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In 2007, Community Health Partnership started a dialogue with our physicians, staff, 
and clients around the treatment of mental health issues in primary care. We began this 
assessment of the Prevention and Intervention mental health needs of our safety-net 
patients at the request of the Santa Clara County Mental Health Department (MHD). 
Our ongoing assessment process has involved primary care providers and staff at 
community clinics, along with community members, caregivers, and patients. Focused 
on the Mental Health Services Act (MHSA), Integrated Behavioral Health, and the 
MHSA’s Prevention and Early Intervention Component (PEI), this multi-part dialogue 
has informed us about the mental health needs that present themselves in the primary 
care setting.  

In addition to the more formal focus groups and community forums which we are 
continuing to conduct, much of this dialogue has taken place at regular meetings of the 
Medical Directors and Executive Directors of the safety-net clinics that are members of 
the Community Health Partnership. We have devoted several of our monthly Medical 
Directors’ forums to the topic of PEI, along with two of our regular bi-monthly Board 
Meetings, which the clinics’ Executive Directors attend. At those meetings we have 
discussed the need for PEI programs in Santa Clara County, possible ways of 
addressing those needs, and possible barriers to addressing them. Because those 
present at these meetings have a long history of productive collaboration, we have been 
able to conduct this assessment with the lines of communication and a culture of trust 
already established. We’ve heard about both hopes and fears from Medical Directors 
and Executive Directors; we’ve heard about the mental health needs the patients at 
their clinics present, and about the worries their Primary Care Providers (PCP)have 
about addressing those needs. Similarly, the face-to-face meetings we’ve shared with 
other stakeholders have helped us nourish a shared culture of working together towards 
the best practices for the best results for the safety-net patients of Santa Clara County. 

This report summarizes our shared assessment of the mental and behavioral health 
needs that arise in the community clinic primary care setting, and presents our 
recommendations for addressing them.  

Here is a succinct list of the primary recommendations that have come out of our 
assessment process so far. 

 Integrate the use of mental health screening tools into all primary care visits. 
Provide appropriate training for all staff and providers involved. Redesign the 
process to integrate the screening tools into the visit. 

 Train primary care providers in incorporating behavioral health into patient care, 
and in managing medications. 

 Integrate behavioral health into primary care by making a behavioral health 
specialist available at the clinic site at least part of the time. 

The (PEI) component of the (MHSA) is grounded in two seemingly simple assumptions 
that together form a call to action: that the most severe symptoms of some mental 
illnesses can be prevented or at least significantly delayed, and that prevention or 
treatment must be rooted in the communities and the beliefs of the individuals being 
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treated. The MHSA guidelines go on to state, “many mental health problems are 
preventable, [and] early intervention is cost effective in terms of dollars and human 
suffering.”i A publication of the Prevention Institute notes that “mental health problems 
impact overall health and well-being. Sound mental health contributes to quality of life, 
enables people to care for themselves and others, and reduces the risk of substance 
abuse, failing in school, and suicide. Applying a primary prevention framework to mental 
health can support the care and treatment of those in need while also reducing the 
stigma associated with mental health problems.”ii 

In other words, by preventing or delaying some mental illnesses, we can greatly reduce 
human suffering and increase the productivity of individuals and communities. By taking 
action to teach resilience and prevent some problems before they occur, we can also 
reduce the costs to the health care system. By rooting that treatment in the distinct 
communities that make up our society, we can make treatment more easily accessible 
and more effective for those who need it. Most important of all, we can also recognize 
that mental illness is a problem of communities as much as it is a problem of individuals: 
families, caregivers, and dependent children are all profoundly affected by the untreated 
mental illness of a family member. And communities, in turn, can influence whether or 
not an individual seeks treatment, and whether or not that treatment is successful. 

