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Purpose: Accommodating walk-in psychiatry visits in primary care can improve access to psychiatric
care for patients from historically underserved groups. We sought to determine whether a walk-in psy-
chiatry model embedded within an integrated care practice could be sustained over time, and to charac-
terize the patients who accessed care through it.

Methods: We reviewed electronic health records linked to 811 psychiatry encounters in an integrated
care practice between October 1, 2015 and September 30, 2017. Primary outcomes were the initial and
return psychiatry encounters per month. Secondary outcomes were the demographics and diagnoses of
patients who accessed their initial visits through walk-in sessions and scheduled appointments.

Results: 490 initial psychiatry evaluations and 321 return encounters took place over the 2-year
study period. The volume of initial psychiatry evaluations per month did not significantly change, but
the volume of psychiatry follow-up encounters significantly increased after the walk-in session ex-
panded. Medicaid recipients (OR, 1.9; 95% CI, 1.2 to 3.0); individuals without a college degree (OR,
1.7; 95% CI, 1.1 to 2.5); individuals who were single, divorced, or separated (OR, 1.7; 95% CI, 1.1 to
2.5); and individuals who identified as Black or Hispanic (OR, 2.5; 95% CI, 1.7 to 3.6) were more likely
to access an initial psychiatry evaluation through a walk-in session as opposed to a scheduled appoint-
ment.

Conclusions: Providing psychiatric care on a walk-in basis in integrated care is sustainable. Patients
from historically underserved groups may access psychiatric care disproportionately through a walk-in
option when it is available. (J Am Board Fam Med 2019;32:481–489.)

Keywords: Behavioral Medicine, Medicaid, Minority Health, Psychiatry, Primary Health Care, Underserved Popula-
tions

Missed health care appointments are common in
psychiatry and disproportionately affect patients
from historically underserved demographic groups.1,2

Younger age, racial minority status, Medicaid enroll-
ment, low educational level, and living in an underserved
geographic area are all associated with missing sched-
uled health appointments.3–10 This should not be sur-
prising because patients with fewer social resources face
more practical barriers to keeping appointments, such as
housing insecurity and transportation failure, and fre-
quently must juggle priorities that directly compete with
their personal health.11–13 Missed appointments, in turn,
not only disrupt care but are additionally associated with
worse health outcomes, higher medical comorbidity,
and higher utilization of emergency services.3–5,14–16

Thus, they contribute to a vicious cycle in which the
patient groups who are already the most vulnerable to
negative health outcomes may increasingly be driven to
the margins by systems that do not consistently meet
their needs.
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“Integrated care,” a term that applies to models
of delivering behavioral health services through
ambulatory medical settings other than a dedicated
behavioral health clinic (of which primary care is
the most common), can facilitate improved behav-
ioral health outcomes for patients even when they
do not have the opportunity to meet regularly with
a psychiatrist.17–19 Integrated care approaches typ-
ically apply multidisciplinary teams to address the
medical and nonmedical issues that patients with
common behavioral health conditions face in a va-
riety of ways.20 When a face-to-face visit with a
psychiatrist is indicated, however, most integrated
care models still require a patient to schedule this
appointment in advance and keep it. A notable
exception may be the use of an asynchronous vir-
tual encounter.21

Missed appointments can be predicted at the
individual patient level by a patient’s previous his-
tory of missing health appointments.22,23 We pre-
viously demonstrated that missed initial psychiatry
appointments can be proactively managed in inte-
grated care by inviting newly referred patients with
an historic missed health appointment rate of 20%
or higher to a weekly walk-in psychiatry session,
and that under this model a higher volume of pa-
tients from historically underserved groups ac-
cessed psychiatric care compared with an earlier
model in which all psychiatry appointments were
scheduled in advance.22 Our initial report, which
described the first 6 months after our model was
implemented, also found a trend toward serving
higher proportions of patients with Medicaid in-
surance, nonwhite race, and no college degree
through the walk-in model, but this finding was not
statistically significant.22

Our practice subsequently doubled the time
available for walk-in psychiatry visits to 2 clinical
sessions per week, over 2 years, to accommodate a
higher volume and variety of new referrals as well
as returns, which had been excluded from the orig-
inal model. We hypothesized that expanding the
time for walk-in visits would be feasible, and that
serving a higher volume of patients through the
new clinic model over time would increase our
statistical power sufficiently to detect differences in
the demographics of the patients who accessed care
through a walk-in session. Specifically, our team’s
goal was to improve access to psychiatric care for
Medicaid recipients, which aligned with our hospi-
tal system’s priorities, and we expected that patients

with Medicaid insurance would disproportionately
access psychiatric care through walk-in sessions as
opposed to scheduled appointments.

