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Abstract 

Florida continues to rank among the highest states for mental health diagnoses in the nation. Alachua 
County, which is home to the Gainesville community, continues to experience significant disparity in 
diagnoses versus access to behavioral health interventions. A significant contributor to this disparity 
may be the socioeconomic wellbeing of the region, where many individuals report low socioeconomic 
status and limited access to medical insurance. Gainesville is also home to an advanced network of 
primary care services and specialties to meet community needs. Among these networks is an estab-
lished system of student-run medical clinics for uninsured/underinsured patients. New to this system 
is a psychology graduate student-run behavioral health clinic with an integrated primary care system 
working hand-in-hand with other medical services. The present article aims to (1) describe the devel-
opment of an independent, student-run behavioral health clinic model by a graduate student team 
and (2) describe the implementation/integration of this new clinic model within a free clinic network 
to meet a need for accessible mental health services, as well as provide patients with an opportunity 
for integrated care. Current barriers, facilitators, and plans for the models moving forward are dis-
cussed.  
 
 

Introduction 
 

     Nationally, Florida ranks 49th in per capita be-
havioral health support. Florida ranks last in ac-
cess to behavioral health services, and age or ra-
cial-ethnic access disparities may further reduce 
likelihood of care.1-2 In 2018, 61.7% of adults with 
mental illness did not receive treatment, well 
above the national average of 55.8%3. The current 
ratio of the Florida population to behavioral 
health providers is 750:1, the third largest dispar-
ity in the country.4 Alachua County, located in 
North Central Florida (NCF), is designated as a 
Mental Health Professional Shortage Area; a fed-
eral indication of communities with high mental 
health need but substantively limited resources.5 
These disparities exist in the context of compli-

cated sociodemographic stratification. In Ala-
chua County, 23.2% of individuals live below the 
Federal Poverty Level (FPL), and 41.1% live below 
200% of the FPL; 12.2% of all non-elderly individu-
als are uninsured, comparable to the 15.5% of un-
insured individuals in the state of Florida.6 Ala-
chua County is also disproportionately burdened 
by suicide, which is also comparable to state sui-
cide rates. In 2016, Florida experienced over twice 
as many suicides (3,122) as homicides (1,292), mak-
ing suicide the second leading cause of death 
among Floridians aged 25-34 and third leading 
cause of death for those aged 10-24.7 
     Student-run health clinics provide an innova-
tive way for health professionals to address clini-
cal care gaps among under-resourced pop-ula-
tions.8 Largely absent from the literature is clini-
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cal protocol for addressing behavioral health dis-
parities.9 Foster and colleagues described their 
student-run behavioral health clinic to address 
the behavioral health needs of immigrant and 
refugee populations to positive ends.10 While this 
report highlights medical trainee efforts to ad-
dress behavioral health disparities, it illuminates 
the absence of psychologists and behavioral 
health professionals in this clinical model. Exist-
ing student-run medical models do not address 
the possibilities of integrating psychology gradu-
ate students to provide collaborative community 
healthcare. To the authors’ knowledge, no cur-
rent published reports discuss establishing a free 
student-run behavioral health clinic and/or the 
ways an integrated, student-run care team can 
address mental health disparities.  
     The aims of this article are to describe both the 
development of a student-run behavioral health 
clinic model by a graduate student team and the 
implementation/integration of this new clinic 
model within a free clinic network along with as-
sociated barriers and solutions. 
 

Clinical History 
 

Equal Access Clinic Network 
     Gainesville – located within Alachua County – 
is the largest city in NCF, with a population of 
133,997.11 It is also home to one of Florida’s most 
expansive medical systems. Accordingly, medical 
education and resources have facilitated a sys-
tem of student-run clinics called the Equal Ac-
cess Clinic Network.12 Sponsored by University of 
Florida (UF) College of Medicine, the Equal Ac-
cess Clinic Network is comprised of eight free, 
specialty medical clinics.  
 
Original Free Behavioral Health Clinic 
     The first free student-run behavioral health 
clinic in Gainesville opened in 2015. Operating in-
dependently and without funding, the clinic 
served nine patients a week. Staffed by volunteer 
graduate students in clinical and counseling psy-
chology from the UF and supervised by licensed 
clinical psychologists, this clinic served individu-
als referred from large local medical centers, such 
as the UF Health Shands Hospital. In light of con-
tinued barriers to treatment (e.g. transportation), 
and limited resources for the independent clinic, 

the team developed a clinical model to provide 
services more efficiently to the community. Sub-
sequently, an independent and an integrated 
clinical model were created respectively within 
the Equal Access Clinical Network.   
 