At Community Health Partnership, we have 27 safety-net clinic sites in Santa Clara and 
San Mateo Counties. These clinics have been providing culturally competent health 
care to underserved populations for many years. They have bilingual and bi-cultural 
staff who have been trained in issues of cultural competency. Several of the clinics in 
our consortium are members of the Ethnic Community Services Agency, which 
conducts cross training on culturally proficient behavioral health services. Community 
clinics are community based, and have in place long-term relationships with community 
organizations both large and small, from patient advocate and promotores programs to 
fruitful collaborations with the Santa Clara Mental Health Department and the Santa 
Clara Valley Health and Hospital System. We have harnessed the expertise and the 
experience of safety-net providers and staff in preparing this report for the Santa Clara 
county Mental Health Department. 

In 2007 providers at the Partnership’s member clinics saw 125,000 patients in more 
than 357,000 visits. These patients come mostly from medically underserved 
populations: racial, ethnic and language minorities, children, the elderly, and the LGBT 
community. Sixty percent of that underserved population has incomes below the federal 
poverty level; another 30% has incomes between 100% and 200% of the federal 
poverty level. Many patients are recipients of Medi-Cal and other Social Service 
programs. These patient demographics from Santa Clara County are similar to those at 
community clinics throughout California. According to the California Primary Care 
Association, “Currently, Community Health Centers (CHCs) serve over 3 million low-
income Californians and provide over 10 million patient visits annually.  CHCs also see 
a significantly larger percentage of uninsured patients.  In 1987, approximately 20% of 
the patient population served by CHCs was uninsured, compared to almost 40% or 1.2 
million uninsured patients in 2003.  In 2003, CHCs were the medical home for almost 
20% of California’s 6.2 million uninsured individuals. … Currently, almost 70% of CHC 
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patients are from ethnic communities, including 47% for whom English is not their 
primary language.”iii 

Our assessment of the PEI needs of this safety-net population has shown us that these 
medically underserved patients are coming to their primary care providers with 
significant mental health needs. A recent survey of recorded ICD-9 codes for client visits 
at our member clinics shows that at least 30% of all clinic patients are seen for mental 
health services in combination with primary care services. But primary care providers at 
community health clinics often don’t have the training or the resources to treat their 
patients with mental illnesses. Ethnic populations are at the greatest risk for untreated 
mental illness. For example, “African American and Latino children have the highest 
rates of unmet need. Asian American and Latino female teens have the highest rates of 
depression, and African American and Latino youth are referred at the same rates as 
the general population, but are less likely to receive specialty mental health care or 
medications.” Also, “Latinos are more likely than non-Hispanic Whites to terminate 
treatment prematurely, with as many as 60-75% of Latinos dropping out after just one 
session.” iv In Santa Clara County, ethnic minority groups now make up nearly 46% of 
the population; Asian/Pacific Islanders and Latinos are the largest groups. 

Among the stresses on these populations are: immigration, discrimination, poverty, 
unemployment, and the experiences that have led many of them to immigrate – war, 
imprisonment, torture and starvation. Providers at safety-net clinics, then, are seeing the 
MHSA priority populations: those whose natural resiliency is being constantly assaulted 
by chaos: by homelessness, by the dislocation of immigration and language barriers, by 
poor parenting, poor nutrition and poor medical care, by the stresses of poverty, and by 
trauma. When they come to see their primary care provider, such individuals need to be 
assessed for mental health vulnerabilities or illnesses. In Appendix A we’ve given an 
example of the diagnosis code charge slip our member clinics have been using to track 
the presenting mental health problems of their patients. 

Clearly PCPs in community clinics are faced with a broad range of mental health issues, 
which they need to be able to diagnose so that they can educate patients about 
prevention or refer them for early treatment. The President’s New Freedom Commission 
on Mental Health recognized this when it recommended “training primary care providers 
to screen for and recognize early signs of emotional and behavior problems, and to offer 
connections to appropriate interventions.”v Moreover, primary care is often the best 
place for such short-term interventions: keeping patients in one system of care has 
been shown to improve health outcomes, and community clinics have a proven history 
of providing culturally competent, community-based, care.vi Yet PCPs are over-
scheduled and over-worked, and often lack sufficient training in assessment and 
treatment options for mental illness.  