Materials and Methods
Setting and Patients
Our integrated care clinic is embedded within a
large, hospital-based primary care practice that
treats approximately 16,700 patients with a diverse
array of medical comorbidities and psychosocial
needs, approximately 20% of whom are on Medic-
aid. The primary care practice was staffed by 108
primary care providers (PCPs), including 64 resi-
dents in internal medicine, and a behavioral health
team consisting of a 0.3 full-time equivalent (FTE)
psychiatrist and 4 full-time clinical social workers
(SWs). The clinic also employs nonphysician staff
to assist with phone calls, medication refills, and
prior authorizations, which allows clinicians to care
for a higher volume of patients than they otherwise
could.

The psychiatrist held 3 half-day clinical sessions
per week. In the original model, 2 of these sessions
were dedicated to scheduled visits (3 initial evalu-
ations and 2 return visits), and the third was a
walk-in session to which any patient with an estab-
lished PCP in the clinic could access an initial
psychiatry evaluation on demand. This model has
been described previously22 and was designed to
focus on diagnostic assessments, treatment plan-
ning, and treatment initiation rather than true lon-
gitudinal care, although many patients remained in
this model longitudinally due to either their own
preferences or a failure to establish longitudinal
care in a traditional psychiatry clinic after referral.
Notably, the original model was not designed to
accommodate return visits, and all patients who
requested return visits were offered scheduled ap-
pointments instead of a referral to a walk-in ses-
sion. However, patients who presented to a walk-in
session with a follow-up need were not turned
away.

Conversion of a scheduled appointment session
to a walk-in session did not involve any change in
resources, personnel, or costs. Billing claims for
psychiatric care provided under this model were
submitted according the same contracts that other
physicians in the hospital system routinely used,
which were predominantly fee-for-service, regard-
less of whether the care was provided during a
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scheduled appointment or a walk-in encounter (ie,
no special payment arrangements were negotiated
for these services).

Intervention
In response to a growing number of patients re-
questing return visits and to a high volume of pa-
tients who continued to miss the scheduled psychi-
atry appointments to which they were referred, we
increased our capacity for walk-in encounters in
November 2016. In the new model, the psychiatrist
maintained 1 half-day session for scheduled ap-
pointments and expanded the walk-in session to a
full day. The social workers explicitly invited ap-
proximately 10 to 12 new patients to the walk-in
psychiatry session per week, and PCPs were ad-
vised that they could refer any of their patients, for
any reason, at their own discretion. Patients were
invited to arrive between 9:00 am and 3:00 pm on
any Friday, to be seen as a walk-in on a first-come,
first-served basis. Although they were told that
checking in later than 3:00 pm could result in their
not being seen, in most instances patients who
checked in before 4:00 pm still received care that
day. A history of missed health appointments was
no longer required for referral to a walk-in session,
but patients who were referred to psychiatry and
had a documented history of missing 20% or more
of their health appointments were still directed
preferentially to a walk-in session instead of to a
scheduled appointment by the triage staff who
fielded psychiatry referrals.

Most patients who received an initial psychiatry
evaluation were encouraged to follow-up with their
PCPs for the immediate next steps but were invited
to return to the psychiatrist through either a sched-
uled appointment or a walk-in session if they de-
sired additional assessment or treatment planning.
Patients who appeared to require longitudinal
management in a psychiatry clinic (eg, those with
major psychiatric illnesses) were referred to the
psychiatry clinic at the time of the assessment, but
they were allowed to continue receiving integrated
care (through walk-in or scheduled encounters) if
this referral was unsuccessful.

Measurements
Our institution uses an electronic health record
(EHR) to track and document referrals and clinical
encounters. The EHR contains data on referral
dates, encounter dates and times, patient demo-

graphics, primary encounter diagnoses, medication
orders, and billing, and we ran a query through the
EHR to obtain this information for all patients who
received a billed encounter with the integrated care
psychiatrist during our hospital system’s fiscal years
(FY) 2016 and 2017 (ie, from October 2015 to
September 2017). No patients who received a billed
encounter with the integrated care psychiatrist
were excluded from our analysis.