Current Clinical Models 
 

Independent Behavioral Health Clinical Model: 
The Equal Access Behavioral Health Main Clinic 
     The Equal Access Behavioral Health System is 
divided into two components: a Main Clinic and 
an integrated presence in primary care. The 
Equal Access Behavioral Health Main Clinic is an 
independent clinic established by students from 
the UF Department of Clinical and Health Psy-
chology. It currently operates weekly from a com-
munity health center in Gainesville, Florida and 
serves individuals who are uninsured/underin-
sured (i.e. insufficient insurance coverage for 
mental healthcare). The Equal Access Behavioral 
Health Main Clinic is staffed by volunteer licensed 
clinical psychologists with training in evidence-
based practices (e.g. Cognitive Behavioral Ther-
apy, Acceptance and Commitment Therapy). 
Currently, five clinical psychologists serve as su-
pervisors. The clinic is staffed by six to eight grad-
uate student volunteers in clinical and counsel-
ing psychology. Volunteers are recruited through 
word-of-mouth and departmental advertise-
ments. Two graduate student volunteers and one 
undergraduate volunteer provide privacy-com-
pliant clinic coordination, including scheduling 
patients and recruiting volunteers. 
     Outlined in Table 1, intake assessments are 
conducted weekly on a walk-in basis. Patients 
complete a brief intake assessment with a grad-
uate student and the Patient Health Question-
naire-9 and the Generalized Anxiety Disorder-7, 
brief, empirically validated questionnaires13-14 that 
establish a baseline of symptomatology for the 
patient prior to therapy. The case is then pre-
sented to the on-site supervisor and matched 
with a graduate volunteer whose skillset is appro-
priate to their concerns. Patients whose symp-
toms are not appropriate (i.e. severe mental ill-
ness, psychosis) for our model of psychotherapy 
are referred to community providers who special-
ize in acute crisis care or long-term psychiatric in-
tervention available at no cost. 
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Table 1. Equal Access Behavioral Health Main Clinic (EABHC) model 

Objective Content 

Referral  Clinic receives community referrals and/or word of mouth 

Intake Assessment Patient presents for 45-minute intake assessment and administration of Patient Health Ques-
tionnaire-9 and Generalized Anxiety Disorder-7  

Psychotherapy Patient is matched to graduate student therapist 
Patient begins five sessions of psychotherapy over the course of five weeks 

Community Referral and  
  Maintenance 
 

Therapy ends 
Supportive materials for maintenance provided 
Referral to acute crisis center and/or behavioral health center if appropriate 

Table 1 provides a detailed explanation of the components of the proposed EABHC independent model from referral to treat-
ment termination and behavior change maintenance. Patients present for an initial intake assessment and completion of 
the Patient Health Questionnaire-9 and Generalized Anxiety Disorder-7 to identify clinically significant symptoms of distress. 
Patients are then matched to a therapist and complete five sessions of abbreviated cognitive behavioral therapy. Therapy 
is then terminated, with appropriate community referrals placed to support continued behavior change maintenance.  

Table 2. Adapted Brief Cognitive Behavioral Therapy practice model  

Session Session Content 

Session 1  Patient orientation to Cognitive Behavioral Therapy 
Establish rapport 
Assess patient concerns  
Set initial treatment plans/goals 
 

Session 2 Identify and begin intervention techniques 
 

Session 3 Reassess goals/treatment plan 
Continue intervention techniques 
 

Session 4 Continue intervention techniques 
Discussing ending treatment and prepare for maintaining changes, follow-up care 
 

Session 5 End treatment 
Help patient to maintain changes 
 

Table 2 provides a detailed description of abbreviated, evidence-based Cognitive Behavioral Therapy. Throughout the course 
of therapy, patients develop rapport with their therapist, identify relationships between thoughts, feelings, and behaviors, 
practice skills, and work on behavior change maintenance following therapy termination.  