As part of our PEI assessment, we’ve discussed treatment options with safety-net 
primary care physicians. Although Integrated Behavioral Health and other PEI programs 
seem promising to many PCPs, the PCPs have also raised a number of concerns. First 
among those is the fear that treating patients for mental health issues is a zero-sum 
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proposition: that any time and resources PCPs put towards treating mental illness will 
take away from time and resources they could devote to managing chronic or acute 
physical illnesses. PCPs also worry that they and their staff are not sufficiently trained in 
the use of screening tools, or in the management of complex psychotropic medications, 
and that there are not enough services available for those patients who need referrals 
for more serious mental illnesses. These are all real problems facing the primary care 
provider attempting to treat a patient with a mental health problem.  

Yet, we cannot simply assert that patients should go elsewhere for their mental health 
care. Primary care settings are where most people at risk for or suffering from mental 
health problems seek help; primary care providers see patients with untreated 
psychological problems whether or not those problems are an explicit focus of the 
practice. Primary care is, in fact, the most common gateway to treatment for patients 
with mental health problems. Studies show that eighty-percent of those with mental 
illness who do not seek help from mental health services have seen a primary care 
provider in the last  six months. Dr. Sergio Aguilar-Gaxiola cites statistics that show that 
of those adolescents who commit suicide (which is the third leading cause of death 
among adolescents), forty-percent had contact with a primary care provider in the 
preceding month. vii These statistics about how much mental health care is provided in a 
primary care setting are supported by fact sheets from the California Primary Care 
Association.viii  

Many patients will only accept treatment for mental illness within the primary care 
setting, and they often refuse referrals to mental health professionals.ix The language of 
the MHSA itself reflects an awareness of the difficulty of providing care to these 
patients: “PEI projects address those who are unlikely to seek help from any traditional 
mental health service whether because of stigma, lack of knowledge, or other barriers.”x  
Even those who are willing to be referred may have trouble getting appointments. Some 
community clinics are housed with County Mental Health clinics; yet patients who 
require short-term intervention are often turned away because County Mental Health 
resources are reserved for those with a diagnosis of a severe and persistent mental 
illness. If we are going to be able to treat these patients, then, we need to do it in the 
familiar and convenient setting of the community clinic, because clients who do not 
otherwise seek mental health care, or who aren’t eligible for it, do seek primary medical 
care. Sometimes patients recognize (and are more comfortable talking about) their 
physical symptoms even if they don’t recognize (or discuss) the co-existing 
psychological ones.  
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Of those psychological disorders which present themselves in primary care settings, the 
most common are: depression, panic, generalized anxiety disorder (GAD), and 
substance abuse. Each of these conditions causes or is caused by physical problems 
as well. Depression can be caused by hypothyroidism, viral infections, myocardial 
infarctions, or drug reactions; panic is associated with a high incidence of 
cardiovascular disease, stroke, and hypertension; and so forth. Chronic conditions such 
as diabetes are frequently associated with mental illness in the form of depression, with 
each condition further worsening the treatment and outcome of the other in a never-
ending downward spiral. Mental health and physical health are, as research has shown, 
deeply intertwined, and both are profoundly affected by economic and social 
circumstances.xi 

With increased training, tools, and resources, primary care providers can have a 
positive impact on the lives of populations at risk for mental illness. Community clinics 
can integrate new Prevention and Early Intervention programs into their strong tradition 
of providing care to community members in places that are familiar to them.  
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Some community clinics in Santa Clara and San Mateo Counties have begun to work 
towards integrating such programs even as they work with the Community Health 
Partnership to assess the County’s mental health care needs and to develop 
recommendations for PEI programs. 

 In August of 2007, clinic medical directors attended a training session by Sergio 
Aguilar-Gaxiola, MD, Ph.D. This presentation focused on the reasons why 
organizations that serve ethnic and minority communities need to be involved in 
Prevention and Early Intervention. The presentation highlighted the prevalence of 
mental illness in minority populations, the disparities in care, and the reasons 
why we cannot afford to be complacent. Following the presentation, 
representatives from safety-net clinics discussed the implications for how PCPs 
can address the mental health needs of their patients. We also solicited feedback 
on the PEI and IBH issues that PCPs confront. 