Patients with any private or commercial insur-
ance carrier were coded as having “private” insur-
ance in our data set. Some patients in our network
used a hybrid insurance carrier that served both
Medicaid and private insurance clients and was op-
erated by our hospital system, called Neighbor-
hood Health Plan. Neighborhood Health Plan cli-
ents were coded separately from Medicaid and
private insurance recipients in our data set.

Patients were identified as having received an
initial evaluation if the Current Procedural Termi-
nology (CPT) code used to bill for the encounter
was a 90792 or a 90791 (psychiatric diagnostic
interview examination). Return visits were identi-
fied by CPT codes 99211 to 99215 (evaluation and
management of established patients in the outpa-
tient setting). Two patients had 2 separate encoun-
ters for which a 90792 code was used, and in these
cases the encounters with the later dates of service
were coded as return encounters. Two encounters
were billed using codes 99203 (evaluation and man-
agement of a new patient in the outpatient setting);
review of these encounters identified them to be
return visits, and they were coded as such. We
determined which patients had accessed the psychi-
atry encounter through a walk-in session by mea-
suring the appointment lag time, which is the num-
ber of days between the date the encounter was
scheduled and the date the encounter took place, as
recorded in the EHR. For all walk-in visits, the
recorded appointment lag time was 0 days, and for
all scheduled visits the appointment lag time was 1
or more days. While the date the encounter was
scheduled can be used as a proxy for the date of
referral for patients who scheduled their appoint-
ments in advance, referrals to a walk-in session
came from multiple sources and were not consis-
tently documented. Therefore, lag time cannot be
used to compare actual wait times between the 2
groups.

This study was approved by our Institutional
Review Board.
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Statistical Analysis
The numbers of initial and return encounters per
month were plotted on statistical process control
charts using the XbarS function, which is a statis-
tical tool used to detect change within a stable
system.24 Multiple rules can be used to determine
whether a data point or series of data points repre-
sents routine variation or statistically significant “spe-
cial cause variation.” These include a single point
above or below the control limits, which are marked
by 2 dashed lines above and below the center line; 2
out of 3 consecutive points that are more than 2
standard deviations away from the mean; and 8 out of
9 consecutive points on the same side of the center
line.

We divided the patients who received an initial
encounter into 2 groups: those who accessed the
first psychiatry visit through a scheduled appoint-
ment and those who accessed the first psychiatry
visit through a walk-in encounter. For each group,
we calculated the average age and the percentages
of patients who came from each measured demo-
graphic group. A t test was used to calculate a
p-value for the age variable, and statistical signifi-
cance for other variables was calculated using chi
squares. We calculated odds ratios (ORs) and 95%
confidence intervals (95% CIs) for accessing the
initial psychiatry visit through a walk-in encounter
as opposed to a scheduled appointment for demo-
graphic and diagnostic groups where the �2 test
indicated statistically significant differences. We
used Microsoft Excel 2016 for all calculations and
QI Macros for Excel version 2015.09, by Know-

Ware International Inc., to generate the statistical
process control chart.

Results
Figure 1 is an XbarS chart showing the number of
patients per month who received an initial primary
care psychiatry evaluation in FYs 2016 and 2017.
The volume of new patient encounters remained
consistent over the 2-year period and reached a
final total of 490. No data points after the model
changed meet criteria for special cause variation,
indicating that the volume of initial evaluations did
not significantly change when the second scheduled
clinic session was converted to an additional
walk-in session.

Figure 2 is an XbarS chart showing the number
of patients per month who made a return psychia-
try visit in FYs 2016 and 2017, which reached a
final total of 321. After November 2016, when the
clinic began explicitly allowing patients to use
walk-in sessions for return visits, the number of
return visits significantly increased. Three rules for
special cause variation are met by the data points
after the intervention, including a single point
above the upper control limit, 2 out of 3 consecu-
tive points more than 2 standard deviations away
from the center line, and more than 8 out of 9
consecutive points above the center line.

Table 1 compares the characteristics of the pa-
tients who accessed their first psychiatry encoun-
ters through a scheduled appointment with those
who accessed it through a walk-in visit during FY

Figure 1. Initial psychiatry evaluations per month (XbarS Chart).