     Weekly psychotherapy sessions last approxi-
mately 45 minutes and are embedded in Cogni-
tive Behavioral Therapy, a highly efficacious form 
of therapeutic intervention whose positive out-
comes are well-documented.15 Due to the high 
volume of community members seeking behav-
ioral health services, the clinic has implemented 
an adapted version of the Brief Cognitive Behav-
ioral Therapy model delineated by Cully and Te-
ten,16 this adaptation is illustrated in Table 2. 
     In this model, patients receive five sessions of 
psychotherapy once weekly; though abbreviated, 
research has documented the maintenance of 
Cognitive Behavioral Therapy efficacy in patient 
behavioral health outcomes in as few as four to 
five targeted sessions.17 At the culmination of 

therapy in five weeks, the graduate student ther-
apist works with the patient to help maintain be-
havioral changes established in therapy. If follow-
up care or psychiatric intervention becomes a 
crucial next step, the therapist may refer the pa-
tient to a local acute crisis center or psychiatric 
care facility. Case supervision occurs among 
graduate students and supervisors prior to and 
following a therapy session to ensure continuity 
and quality of care. Equal Access Behavioral 
Health Clinic serves six therapy patients and two 
patients for intakes per month. 
 
Integrated Behavioral Health Clinical Model  
     The integration of behavioral health service in 
primary care has been a paradigm shift in
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Figure 1. Integrated Behavioral Health Clinic model 
 

 
Figure 1 illustrates the current relationships of integration between the Equal Access Behavioral Health Clinic and its student-
run primary care counterparts. The independent clinic (featured in the center) is integrated within five specialty clinics, includ-
ing Family Medicine, Occupational Therapy, Neuropsychology, Women’s Health, and Lesbian, Gay, Bisexual, Transgender 
(LGBT) Health.   

Figure 2. Applications of Substance Abuse and Mental Health Services Administration-Health Re-
sources and Services Administration framework levels of integrated care to Integrated Behavioral 
Health Clinic (IBHC) model 

 

 
Figure 2 illustrates the levels of integration achieved by the proposed IBHC clinical model. Currently, our model achieves Level 
5 of integrated care, as the IBHC involves frequent communication and meetings and involves psychology’s physical presence 
in primary care. However, psychology’s access to medical records remains limited.
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healthcare.18 As exemplified in medical centers, 
‘integrated primary care’ or ‘integrated behav-
ioral health’ represents the service of behavioral 
health professionals in primary care settings.19 
Benefits of integrated behavioral health include 
direct access to behavioral health services during 
primary care visits, improved continuity of pa-
tient care, and a holistic approach to health.20 
Clinical frameworks of primary care integration 
include co-located care, coordinated care, and in-
tegrated care.21 Co-located care describes a refer-
ral-based process in which behavioral health re-
sources are located in the same facility as an indi-
vidual’s primary care service. Coordinated care 
describes a process where patients in a primary 
care setting are screened and referred to behav-
ioral health provider. The major difference be-
tween coordinated and co-located care is the di-
rect exchange of information between physi-
cians and behavioral health providers concerning 
an individual’s screening outcomes and needs. 
Integrated care describes a process where be-
havioral health providers work in the same pri-
mary care facility as physicians and are a part of 
team-based assessment and treatment. 
     Integrated care is associated with better clini-
cal outcomes, and primary care research sup-
ports the need for care integration.22 Studies sug-
gest depression and other mental health disor-
ders (e.g. generalized anxiety disorder, posttrau-
matic stress disorder) are prevalent in primary 
care settings.23 Substance use is more common 
among primary care patients than the general 
population, yet substance use screening is not al-
ways implemented by general practitioners.24 
Additionally, contact with primary care providers 
prior to suicide completion is common, as 45% of 
individuals dying by suicide visited their primary 
care doctor in the month before their death.25 
Such evidence underscores the importance of in-
tegrated primary care as a strategy to compre-
hensively address patient health concerns and 
deliver behavioral health interventions in an ac-
cessible setting. 
     A gap of the Equal Access Behavioral Health 
Main Clinic has been continuity between a pa-
tient’s healthcare providers. Given this gap and 
the documented benefits of integrated care, the 
authors sought to develop an integrated behav-

