California Primary Care, Mental Health, and
Substance Use Services
Integration Policy Initiative
September 14, 2009

Volume III: Examples for Dissemination
The Integration Policy Initiative is a project of CiMH and funded by The California Endowment with additional financial support
provided by IBHP

About the IPI Report
California’s county mental health directors, other state mental health leaders and leaders from the Integrated Behavioral
Health Project and Community Health Centers met together February 2008 in a Policy Forum to discuss issues related
to integrated care and the healthcare needs of people with serious mental illnesses. The conclusions of the Forum were
clear: The failure to address the need for primary and behavioral health care coordination and integration has resulted in
grave consequences for individuals and families including chronic medical conditions and early mortality in individuals
with serious mental illnesses. The other side of the primary care/behavioral health interface is the significant number of
people in primary care that need behavioral health services. Primary care is usually the first community-based health
care contact for individuals and is intended to provide comprehensive care, responding to most health care needs. The
Forum and the dialogues that were initiated there led to the development of the Integration Policy Initiative.
The Integration Policy Initiative (IPI) builds on the significant work already underway in California, incorporating models
developed in California and nationally that are intended to improve general healthcare, primary care, the integration of
mental health (MH) and substance use (SU) services with primary care and the integration of primary healthcare with
MH and SU services. There are tensions among these systems in California, as there are in other parts of the country—
the legacy of many years of working in silos as well as a chronic lack of funding. While policy and financing barriers must
be addressed at the state and national levels, collaboration to achieve the IPI Vision must be addressed at the local
level, in each community. The IPI Report is intended to support primary care and MH/SU providers in their future work to
improve the integration of these services.
The Volume I: Report is accompanied by two volumes of additional materials, Volume II: Working Papers and Volume
III: Examples for Dissemination. Not every reader will want all the information, but many will want something more than
the Executive Summary in the Report. Here is a quick tour:
1. To keep the Vision in sight, look at the top of each page
2. To review specific examples of the substantial integration work and thinking in California, see:




Volume II, Map of Selected California Integration Initiatives





Volume I, IPI Principles







Volume I, IPI Continuum







Volume I, Appendix A: Brainstormed Barriers/Opportunities






Volume I, IPI Recommendations



Volume I, Appendix B: IPI Process and Participants

Volume III: Examples For Dissemination
3. To understand the values that must always inform implementation, refer to:
Volume II, Quality Chasm Aims/Rules

Volume II, National Consensus Statements on Recovery
4. To learn about clinical models, services to be provided and measurement strategies, review:
Volume II, Delivery System Design
Volume II, Measurement
Volume II, Resource List

Volume I and Volume II, Endnotes
5. To become aware of the issues that impact implementation of these clinical models, see:
Volume II, Delivery System Design
Volume II, Financing and Regulation
Volume II, Workforce Development

Volume II, Healthcare Information Technology.
6. To focus on future actions to move the Vision forward, read:
Volume II, Recommendations Timeline
Volume II, IPI Continuum Worksheet for Community Dialogue

Volume III, Examples For Dissemination
7. For background on the IPI process and those who participated, see:
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These documents are provided as concrete examples of approaches that are in use and could be
replicated in California.
Additional resource materials can be found on the following websites:


CiMH Integrated Policy Initiative
http://www.cimh.org/Services/Special-Projects/Primary-Care.aspx.



The Integrated Behavioral Health Project
http://www.ibhp.org/index.php



The National Council for Community Behavioral Healthcare
http://www.thenationalcouncil.org/cs/new_at_the_resource_center
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San Diego Council of Community Clinics:
The San Diego Council of Community Clinics is a consortium of 9 Community Health Center
Organizations providing Integrated Mental Health and Primary Care Services at 15 sites since January of
2007. The project is funded by the County of San Diego Mental Health Services through MHSA. Services
are provided using two treatment models. One model is a specialty pool services in which a traditional
model of mental health care is delivered to patients by a behavioral health clinician with medication
management services provided by a psychiatrist. The other model is the IMPACT model, an evidenced‐
based practice for treating depression with a depression care manager collaborating with the patient’s
primary care provider (who provides the medication management). In addition, a promotora
component provides outreach and engagement services to older adults in the community.
Patient Population
The population currently served is low income, ethnically diverse, and at‐risk community health center
patients. In 2008 the consortium of community clinics served 1,813 uninsured patients (MHSA
program): 93 youth, 1550 adults, 117011 older adults (60+). The demographic breakdown of clients
served was: 47% Hispanic, 38% white, 5% black, 3% Asian, & 2% Native American. More than two thirds
(67%) of the patients receiving BH care through the program had not previously been served by a
County MH facility. While stigma around MH is significant, patents appear more willing to receive these
services at the PC clinic than a mental health center.
Goals for Special Project:
1.
2.
3.
4.
5.

To increase cross‐training between PC and BH staff.
To increase the frequency of and/or time allotted for team care communication.
To customize i2i Tracks to integrate PC and BH records.
To facilitate provider access to BH integration experts.
To enhance the capacity of the behavioral program to address behavioral aspects of physical
illness.

Activities to Support Goals:
1.
2.
3.
4.

5.
6.
7.
8.

Workshops and trainings
Pursue funding from County mental health to reimburse clinics for staff time to convene
multidisciplinary team care conferences.
Modify existing County MHSA forms to enable clinics to receive reimbursement for team care
conferences.
Evaluate existing protocols and procedures for team care conferences, to develop and
implement shared protocol for team care conferences based on best practices, and to train
staff on protocol.
Customize i2iTracks for BH and train staff to enhance integration.
Determine consultation needs and contract with 4 experts in integration who will conduct
customized on‐site TA to identify best practices in BH/PC integration.
Identify behavioral aspects of physical illness areas for training and conduct quarterly trainings
on asthma, hypertension, chronic pain and others (to be determined during the grant period).
Grant operational and reporting activities: Expand the Learning Community of Providers;
Finalize evaluation plan; Participate in monthly conference calls; Advocate for policy and
system changes to reduce barriers to integration efforts; Collect baseline and outcome data;
and submit progress reports.
1
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Sustainability Goals:
1.
2.
3.
4.

Achieve “buy‐in” with cross‐training and educating the multi‐disciplinary teams on the
importance of integration with operational changes for integration activities at each site.
Implement long‐term increased integration changes recommended by expert consultants’ TA.
Customize i2iTracks, a sustainable mechanism for modifying PCP behavior and tracking
outcomes to enhance the integration of health records.
Advocacy support to the County for continued funding to clinics for integration activities.

2
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Family Health Care Centers of San Diego
Mentor Site for: Eisner Pediatric & Family Medical Center, Share our Selves Clinic, and All For Health,
Health for All
Family Health Care Centers of San Diego is targeting its Grossmont Spring Valley Family Health Center
(GSVFHC) for integrated behavioral health services. Grossmont is located in Spring Valley, in the eastern
part of San Diego County. Data on East County San Diego from the 2005 California Health Interview
Survey (CHIS) illuminates the unmet need in this region for accessible mental health services. East
County adults reported a higher quotient of ‘psychological distress’ than the Central region, (30%
compared to 19%). Only four percent of survey respondents reported they had, ‘received
psychological/emotional counseling in [the] past year.’ Moreover, the suicide rate in East County is the
highest of all San Diego County regions at 11 per 100,000, followed by the rate in the Central region of 9
per 100,000. Both an indicator and consequence of the unmet need in East County for mental health
and substance abuse services, this region exhibits the highest rate in the County of adolescents who
report having, ‘ever tried marijuana, cocaine, sniffing glue, [or] other drugs.’ A third (33%) reported
having tried drugs, followed by the Central region with only 16 percent.
Patient Population
In 2007, this clinic (GSVFHC) treated over 11,000 unduplicated patients, 65 percent of whom identified
as Hispanic and 78 percent indicating that their income was under 100% of the Federal Poverty Level
(FPL) guidelines. A quarter (25%) were uninsured and half (50%) had Medi‐Cal and/or Medicare.
FHCSD treated 69,016 unduplicated medical patients with 186,200 encounters for the FY2006. There
were 4,570 BH patients with 29,705 encounters. 25% are self referred. The average BH services visit was
20 – 30 minutes (45 minutes in traditional MH clinics). The average number of visits (depending upon
the site) were between 4 and 10. Limitations on number of visits depends upon the program; typically
there is a limit of 10 BH visits a year with unlimited doctor visits. The programs are funded by Medi‐Cal
(state and federal) and county (IMPACT services).
Integrated Behavioral Health Approach
FHCSD has fully integrated behavioral health services at two of its ten primary care clinics, with co‐
located staff at three other sites (the addition of two more sites is anticipated in FY 08‐09), varying from
a few hours a week to a co‐located clinic upstairs at GSVFHC with two full time clinicians and a part time
child psychiatrist and part time adult psychiatrist. Additionally, a program for seriously mentally ill
children is administered in this upstairs clinic. The proposed expansion will locate the project staff in the
primary care area and add to the primary care array screening via the PHQ‐9 of all new adult and
established patients getting their annual physicals, as well as the same screening for those adults with
hypertension and/or diabetes. Substance abuse screening will be done at the same time with these
same patients (The screening tool is yet to be determined, possibly the CAGE).
Over 2,000 women of child‐bearing age were seen at GSVFHC in 2007 and consequently a large number
are being seen for prenatal services. These women are routinely screened the at various points during
pregnancy using the Edinburgh Depression Scale; women identified with, or at high risk, of depression
will now be given direct access to the IBHP Phase II project staff for care coordination and treatment.
Previously these women were encouraged to contact the mental health program upstairs with poor
follow through.

3
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As both child and adult psychiatry services are available upstairs, project staff will also be able to work
with the GSVFHC pediatrician around children who need assessment and treatment services whether
they involve therapy or psychiatric medications.
Goals for Special Project:
1.
2.
3.
4.
5.

Screen a minimum of 400 adult patients for Depression and/or Substance Abuse.
Identify, enroll for treatment, and track in the PECS registry a minimum of 75 patients with
depression.
A minimum of 50 patients with substance abuse issues will receive treatment and/or referral
services.
A minimum of 70% of these patients (90) will have a documented self‐management goal in
their charts.
A minimum of 25 children referred by the GSVFHC pediatrician will be assessed for further
services and/or referral to on‐site psychiatry.

Activities to Support Goals:
1.
2.
3.
4.
5.
6.
7.
8.

Identify project provider and data entry staff.
Identify substance abuse screening tool to be used with the PHQ‐9 for adult patients and the
Edinburgh Depression Scale for pregnant/postpartum women.
Train provider and support staff in the collaborative care model including screening and simple
patient self‐management tools.
Establish hand off/referral protocols.
Establish project evaluation instruments.
Provide ‘Pharmacology 101’ training for primary care providers.
Determine data entry processes.
Team meeting times/agenda.

Evaluation
1.
2.
3.
4.
5.

Self‐management goal setting and improvement in symptoms will be analyzed with the data
entered into the depression registry (PECS
Chart review and/or spread sheet data monitoring patients receiving substance abuse
treatment and the children being seen by project staff.
Patient satisfaction surveys will be administered and collected
We will establish baseline measures specific to our project work with the IBHP evaluation team.
It is anticipated that data will be collected and reported on a monthly basis.

Sustainability Goals:
1.

2.

The majority of the patients are billed through third party revenue sources, such as Medi‐Cal
and Medicare (FQHC reimbursement rates); uninsured patients use a sliding fee scale; and
patients who have a qualifying diagnosis are covered under a County contract includes services
and medications for a stabilization period of ninety days.
The County of San Diego Health and Human Services and FHCSD are currently in discussions
about the feasibility of providing mental health services in the primary care setting to its
County‐funded indigent primary care patients.

4
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Golden Valley Health Center
Mentor Site for: Avenal Community Health Center, Central City Community Health Center, and St.
John’s Well Child and Family Center
Golden Valley Health Centers (GVHC) is a 35‐year‐old multi‐site Health Center serving the Central Valley
of California with an operating budget of approximately $35 million. GVHC has developed a system of 28
medical sites and eight dental sites, including two free‐standing Women's health centers, three school‐
based centers, 3 mobile clinics and a homeless health care clinic. A total of 68,641 patients were served
in 2007. 80% of the patients are Latino, primarily farm workers and their families. 60% of the patients
have MediCal, and almost 40% are uninsured, or underinsured. GVHC provides comprehensive primary
medical, dental and behavioral health care to an ethnically diverse population, including migrant and
seasonal farm workers, Southeast Asian refugees, and the homeless population of Modesto. 40% of the
patients are monolingual, speaking a language other than English.
Patient Population
2184 Behavioral Health patients received BH services in 2007. The average number of visits is 4 at 20 –
30 minutes. There is no cap on the number of visits. 90% of the patients were referred by PCP, 7% were
self‐referred, and 3% were referred by a variety of community social service agencies.
Goals and Activities for Special Project
At selected GVHC sites
1.

2.

3.

4.

Increase understanding and lower stigma regarding substance abuse and other compulsive
disorders with primary care providers.
a.
Assessment of current levels of SA through online surveys
b.
Ongoing and targeted training for PC providers
Increase primary care provider skills regarding assessment and effective interventions for those
with compulsive disorders.
a.
Specific compulsive disorder assessment tool
b.
Train providers in brief interventions for SA, motivational interviewing, and SBIRT.
Develop a proactive pain management program
a.
Review all pain management protocols, correcting punishing over treatment methods
b.
Collaboration with pain management task force, compulsive disorders consultant, &
SA counselor to develop protocols for positive intervention and treatment for
chemical dependency.
c.
Initiate psycho‐social educational groups to support pain management therapy.
Provide effective intervention for patients with compulsive disorder.
a.
Initiate curriculum based, psycho‐educational groups for patients diagnosed with
compulsive disorder.
b.
Research, review and initiate use of effective patient education materials.

Evaluation Tools
1.

GVHC is working with a consultant to develop measurements for medical and BH providers’
knowledge and attitudes about compulsive disorders and pain management
a.
Addition of pain management to provider survey to determine perceptions about
patients receiving pain management
5
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2.

3.

4.

5.
6.

GVHC is looking at stigma held by providers about patients
a.
GVHC will examine attitude, skills and knowledge ‐‐ three domains
b.
GVHC will examine stigma that providers hold by type of patient addiction;
c.
An evaluation tool will be developed to measure reduction of stigma and increased
understanding by PCP. There will be a pre and post assessment for each activity.
Interventions will be at three sites though all providers will be surveyed
a.
Begin an addiction group on site; it will include all compulsive disorders, e.g., gambling,
over‐eating, sex addiction, and drug addiction. Determine relationship to knowledge of
addiction with reduction in addiction behaviors.
b.
Groups will be drop‐in – four to six week curriculum, though patients can join at anytime
c.
Assessment of knowledge and patient satisfaction will be collected at patient group
attendance during first and sixth sessions
d.
An evaluation tool will be developed to measure outcomes at baseline, 3 visit intervals
and at exit.
Pain management protocols will be reviewed to eliminate punitive actions by agency; policy
currently makes patients defensive – emphasis is wrongly on weeding out liars
a.
A new patient pain management agreement will be drafted
b.
It is hypothesized that clear guidelines will reduce fear among providers, and complaints
by pain management patients, which comprise 70% of all complaints, will be reduced.
GVHC will obtain the actual number of patient complaints to determine reduction
c.
The pain management program will be assessed with a provider and patient satisfaction
survey and applied and compared to non‐intervention sites.
GVHC will assess each provider training based on an outline for the training
Process for tracking referrals will be developed into a written policy; GVHC will not track
referrals.
a.
i2i Tracks only tracks external referrals, but not internal referrals; referrals to the three
sites will not be tracked

Sustainability Goals
1.

Enough time to train providers

2.

Educational materials for SA are in the current budget.

3.

The consultant will not be needed after the grant period and the SA counselor can be absorbed
into the budget with the new data supporting the SA program and staffing.

6
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Mendocino Community Health Clinic
Mentor Site for: Asian Pacific Healthcare Venture and Ravenswood
Mendocino Community Health Clinic, Inc. provides comprehensive health services to the inland part of
rural Mendocino County and the northern half of rural Lake County. Within the service area of 77,505
residents, MCHC has identified a target low income population of 30,439. Mendocino County is
designated as a Medically Underserved Population (MUP) and Lake County is designated as a Medically
Underserved Area (MUA). The population is mostly White (68%), and nearly a third (27%) are Latino.
Approximately 40 percent of the service area population is low income at less than 200% FPL. Barriers
to care include poverty, high unemployment rates and low per capita income, lack of affordable
housing, lack of education and geographic isolation with minimal or no public transportation. Substance
use and abuse of marijuana, methamphetamines, and opiates is common throughout our service area.
Options for methadone replacement services no longer exist in Mendocino and Lake County. Suicide
rates, drug induced deaths, and unintentional injuries are all significantly above state averages (about
two times).
Patient Population
There were 13,778 patients served in 2007; 413 are unduplicated behavioral health patients. The
average number of visits per patient was 17 for 15 – 20 minutes sessions. The cap on visits is determined
by funding source: Medi‐Cal is 2/month for psychologists, Medicare is 12/yr., and MCHC is 12 sessions
and ability to extend based on medical necessity. Most (84%) of patients are referred by PCPs, 11% are
self referred, and 5% are referred by County Mental Health and Agencies.
Integrated Behavioral Health Approach
Currently three‐quarters (75%) of behavioral health care visits are conducted with the integrated
behavioral health care model within the medical department. Behavioral health strategies include
cognitive‐behavioral, motivational interviewing, problem‐solving, brief alcohol interventions, psycho‐
education, stress reduction / depression management and medication management with psychiatry.
There is a 170 patient registry for Buprenorphine and chronic pain patients.
The clinic teaches patients the importance of a patient‐centric environment and designs interventions
and treatment to impact mutually agreed upon outcomes of care. The integrated care focuses on the
patient’s health status, conducts multi‐disciplinary case conferencing to ensure provider
communication, provides medication management that is both medically appropriate, patient tolerated
and behaviorally effective with input from multi‐disciplinary providers, and works with patients on
benefits of long‐term vs. short‐term treatment.
Goals for Special Project and Evaluation
1. Decrease abuse of illicit and non‐prescribed opiates by clinic patients by increasing the number
of patients receiving Buprenorphine who participate in the behavioral health program so that at
least 80% will have at least six health visits in the most recent six month period by March, 2009
a. Weekly visits of up to 50 clients for the first month and once each month thereafter.
b. Determine if the current customized registry of patient data, Cold Fusion, can be
exported to a spreadsheet (Excel).

7
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c. Add descriptive data to Cold Fusion: age, race, gender, years of opiate use, and number
of times in formal treatment.
d. Readiness of change scale will be used (e.g. Socrates)
e. Database to include PHQ‐9 scores (every visit), UA, and service attendance dates.
2. Increase the coordination of care between medical and behavioral health providers for
Buprenorphine patients through staff meetings, two integrative care meetings, and documented
case conferencing.
3. Providers identify, refer, and appropriately treat Buprenorphine patients with co‐occurring
depression.
4. Reduce inappropriate opiate use within the first three months of patients’ participation in the
program so that less than 50% of these patients will test positive at 90 days in the program;
reduce inappropriate opiate use for patients in the program over six months so less than 25%
will test positive(based on UA).
a. Anything not prescribed is inappropriate.
b. UA analysis to be used; electronically transferred from lab to registry.
5. MCHC will develop an integrated patient registry that crosses over clinical areas and provides
results over time for urine toxicology screens and depression scores.
6. Implement new touch‐screen technology for administration of PHQ‐9. [May not be able to be
done within grant period]
7. Participate as a mentor clinic in IBHP learning community activities.
8. MCHC will use patient satisfaction surveys to assess patients receiving Buprenorphine. This will
be once at end of study.
9. Readiness for change assessment at point of entry and end of treatment.
Sustainability Goals:
1. Solid oversight and commitment: Buprenorphine program is directly under the supervision of
the Chief Medical Officer who is ASAM certified and committed to this program.
2. Attainable and coordinated clinical outcomes: The clinical outcomes are the same selected goals
for the new FQHC Health Care Plan. Funding to collect and maintain reporting for these goals is
included in the clinic’s on‐going Federal grant.
3. The administration and entire provider staff recognize the value and improved outcomes
available through an integrated model of care..

8
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Open Door Community Health Centers
Mentor Site for: URDC/Bill More Clinic
The Open Door Community Health Centers (ODCHC) service area is in the Northern California counties
of Humboldt and Del Norte. The population served is poor and designated a Medically Underserved
Area and a Health Professional Shortage Area for primary care, dental and mental health care. The
race/ethnicity composition is primarily white (84%), with six percent American Indian, and seven percent
Hispanic. More than eight percent of the population is non‐English speaking, with Spanish being the
prominent non‐English language spoken. ODCHC provides the majority of primary medical and almost all
of the dental care for the low‐income, uninsured and publicly insured patients; ongoing mental health
care, prenatal and obstetric care, and HIV/AIDS treatment and management.
Patient Population
The clinics served 32,836 patients with 158,000 PC encounters in 2007; one in four residents of the two
county area; 90% are under 200% of the Federal Poverty Line (FPL) (60% under 100% FPL); half are on
public insurance (Medicare accounts for 9%, Medi‐Cal is 33%, Other public is 7%), 31% are uninsured,
and 19% have private insurance.
The unduplicated behavioral health patients were 1,959; all referred by PC providers. The average
number of visits is 6 and visits are capped at 12. The average length of visits varies; initial consult is 60
minutes and follow up is 30 – 45 minutes. Mental health diagnoses are more frequent than any other
diagnosis (double to the next most common group) at 91% of all encounters with 14% of all users
served. All clients were referred by PCP. Death by suicide is more than twice the California average. 60%
of suicides between 2002 and 2006 were diagnosed with a mental illness at the time (depression,
schizophrenia, and bi‐polar disease).
Integrated Behavioral Health Approach
The Integrated Behavioral Health Program began at ODCHC in 2002 and is currently available on site at
five of six primary care facilities and via telemedicine to all sites. The Behavioral Health Consultants
(BHCs) serve as consultants to the referring PC provider as part of a holistic model of healthcare. The
clinics achieve behavioral modifications and prevention with a short term therapeutic model using
cognitive behavioral therapy and skill‐based interventions. The personal involvement in the patient’s
own health care displays greater opportunity for change and adherence to treatment.
There are two paths to referral from the PCP to the BHCs: Referral (non‐acute/no crisis) with timely
appointment or Warm Handoff (acute symptoms) to BH Consultant who does an immediate
consultation, stabilization, and plan of care (within clinic system or to community resources).
Open Door is also working with patients who have metabolic syndrome. They are conducting a
randomized experiment in which the treatment group is given pedometers. Providers also wear
pedometers to reduce the potential stigma. In addition, the program has hired a psychiatrist and is
working to serve as a medical home for SMI population.
Goals for Special Project
1.
2.