XbarS chart. UCL, upper control limit. LCL, lower control limit. Ver�cal line demarcates the change in the 
clinic structure on November 1, 2016, in which the walk-in clinic session expanded to a full day and 
began accommoda�ng follow-up encounters.

UCL 33.5

18.8

LCL 4.2

0.0
5.0

10.0
15.0
20.0
25.0
30.0
35.0
40.0

O
ct

-1
5

N
ov

-1
5

D
ec

-1
5

Ja
n-

16

Fe
b-

16

M
ar

-1
6

A
pr

-1
6

M
ay

-1
6

Ju
n-

16

Ju
l-1

6

A
ug

-1
6

Se
p-

16

O
ct

-1
6

N
ov

-1
6

D
ec

-1
6

Ja
n-

17

Fe
b-

17

M
ar

-1
7

A
pr

-1
7

M
ay

-1
7

Ju
n-

17

Ju
l-1

7

A
ug

-1
7

Se
p-

17

In
i�

al
 E

va
lu

a�
on

s

Month

484 JABFM July–August 2019 Vol. 32 No. 4 http://www.jabfm.org

 on 17 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2019.04.180357 on 12 July 2019. D

ow
nloaded from

 

http://www.jabfm.org/


2016 and 2017. Patients with Medicaid insurance
(OR, 1.9; 95% CI, 1.2 to 3.0); with a marital status
of single, divorced, or separated (compared with
married, partnered, or widowed) (OR, 1.7; 95% CI,
1.1 to 2.5); with no college degree (OR, 1.7; 95%
CI, 1.1 to 2.5), and who identified as Black or
Hispanic (compared with White/white, Asian,
American Indian/Alaska Native, or Other) (OR,
2.5; 95% CI, 1.7 to 3.6) were significantly more
likely to access care through a walk-in visit. Al-
though the �2 test also suggested statistically
significant differences in diagnoses between the 2
groups, these differences were small in magni-
tude, and no odds ratios for accessing care
through a walk-in visit based on a diagnostic
group were statistically significant. A patient’s
likelihood of receiving a prescription for medi-
cation or of being transferred to the emergency
department (ED) after the initial visit did not
significantly differ based on how the visit had
been scheduled.

Discussion
Providing psychiatric care to patients on a
walk-in basis is a feasible and sustainable model
for an integrated care practice. Implementation
of the first iteration of the walk-in clinic resulted
in a higher overall volume of primary care pa-
tients accessing psychiatric care,22 and this
higher volume remained consistent over 2 years.
Moreover, after patients were explicitly given the
option to use the walk-in session for return visits,

return patients accessed it more frequently. Be-
cause this more efficient model increased new
and return patient volume without adding new
psychiatrist time (ie, it reassigns existing psychi-
atrist time), supporting it has not required a
funding strategy other than reimbursement thro-
ugh a standard fee-for-service contract. We are
not able to report actual reimbursements for ser-
vices, however, and cannot say whether the rev-
enue generated by this model significantly dif-
fered from the revenue generated by the previous
model, in which care was delivered exclusively
through scheduled appointments to patients with
a different payer mix.

Perhaps more importantly, patients from histor-
ically underserved groups, including Medicaid re-
cipients, disproportionately accessed psychiatric
care through the walk-in sessions, as opposed to
through scheduled appointments. We do not know
whether any patients accessed walk-in psychiatry
services because they preferred this model, because
this model provided faster access, or because they
had previously failed to access care through a
scheduled appointment. The patients who accessed
walk-in psychiatry services appeared clinically sim-
ilar to those who scheduled psychiatry services in
advance, as indicated by their psychiatric diagnoses,
their likelihood of receiving a prescription, and
their rate of transfer to the ED after the initial visit.
However, walk-in clinical services may be uniquely
helpful to patients from historically underserved
groups because they do not penalize them when

Figure 2. Return psychiatry encounters per month (XbarS Chart).

XbarS chart. UCL, upper control limit. LCL, lower control limit. Ver�cal line demarcates the change in the 
clinic structure on November 1, 2016, in which the walk-in clinic session expanded to a full day and 
began accommoda�ng follow-up encounters.
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practical barriers and competing priorities disrupt
their plans to attend a clinic visit. If a patient misses
a planned visit to a walk-in session, he or she does

not face discharge from the clinic and may attend a
different session without needing to formally re-
schedule.