ioral health clinic in partnership with local stu-
dent-run medical services. The process of inte-
gration was guided by the 6 Levels of Collabora-
tion/Integration framework by the Substance 
Abuse and Mental Health Services Administra-
tion-Health Resources and Services Administra-
tion Center for Integrated Health Solutions (SAM-
HSA-HRSA CIHS)26 and the Consolidated Frame-
work for Implementation Research model. Addi-
tionally, evidence-based literature of best clinical 
practices for behavioral health in primary care 
was considered.27 The resulting clinical model in-
volves a partnership with Equal Access Clinic Net-
work specialty primary care clinics (e.g. sex-
ual/gender minority health, women’s health) 
(Figure 1). 
     Concordant with the SAMHSA-HRSA model, 
Integrated Behavioral Health Clinic operates in 
coordinated care. The Equal Access Behavioral 
Health Main Clinic provides screening and inter-
vention at an independent site. Clinicians provide 
referrals to primary care specialties when neces-
sary, but they do not have significant communi-
cation with medical providers. Regarding levels 
of integration, our independent clinic is situated 
within Level 2 coordinated care, as illustrated in 
Figure 2. By contrast, our Integrated Behavioral 
Health Clinic currently reaches Level 5 of clinical 
integration, whereby graduate psychology stu-
dents are part of a medical team providing com-
prehensive, collaborative care.  
     Each Equal Access Clinical Network primary 
care clinic operates monthly for three hours. 
These clinics are held in community health cen-
ters that provide resources to low-income com-
munity members. As illustrated in the Consoli-
dated Framework for Implementation Research  
model28 (Figure 3), graduate psychology students 
join these specialty services to provide brief be-
havioral assessment and interventions. In the 
waiting room, patients complete the Generalized 
Anxiety Disorder-7 and Patient Health Question-
naire-9 to assess symptoms of depression and 
anxiety. The patient is approached by the medi-
cal student and attending physician for consulta-
tion, and psychoeducation concerning mental 
health and wellbeing is provided. The medical 
student, attending physician, psychology stu-
dent, and attending psychologist discuss the pa-
tient’s presentation, physical symptoms, meas-
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Figure 3. Consolidated Framework for Implementation Research (CFIR) model for the Integrated Be-
havioral Health Clinic (IBHC) 

 

 
Figure 3 illustrates the implementation framework of the IBHC, drawn from the CFIR model. The diagram describes the pro-
cess by which the once separate student-run Equal Access Clinic Network and Equal Access Behavioral Health Main Clinic 
became integrated through the partnership of graduate psychology students, medical students, physicians, and psycholo-
gists through team-based interaction in Equal Access Clinic Network primary care settings. Together, the team engaged in 
warm handoffs, brief psychosocial assessments and behavioral interventions, and team-based patient supervision to discuss 
holistic approaches to treatment and follow-up.  
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with the option to receive further treatment at 
the Equal Access Behavioral Health Main Clinic, 
as well as psychoeducational materials to take 
with them. Clinical supervision occurs among the 
entire team, with a discussion of future consider-
ations for care in preparation for their return 
scheduled in the following month. In this way, 
free, student-run behavioral health services are 
integrated into the primary care experience to 
extend the reach of mental health services for un-
derserved community members.  
     Noted in Table 3, three barriers to implemen-
tation were identified within the Consolidated 
Framework for Implementation Research model. 
First, primary care providers had limited appreci-
ation of the integration of mental health services, 
resulting in a reduced flow of patients receiving 
interventions. Second, mental health volunteers 
initially had minimal access to patient medical 
records, limiting knowledge of patient concerns 
to information provided by the medical team. 
Third, no assessment of feasibility or outcomes 
has been conducted, as integration is in its in-
fancy. The authors used several strategies to 
manage these barriers. First, the mental health 
and primary care teams have developed a system 
of patient hand-offs and open dialogue to im-
prove clinical culture. Second, Equal Access Be-
havioral Health Clinic is currently onboarding pa-
tient information into a single electronic system, 
facilitating the overview of patient information in 
real-time. Finally, the dissemination of evidence-
based measures in the future will be helpful in as-
sessing long-term clinical outcomes.  
 

Discussion 
 
     The present report describes the development 
of a psychology student-run behavioral health 
clinic model and efforts to integrate this model 
within a free clinic network. To date, implemen-
tation of these models has been successful in 
providing free clinical services to the community 
and training opportunities for graduate students. 
Through Equal Access Behavioral Health Clinic, 
graduate psychology students have gained expe-
rience in brief intervention for high-risk commu-
nity members. Overall, this report extends cur-
rent findings regarding mental health services in 
medical student-run clinics36 and supports the 

utility of psychologists and behavioral health  
professionals in a  student-run clinical model. 
Given that current data  supports  integrated 
care, it is recommended that psychology stu-
dents and professionals be involved in student-
run medical clinic practices when possible to 
meet patient needs and  enhance quality of care.  
     Using the Consolidated Framework for Imple-
mentation Research model, facilitators (e.g. net-
works  and communication) and barriers (e.g. cul-
ture) of integration were identified among com-
plex,  interacting constructs. Strategies were de-
veloped to address barriers , and communication 
among the healthcare team (Equal Access Be-
havioral Health Clinic and specialty primary care 
clinics) has  been critical in facilitating successful 
implementation of the integrated clinic. Contin-
ued work will be important for formally evaluat-
ing the effectiveness of this implementation 
strategy in the context of student-run mental 
health clinics. 
     Several limitations are notable. First, disadvan-
taged groups who are motivated to seek mental 
health care may have difficulties accessing trans-
portation, thereby limiting access to care. Sec-
ond, clinical care is contingent on volunteer sup-
port, and attrition of volunteer staff clinic’s ability 
to provide behavioral health  support for the 
community. Finally, data on patient outcomes  
remains  limited. The development of the pro-
posed clinical models introduces standardization 
of procedures and measures that differ from pre-
vious practices. As the clinics grow, reporting lon-
gitudinal outcomes data is crucial to understand 
their efficacy. In spite of the aforementioned lim-
itations, the present article provides an evidence-
based, consolidated framework through which 
practitioners and students in similar commu-
nities may implement mental health clinics to 
meet community needs. Further, the present ar-
ticle provides a foundation for future outcomes 
research to be collected to continue clinical qual-
ity improvement and optimize health outcomes 
for the community.  
     Moving forward, several solutions have been 
identified. To address accessibility challenges 
and COVID-19, telehealth services have been de-
veloped to provide community members with 
audio and video options for care. To address vol-
unteer attrition, the authors have significantly in-
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Table 3. Integrated Behavioral Health Clinic Consolidated Framework for Implementation Research 
Integration (CFIR) Process 

CFIR Domain Construct Effect Strategy Implemented 

Intervention 
Characteristics 

Evidence of Strength and Quality – ad-
dresses gap documented in scientific litera-
ture regarding integrated primary care clin-
ics free to community 

Facilitator  

 Adaptability –  partnerships among clinics 
not thoroughly established 

Barrier Developed partnerships with stakeholders 
at each respective primary care clinic 

 Cost – clinics were open to implementation 
at no cost 
 

Facilitator  

Outer Setting Patient Needs and Resources – high rates of 
suicidality and mental health burden in 
North Central Florida 
 

Barrier Developed partnerships with stakeholders 
at local mental health resources 

Inner Setting Networks and Communication – leadership 
of 8 free primary care clinics communicate 
with Equal Access Behavioral Health to sup-
port and facilitate implementation 

Facilitator  

 Readiness for Implementation – leadership 
engagement in resource allocation 

Facilitator  

 Culture – Culture of primary care clinics ini-
tially focused on medical treatment 

Barriers Equal Access Behavioral Health Clinic staff 
provided psychoeducation and open discus-
sions regarding the literature supporting in-
tegration and the biopsychosocial model 

Characteristics 
of Individuals 

Knowledge and Beliefs – community mem-
bers perceive value in healthcare, regularly 
attending respective clinics 

Facilitator  

 Self-efficacy – community members enthu-
siastic to have in-house mental health re-
sources 
 

Facilitator  

Process of Im-
plementation 

Planning – initially limited access to patient 
medical records, reducing patient flow and 
warm hand-offs between clinicians 

Barrier On-boarding of patient information into a 
comprehensive electronic system accessible 
to all clinicians 

 Engaging – involving all volunteers in coor-
dination and problem-solving 

Facilitator  

 Executing – provide brief evidence-based 
behavioral interventions, resources 

Facilitator  

 Reflection – evaluation of patient outcomes, 
feasibility 

Barrier Administration of Outcome Questionnaire-
45 and other evidence-based measures to 
assess outcomes 

Table 4 provides a detailed explanation of the implementation process across multiple domains of the CFIR guidelines. The 
table also identifies the different aspects of the implementation process that acted as facilitators and barriers and how 
these were addressed by the clinical team. Barriers toward implementation included clinical adaptability, high patient 
need, clinical culture, and planning and reflection of clinical outcomes.  

creased recruitment efforts and developed com-
munity partnerships with social work and psychi-
atry to increase the number of volunteers and su-
pervisors at both clinical sites. To improve the en-
capsulation of clinical outcomes our clinics are re-
ceiving grant funding to acquire the Outcome 
Questionnaire 45, a widely-used measure of be-
havioral health intervention quality and changes 
in patient distress over time.  
     This measure provides a broad assessment of 
clinical outcomes.37 These data may inform future 
decisions regarding which outcome measures 

may be the most important for Equal Access Be-
havioral Health Clinic. Overall, the proposed clini-
cal models delineate preliminary efforts by grad-
uate student volunteers to address the mental 
health needs of the underserved in a framework 
that others may adopt and implement to serve 
their communities. In the future, the authors 
hope to continue fostering community partner-
ships, analyzing outcome data, and refining our 
integration process to best serve those in need. 
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