 In February of 2008, clinic medical directors and executive directors attended a 
seminar and workshop on Integrated Behavioral health, presented by Elizabeth 
Morrison LCSW, NCAC II. This seminar was also followed by a discussion 
among clinic representatives. These discussions have been continued in the 
regular meetings of those clinics that are members of the Community Health 
Partnership. 

 In April of 2008, at a Legislative breakfast, community members, medical and 
executive directors of clinics, and representatives of the Community Health 
Partnership participated in a panel presentation on models for IBH and PEI. In 
meetings with providers and staff from the Santa Clara County Department of 
Mental Health, we have continued to solicit information about the mental health 
needs which present themselves at community clinics, and about the MHSA, PEI 
and IBH. 

 Some clinics have been tracking mental health ICD-9 diagnosis codes following 
patient visits. So far we see that about thirty-percent of all clinic patients are seen 
for mental health services in combination with primary care services, however, 
because mental health services are not reimbursed in primary care setting, 
community health center providers often fail to record these diagnosis. Therefore, 
they believe that the percentage of patients that are seen for behavioral and 
mental health illness could be even greater. By far the most common mental 
health diagnoses documented in 2008 are: anxiety state, depression, and bipolar 
disorder. 

 PCPs and clinic directors have stated that they are aware that physical 
conditions and mental illness can often be related, and that mental health 
screening and services in the primary care setting would most likely result in 
better treatment of some physical conditions as well some mental illnesses.  

 Our assessment suggests that the use of screening tools in health care settings 
could allow providers to seize the window of opportunity for preventing some 
mental illnesses from becoming severe. Promising and evidence-based practices 
such as Integrated Behavioral Health would allow physicians confidently to hand-
off some patients with mental illness to trained on-site providers, such as 
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LCSWs, psychologists, and psychiatrists. Having providers on-site would also 
allow clinics to be reimbursed for providing mental health services. 

 At the time of this report we are continuing our assessment activities, so that our 
summary of the mental health needs and our recommendations about how to 
address those needs reflect our conversations with providers, service 
organizations and patients, patient advocates, health navigators, and family 
members from different language group populations. We will pass along the 
results of those focus groups to the Strategy Work Groups. 

With the feedback gleaned from our assessment activities so far, we have articulated 
the PEI recommendations we listed above: training the staff at community clinics to use 
mental health screening tools as part of every primary care visit; training PCPs in 
behavioral health and in the management of some psychotropic medications; 
implementing Integrated Behavioral Health at community clinics. 

 Some clinics have already begun providing training in the use of mental health 
assessment tools. We recommend increasing such training and making the 
necessary changes to the process to integrate these tools. For example, adding 
mental health assessment questions to the standard form for medical histories 
can go a long way towards de-stigmatizing mental health issues by making the 
discussion of them in the primary care setting a matter of course.xii 

Once an assessment has raised the possibility of a mental illness or a vulnerability 
to mental illness, providers need adequate resources to be able to address that 
aspect of a patient’s care. This is where the two other main recommendations come 
in: 

 Training in behavioral health and in the management of some psychotropic 
medications will give PCPs the tools they need to diagnose and help those 
patients who don’t need to be referred to Mental Health services for more 
complicated illnesses. PCPs have expressed the need for more in-depth training, 
particularly in the management of such medications in concert with other 
medications their patients may be taking for the treatment of chronic disease. 
Training in behavioral health techniques will allow PCPs to begin the process of 
educating patients about ways they can manage their vulnerabilities and 
strengthen their resiliency. 
 

 Integrated Behavioral Health is crucial; our research and our assessment have 
shown us that Behavioral Health Specialists need to be on site at the clinics. 
Providing access within the clinic walls is the only real way to increase patients’ 
access to experts in behavioral health. Training PCPs will help with assessment 
and early intervention, but the PCPs will not become expert enough – nor will 
they have time enough -- to provide care for the full spectrum of mental health 
problems that are presented in the primary care setting. IBH could be 
implemented in multiple ways. If clinics have the funding, they can hire a 
Behavioral Health Specialist (LCSW or psychologist) part time; several clinics 
could share a Specialist; the Community Health Partnership could hire several 
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Specialists to be rotated among the clinics. Any of these arrangements would 
allow for the crucial “warm hand-off,” in which a client with both physical and 
mental health needs will see both types of professionals in the same setting. Not 
insignificantly, having Behavioral Health Specialists at the clinics would also 
allow clinics to be reimbursed for providing mental health services. The California 
Primary Care Association points to further benefits from Integrated Behavioral 
Health: Integration of mental health services within a primary care setting assists 
stakeholders and consumers in recognizing the early stages of potentially severe 
and disabling mental illness because the screening is done within the earliest 
point of entry.  Integrated primary behavioral health care research has 
determined significant, positive results, including (1) decreased depression and 
increased quality of life of older adults, (2) increased anxiety-free days for people 
with panic disorders, (3) decreased in-patient psychiatric admissions, and (4) 
decreased client stress levels. In a recent review of over 60 integrated care 
studies, it was found that integrated primary behavioral health care produced 
improved clinical outcomes, increased client and provider satisfaction, and 
improved effectiveness.xiii 

 In support of these three major recommendations, many community clinics in Santa 
Clara County have already begun these initiatives: 

 The Partnership’s member clinics have access to a log-in section of the 
Partnership’s website which provides information for providers about specific 
diseases and protocols, and patient education materials which can be printed as 
needed. 

 Several clinics have existing programs using promotores and patient advocates 
programs, both of which increase the presence of bi-lingual and bi-cultural staff. 
Many clinics also provide training in cultural competency for their staff. 

 Clinics provide referrals to other services, including to: support groups, mentoring 
programs, and, for SMI patients, to County Mental Health Services.  

 Some clinics and the Partnership have begun providing training for primary care 
providers on specific mental health topics, such as behavioral health and 
psychotropic medications. PCPS have requested training in somatiform spectrum 
disorders, medical disorders with psychiatric symptoms, pediatric psychological 
disorders, and clinical psychopharmacology. Such training increases the clinics’ 
ability to care for patients at all stages of life. 

 Several clinics, Gardner, Ravenswood, and School Health Clinics among them, 
work with the Reach Out and Read organization to promote early literacy by 
providing books and education in each of their pediatric encounters. 

These are all examples of the infrastructure many community clinics already have in 
place, which will allow them to integrate mental health programs into the primary care 
setting. Leveraging these existing resources can improve the quality of people’s lives 
and eliminate later costs to the health system. As research shows, parental challenges 
such as poverty, substance abuse, or untreated mental illness can stress children and 
youth, leading to a cascade of intertwined troubles: poor health, lack of supervision, 
stress and trauma that affect behavioral, emotional and cognitive functioning. But this 
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cascade can work the other way as well. Intervention programs can initiate and support 
a positive sequence of events: children who achieve early literacy, who do well in 
school, who attract positive feedback, who experience success, who have less need to 
self-medicate, and who are more likely to be able to make good use of the resources 
available to them. The Reach Out and Read program (ROR) is one example of a 
program that is designed to increase resiliency and encourage a positive feedback loop 
for healthy behaviors. ROR has been particularly successful at promoting mental health 
and school success. ROR trains pediatricians and other clinicians to promote pediatric 
literacy because “reading difficulty contributes to school failure, which increases the risk 
of absenteeism, leaving school, juvenile delinquency, substance abuse, and teenage 
pregnancy – all of which perpetuate the cycles of poverty and dependency.”xiv  

Being aware of such social and economic determinants of health – both physical and 
mental – is part of providing culturally competent care. For example, research now 
shows that addictions to tobacco, alcohol, or drugs can result from both genetic and 
environmental factors. These addictions are commonly associated with mental health 
issues as well. Just treating one aspect of the disease is not enough; instead the mental 
and physical illnesses need to be considered together as a system. Working with 
several aspects of this system will allow safety-net clinics, working with other County 
services, to provide comprehensive health care. 

The MHSA identifies many barriers to providing effective mental health care: lack of 
culturally competent care, stigmas associated with mental illness, and lack of 
information about or access to mental health services. The feedback we’ve solicited 
from primary care physicians and from client communities highlights the growing need 
for prevention and treatment programs in the primary care setting. We can address this 
growing need if we can provide healthcare providers with the increased screening tools, 
training, and behavioral health resources we’re recommending. 

These new resources will also allow us to address barriers that come from the primary 
care system itself. For example, PCPs are already over-scheduled; providing structural 
support for mental health services (including assessment questions on the standard 
medical history form and adding on-call and onsite medical health service providers), 
will enable PCPs to add mental health assessment and treatment to primary care visits. 
Similarly, educating PCPs about managing medications for mood disorders, and about 
the proper use of culturally competent assessment tools will increase their ability to 
provide appropriate mental health care. In addition, providing educational materials to 
patients, in the form of pamphlets, videos, and classes, will make patients more 
knowledgeable about the signs of mental illness and about the system of care. Finally, 
continuous staff training in the issues around cultural competence and hiring new bi-
lingual and bi-cultural providers will allow for more appropriate care and more effective 
links to community resources such as support groups, day-care centers, help with 
transportation, etc. There is also growing evidence that integrating mental health 
services with primary care is cost-effective.xv 
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With the integration of PEI mental health services into the primary care system, a true 
collaboration can be achieved, in which the staff operates as a team, with a shared 
vocabulary for discussing the interactions of social, cultural, physical and emotional or 
mental issues, and an in-depth understanding of what each provider brings to the task 
of helping patients. Such integration will be achieved, in part, by educating physicians 
and mental health workers about the strengths of both the primary care and mental 
health systems and their value to families. It will make it easier to coordinate care and 
services which bridge systems and address families’ needs, and to incorporate 
behavioral health into both primary care and quality improvement programs. 

This integration of our recommended PEI programs into the primary care setting will 
reduce disparities in access to early mental health interventions due to stigma, lack of 
knowledge about mental health services, or lack of suitability of traditional mainstream 
services. It will also increase prevention efforts and responses to early signs of 
emotional and behavioral health problems among the safety-net population, as well as 
increasing public knowledge about mental illness and acceptance of the need for 
treatment. Most of all, including these prevention and early intervention programs in the 
primary care setting will reduce mental health crises, relieve stress on the health care 
system, and improve outcomes for underserved populations. 
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Appendix A:  The diagnosis code charge-slip our member clinics have been using to 
track the presenting mental health problems of their patients 

Clinic Name:      Provider Name:  
 
Date: 
 
Patient Demographics:   
  Age:  0‐25    26‐65    65+ 
 
Gender:  Male     Female  Transgender    
 
Race: 
Latino or Hispanic     Asian/Pacific Islander      
African American     White (not Latino or Hispanic)     
 
Instructions to Provider:  Check‐off the mental health diagnosis for which you have counseled your 
patients today.  
 
Organic Psychotic Conditions 
Dementias  and Alcoholic Psychoses  290‐292 
ICD‐9 Code  Condition 

290.0  Senile dementia, uncomplicated   
290.1   Pre‐senile dementia   
290.2   Senile dementia with delusional or depressive features   
290.3  Senile Dementia with delirium   
290.4  Vascular Dementia   
291.0   Delirium Tremens   
292   Drug Psychoses   

Other Psychoses 
Schizophrenic Disorders, affective Psychoses, Psychoses with origin specific to childhood 
295‐299.00 
ICD‐9 Code  Condition 

296.0  Manic disorder, single episode   
296.1  Manic disorder, recurrent episode   
296.2  Major depression, single episode   
296.3  Major depression, recurrent  episode   
296.4  Bipolar affective disorder, manic   
296.7  Bipolar disorder, unspecified   
299.0  Autism, current or active   

Neurotic disorders, personality disorders, and other non‐psychotic mental disorders 300‐
316 
Neurotic Disorders; personality disorders; sexual deviation & disorders;  alcohol 
dependence syndrome; drug dependence;  nondependent abuse of drugs;  special 
symptoms or syndromes, NEC; other and unspecified disorders of eating; adjustment 
disorder, depressive; depressive disorder, NEC; hyperkinetic syndrome  
ICD‐9 Code  Condition 
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300.  Anxiety state, unspecified   
300.02  Phobic disorders   
300.3  Obsessive‐compulsive disorder   
300.4  Dysthymic disorder   
300.5  Fatigue, psychogenic   
300.8  Somatoform Disorders   
300.9  Neurosis, NOS   

302.85  Gender identity disorder in adolescents or adults   
303.0  Alcohol intoxication, acute, unspecified   
303.9  Other and unspecified alcohol dependence   
304  Drug dependence   
305  Nondependent abuse of drugs   

307.1  Anorexia nervosa   
307.2  Tic disorder, unspecified   
307.5  Other and unspecified disorders of eating   

307.51  Bulimia nervosa   
309.0  Adjustment disorder, depressive   

309.81  Post‐traumatic stress disorder   
311.0  Depression, NOS   
314  Hyperkinetic syndrome of childhood   

315.9  Learning disability/developmental delay, NOS   
319  Unspecified Mental Retardation   
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Appendix B: Participants in forums and meetings about PEI needs and 
recommendations 

Community Health Clinic Medical Directors: 

Guadalupe Arango  Community Health Partnership  
Larry Bruguera, MD  Ravenswood Family Health Center 
Luisa Buada, RN, MPH  Ravenswood Family Health Center 
Susan Bukus  San Jose Foothill Community Clinic 
Lourie Campos, MPA  Sanford Hospital and Clinics 
Jorge DeLuna, MPH  Community Health Partnership 
Michael Duran, Psy  Indian Health Center of Santa Clara County  
Reymundo Espinoza  Gardner Family Health Network 
Victoria Emmons, MPA, CFRE  Community Health Partnership, Inc. 
Jill Evans, MPH  Community Health Partnership 
Dorothy Furgerson, MD  Planned Parenthood Mar Monte/ East Valley Community Clinic 
J.L. George, PAC  MayView Community Health Center 
Shamima Hasan  MayView Community Health Center 
Liz Hunt  Indian Health Center of Santa Clara Valley 
Yvonne Kang  Community Health Partnership 
Florence Keller, Psy   Santa Clara County  
Frances Killebrew, MD  MayView Community Health Center 
Sue Lapp, MPH  School Health Clinics of Santa Clara County 
Michele Lew  Asian Americans for Community Involvement  
Lynn Liu, MD  Asian Americans for Community Involvement  
Ricardo G. Lopez, MD  Gardner Family Health Network 
Rhonda McClinton‐Brown  Stanford University School of Medicine 
Monica Mensah, MD  School Health Centers of Santa Clara County  
Cecilia Moreton  School Health Centers of Santa Clara County 
Elizabeth Morrison, LSCW, MAC  Golden Valley Health Center 
Ria Paul, MD  Indian Health Center of Santa Clara County  
Charles Preston, Psy  Santa Clara County 
Elena Tindall, MA  Ravenswood Family Health Center 
Miguel Valencia, PhD  Gardner Family Health Network 
Alpana Verma‐Alag, MD  Community Health Partnership 
Jorge Wong, PhD  Asian Americans for Community Involvement 
Manuel Yaniz, MD  Gardner Family Health Network  
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i California Department of Mental Health, MHSA Proposed Guidelines, Prevention and Early Intervention 
Component, September 2007, Revised August 7, 2008. 
ii Prevention Institute. http://www.preventioninstitute.org/mental.html 
iii California Primary Care Association, “The Integration of Mental Health Services Within Community Clinics and 
Health Centers,” available at http://www.cpca.org/govaffairs/caissues/mhsa.cfm, and as Appendix C to this 
document, p.2. 
iv Aguilar‐Gaxiola  MD, Ph.D., Sergio. “Why Underserved Communities Should Be Focusing on Prevention and Early 
Intervention Mental Health Efforts.” Presentation at the Ethnic Community Services Agency Meeting, Santa Clara, 
CA , 8/24/2007. The citation is to Huang, 2004. 
v The President’s New Freedom Commission on Mental Health, “Achieving the Promise: Transforming Mental 
Health Care in America,” (2002), cited in The California Primary Care Association’s report on “The Integration of 
Mental Health Services within Community Clinics and Health Centers,” p. 7. 
vi  California Primary Care Association, op. cit., p 3: “The collaborative effort of integrating mental health in a 

primary care setting has been shown to successfully identify 90% of the primary care clients who need mental 
health services, of which 85% typically receive treatment.vi  Patients have reported that the co‐location of their 
mental health provider and primary care physician, coupled with the familiarity of staff and the comfort in knowing 
the primary care physician who is integrally involved in their care, are the incentives needed to address their 
mental health needs and improve their lives. Behavioral health factors and medical factors are not separate in our 
bodies. Regardless of the diagnosis or multiple diagnoses, integrated primary behavioral health care produces 
better patient outcomes, reduced cost and satisfied consumers, making the CCHC Integration Model a logical, full 
partner in meeting the goals of the MHSA’s Prevention and Early Intervention Programs.” 
vii All of these specifics are from the Aguilar‐Gaxiola presentation, op. cit.  
viii http://www.cimh.org/downloads/handouts/W900 Castellano‐ Carmell 9.0 Mental Health CCHC Fact Sheet.pdf 
ix Linda Van Egeren estimates this to be 1/3 – ½ of primary care patients. Huber, Theresa and Van Egeren Ph.D., 
Linda  “Integrating Mental Health Services into Primary Care,” Women’s Clinic, Minneapolis VA Medical Center. 
www.avapl.org/pub/PrimaryCare/MH  PC Van Egeren.ppt 
x California Department of Mental Health, MHSA guidelines, op. cit. 
xi Among many other examples of studies showing the links between mental and physical health, and the impact of 
social and economic circumstances on both, see Stroul, B. (2007). Integrating Mental Health Services into Primary 
Care Settings—Summary of the Special Forum Held at the 2006 Georgetown University Training Institutes. 
Washington, DC: Georgetown University Center for Child and Human Development, National Technical Assistance 
Center for Children's Mental Health. 
xii California Primary Care Association, op. cit., p. 4: “Consistent use of a variety of screening tools on a universal 
basis for every patient seen for a primary care visit is one hallmark of the CCHC Integration Model. Often, the 
results of these screening tools are charted right along with the patient’s blood pressure, height, weight, and other 
vital signs. This makes behavioral health scores essential triage tools; provides outcome measures over time; and 
allows the primary care provider to notice and treat early changes in people’s mental health status.  Early 
detection and treatment are key components to improved outcomes and prevention of serious mental illness. 
Examples of critical screeners are: suicide risk scales, depression scales, anxiety scales, life satisfaction, coping 
skills, substance abuse, and others.” 
xiii California Primary Care Association, op. cit., p. 6. There are two sources cited for the information in this 
paragraph: Unutzer, I., Katon, W., Callahan, C.M., Williams, J.W., Hunkeler, E., Harpole, L., et. al. (2002). 
“Collaborative care management of late‐life depression in the primary care setting: a randomized controlled trial.” 
JAMA, 288, 2836‐2845; and Bount, A. (2003). “Integrate primary care: Organizing the Evidence.” Families, Systems 
and Health, 21, 121‐133. 
xiv http://www.reachoutandread.org/about_how.html 
xv Van Egeren, cited above. 
 