Table 1. Characteristics of Patients Who Accessed Psychiatry for the First Time at Scheduled and Walk-In
Integrated Care Encounters between October 2015 and September 2017

No. (%)
Scheduled Walk-in P-Value

N 268 222
Age, mean (standard deviation) 48 (16) 47 (15) .758
Female 187 (70) 169 (76) .116
Insurance status �.0001

Private 115 (43) 51 (23)
Medicare 56 (21) 53 (24)
Medicaid 43 (16) 60 (27)
NHP 53 (20) 54 (24)
None 1 (0) 4 (2)

Marital Status .030
Single 143 (54) 133 (60)
Divorced or separated 28 (10) 33 (15)
Widowed 8 (3) 8 (4)
Married or partnered 88 (33) 47 (21)

Language .121
English 241 (91) 190 (86)
Spanish 19 (7) 28 (13)
Other 6 (2) 4 (2)

Education .037
Less than high school 28 (13) 32 (17)
High school or GED 99 (44) 98 (52)
College or higher 97 (43) 59 (31)

Race �.0001
White 127 (48) 62 (28)
Black 69 (26) 87 (40)
Hispanic 32 (12) 46 (21)
Asian 6 (2) 4 (2)
Native 0 (0) 1 (0)
Other 28 (11) 18 (8)

Diagnosis .034
Mood disorder 144 (54) 115 (52)
Anxiety disorder 51 (19) 32 (14)
Trauma-related disorder 16 (6) 24 (11)
Adjustment disorder 23 (9) 15 (7)
Attention deficit disorder 9 (3) 5 (2)
Psychotic disorder 4 (1) 9 (4)
Substance use disorder 5 (2) 6 (3)
Neurological or developmental
disorder

2 (1) 6 (3)

Somatoform disorder 2 (1) 2 (1)
Personality disorder 0 (0) 1 (0)
Eating disorder 0 (0) 1 (0)
Other 12 (4) 6 (3)

Continued

486 JABFM July–August 2019 Vol. 32 No. 4 http://www.jabfm.org

 on 17 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2019.04.180357 on 12 July 2019. D

ow
nloaded from

 

http://www.jabfm.org/


We did not officially keep track of referral
sources or waiting room time in this study. Anec-
dotally, referral sources to the walk-in clinic were
variable. Many patients were referred by their pri-
mary care clinicians or social workers; but some
were referred by clinicians in the ED, others
learned about it through family members or work
colleagues; and still others were referred multiple
times by multiple sources. Initial encounters typi-
cally lasted 40 minutes (although individual en-
counters might be longer or shorter, depending on
need and complexity), and return encounters lasted
15 to 20 minutes. Waiting room time varied con-
siderably from session to session and could be as
long as 4 hours, although 30 to 90 minutes was a
more typical range. Waiting room time commonly
peaked between 11:00 am and 12:00 pm, and when
the wait was prolonged the medical assistant–
advised patients who checked in at these times to
return in the afternoon after getting lunch (without
losing their place in line). Waiting room time was
usually shorter in the afternoons compared with the
mornings.

Although we did not directly measure staff or
patient satisfaction, the behavioral health team
members unanimously agreed that the walk-in ses-
sions were more satisfying to offer to our clinic
population than the scheduled sessions, and the
nonsystematic feedback we received from patients
and referring providers about the availability of
walk-in visits was also overwhelmingly positive. Al-
though this nonsystematically collected informa-
tion cannot be used to assess true patient and pro-
vider satisfaction, it was interpreted by the
behavioral health team and by administrators in
primary care and psychiatry as an indication of wide

support for the model. Thus, when the psychiatrist
time dedicated to integrated care was reduced from
0.3 FTE to 0.2 FTE (due to the receipt of a re-
search grant) after the end of the study period, the
behavioral health team elected to abandon the re-
maining scheduled appointment session, which had
been experienced as increasingly low-yield, and
dedicate all the remaining time to walk-ins.

We are not the first group to offer psychiatric
care to patients on a walk-in basis,25–27 but ambu-
latory care models that deliberately seek to accom-
modate unscheduled patients have not gained wide
traction in the field of psychiatry.1 Models that
facilitate same-day access to nonphysician behav-
ioral health clinicians in primary care have histor-
ically been adopted more successfully, particularly
among organizations that do not rely heavily on
fee-for-service contracts for reimbursement includ-
ing Kaiser-Permanente, the United States Air
Force, Veterans’ Affairs, and Cherokee Health Sys-
tems.28–30 However, in the absence of physician
billing, such models may be difficult to launch and
sustain in hospital systems that continue to use
fee-for-service contracts for the time being.30

Meanwhile, providing rapid access to a psychiatrist
is critical for patients who require psychopharma-
cologic expertise.

Thus there remains a gap in many health care
systems, in which individuals with behavioral
health conditions who need rapid access to psychi-
atric care are not able to get it through traditional
ambulatory care pathways.31 Because patients who
require unscheduled care often access it in emer-
gency settings,1,31 a model that provides unsched-
uled psychiatric care in an ambulatory setting may
also provide relief to crowded EDs,32 where pro-

Table 1. Continued

No. (%)
Scheduled Walk-in P-Value

Prescribed medication 187 (70) 167 (75) .180
Transferred to the ED 1 (0) 2 (1) .456

ED, emergency department; GED, graduate equivalency degree; NHP, Neighborhood Health Plan.
Some demographic variables were listed as “unavailable” or “declined” in some patient records, and these were omitted from the
percentage calculations and �2 tests.
Of a total of 490 patient records (268 scheduled, 222 walk-in), 490 included gender, 490 included insurance status, 488 (267 scheduled,
221 walk-in) included marital status, 488 (266 scheduled, 222 walk-in) included language, 413 (224 scheduled, 189 walk-in) included
educational level, 480 (262 scheduled, 218 walk-in) included race, and 490 (268 scheduled, 222 walk-in) included a billing diagnosis.
“Other” billing diagnoses include sleep disorders, sexual disorders, learning disorders, medical diagnoses, and unspecified mental
conditions. “Prescribed medication” and “Transferred to the ED” descriptors apply to the initial visit only.
Statistical significance determined by P � .05.
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viders often feel unprepared to manage the high
volume of psychiatric illness that they are expected
to see.33,34 It is therefore possible that offering
walk-in psychiatry services on a larger scale could
yield benefits across the health care system.

The feasibility of accommodating walk-ins in
primary care may not extend to a traditional psy-
chiatry clinic. In our hospital system’s model, initial
evaluations in the psychiatry clinic are expected to
lead to more follow-up psychiatry encounters than
initial evaluations in primary care would, and there-
fore it would be more difficult for a clinician in the
psychiatry clinic to accommodate a high volume of
initial evaluations. Some psychiatry clinics also do
not have ancillary staff to support the nonclinical
needs, such as prior authorization for medications,
that a high volume of patients is likely to have.

Limitations
This study was not a randomized clinical trial. The
fact that a higher volume of Medicaid recipients
accessed psychiatric care through a walk-in session
does not necessarily signify that they preferred or
deliberately would have chosen this route. Because
Medicaid recipients are more likely to miss health
appointments in general, they were also more likely
to be referred preferentially to a walk-in session,
which could confound our data. Because our be-
havioral health team relinquished control over re-
ferrals to the walk-in sessions by inviting any pro-
vider to refer any patient for any reason, we could
not track how many patients were referred to a
walk-in session, by whom, or for which reasons.
Anecdotally, we found that many patients were
referred multiple times and by multiple individuals
within our system, and others who had been re-
ferred to a scheduled appointment accessed care
through a walk-in session, and vice versa. There-
fore, we did not think that trying to track the origin
of each referral would yield interpretable data. We
also did not survey patients directly about their
experiences with the referral process or about their
preferences for a walk-in versus a scheduled en-
counter.

The patients who received care in our practice
disproportionately had health insurance. In areas
where Medicaid has not been expanded, this model
may require a funding source other than fee-for-
service reimbursement. Therefore, we do not yet
know how generalizable our findings are to other
health care systems with different resources and

populations. We do not yet know whether health
outcomes after a walk-in encounter differ from
outcomes after a scheduled appointment.

Conclusions
Providing walk-in psychiatry services in integrated
care is a feasible and sustainable. Walk-in ambula-
tory services may be a critical point of access to
outpatient psychiatric care for primary care pa-
tients from historically underserved groups, includ-
ing Medicaid recipients, patients with low educa-
tional levels, and racial minorities.

To see this article online, please go to: http://jabfm.org/content/
32/4/481.full.
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