Create and improve access to needed psychiatric services with improved work flow and protocol
systems (Practice Management System).
Increase productivity by building an efficient and financially sustainable program
9
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3.
4.
5.
6.

Enhance continuity of care and treatment plan adherence; reduce no‐shows
Increase patient and provider satisfaction
Increase positive treatment outcomes by reducing morbidity and mortality rates in MH patients
through a best practice model of integrated service.
Advocacy for MH patients by enhancing and building collaboration between clinics and county
MH.

Sustainability Goals
1.
2.
3.

Costs incurred with this program will be covered by ODCHC’s operational budget
ODCHC clinics are self‐sustaining through patient revenues and other funding sources.
Increased productivity of psychiatric staff creates greater efficiencies and increase sustainability
of project operations.

10
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Sierra Family Medical Clinic
Mentor Site for: Chapa de Indian Health Centers
Sierra Family Medical Clinic (Miner’s Health Center and Western Sierra Medical Clinic) is located in Rural
Nevada County. The population served is poor and designated a medically underserved population. The
barriers to care are transportation, poverty, lack of education, fear of preventive medical care (e.g.
immunization and fluoridation), and counter culture attitudes and behaviors. The 3,219 patients served
in 2007 73% are either under 100% of FPL or within 100 – 200 % of FPL; 12% are Medicare patients, 46%
are Medi‐Cal, CMSP, and Healthy Families patients, 24% are uninsured. The BH patients are 19% self
referral, 80% PCP, and 1% other.
Patient Population
467 Behavioral Health patients (unduplicated) were served in 2007. The average number of visits was 6
at 20 – 30 minutes in length of time. There is no cap on the number of visits. The majority (80%) of the
patients are referred by the PC providers (19% self‐referral, 1% other).
Goals for Special Project:
1.
2.

3.
4.

5.
6.
7.

8.
9.

Miners Family Health Center (MFHC) providers will complete the on‐line integration model
assessment survey.
Double the identification of BH patients at MFHC by universal use of the Mini to screen for
Mental Health issues and the Centricity practice management system. The clinics will explore
the use of using the ICD‐9 diagnostic codes to identify BH patients, log provider referrals, and
add one psychologist per week.
MFHC will employ a system to track the PC to BH referrals to increase retention of BH patients.
All medical providers will receive a PDA and training in the use of the Psychopharmacology
Program software. The SFMC will coordinate the dissemination and data will be analyzed to
assess change in attitudes and comfort with the tool.
The telephsychiatry will expand to two psychologists (one at each clinic). They will use the
Doctor’s Telemedicine Network and coordinate data with DTN utilization reports.
The SFMC will decrease the BH no‐shows by 30% by enrolling Medi‐Cal eligible patients, issuing
gas vouchers to patients, and profiling no‐shows by provider type.
The SFMC will increase the Substance Abuse Treatment participation to at least 20 patients
(group and/or individual treatment plans) by employing the Common Goals outpatient program
to screen for MH and SA and scheduling same day (ideally back to back) services for those with
both MH and SA. Retention and completion of treatment program will be targeted with using
patient satisfaction surveys at the beginning and end of treatment.
The SFMC will begin Case Management services, 4 hours a week, to provide community
education/referrals and to help with tracking referrals.
Bonus: Create DVD/Web‐based series on integrating services

Sustainability Goals:
1.
2.

Billing for additional patient visits
Increase in Med‐Cal PPS rate (Drug and Alcohol and Telemedicine)
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North Coast Clinics Network
The North Coast Clinics Network’s (NCCN) fifteen member organizations include thirteen FQHCs, a
Family Planning Clinic, a county public health agency, and a telemedicine clinic. The service area spans
three counties across Northern California (Humboldt, Del Norte, and Trinity Counties). The clinics
provide primary medical, dental and mental health services for all ages and income levels. