions. In 
these circumstances, primary care providers may need access 
to a psychiatric consultation to guide their prescribing.

Newly hired behavioral medicine  
specialists need additional training on  
the integrated model
In order to enable even highly trained clinicians to work in the 
fast-paced primary care setting – and to help them handle the 
vast range of clinical content while managing challenging and 
often unpredictable schedules and visit lengths – additional 
clinical training is usually necessary.
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Future Directions
In the era of health care reform, clinical coordination is emerging as an 

important priority; concepts like patient-centered medical homes and 
accountable care organizations demand close links between all elements of 
care that patients receive.

La Clínica’s IBH approach is a good example of how the linking of services 
can improve overall care quality and efficiency. It also fits neatly with anoth-
er central reform component: an emphasis on preventive care including new 
mandates about screening patients for behavioral health issues. Moreover, 
La Clínica has the advantage of five years of experience and an evaluation 
process that has concentrated the organization’s attention on areas for 
future improvement.

With this in mind, La Clínica will continue to examine ways to expand its 
screening to improve access for all patients. One idea is to employ the 
screens in La Clínica’s dental clinics, but this will depend to some degree on 
La Clínica’s ability to successfully incorporate an integrated behavioral health 
visit into its new EHR system.

La Clínica will also look to ensure its clinical approach continues to meet pa-
tient needs by constantly striving to strike the proper balance between brief 
interventions, more concentrated in-house interventions and referrals to 
external providers. Facher (Manager of IBH Services) believes one clear area 
of expansion is providing trauma informed care, as trauma affects many of 
the other diagnoses, and is an area for further development of primary care 
based interventions.

Coordination and standardizing practice with medical providers also will be 
part of an ongoing improvement effort. For example, La Clínica will seek to 
standardize interdisciplinary protocols for identified conditions, including 
standardizing prescription practices for conditions that require medication. 
But beyond medication, standardizing what it means to be an integrated 
behavioral health clinician will be important: can the organization articulate 
valid protocols for managing all of the different presentations, in the context 
of the various types of behavioral health visits, which could range from 10 – 
30 minutes or more?

In addition, La Clínica is striving to find the balance between population 
health approaches versus more intensive services for those with complex 
presentations or those who are high users of primary care and who are not 
being served in specialty mental health and substance use programs.

La Clínica is also transitioning to “team-based care” that brings together 
medical and behavioral health providers, health educators, medical assis-
tants and panel managers to efficiently manage the health of the entire pa-
tient population. Given limited resources and great patient need, La Clínica 
has to calculate staffing ratios by answering the challenging question: how 
many behavioral health professionals are needed to provide high quality 
primary care at the lowest cost?

This evaluation highlights the rich rewards of the integrated model – and the 
expansion to teams – but it also points out the need for ongoing interdisci-
plinary training and program development. Ultimately, IBH is most effective 
when it is truly an interdisciplinary approach to managing diverse needs 
and complex patients. The more medical providers and behavioral health 
clinicians work together, the more successful the IBH approach is likely to be 
at optimizing the health and wellbeing of La Clínica’s patients.  
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The mission of La Clínica is to improve the 
quality of life of the diverse communities we 
serve by providing culturally appropriate,  
high quality, and accessible health care for all.

Printed on 60% post-consumer paper, processed chlorine-free, with water based inks.

Mailing Address:  
P.O. Box 22210 
Oakland, CA 94623-2210

Administration Offices:  
1450 Fruitvale Ave. 
Oakland, CA 94601

www.laclinica.org


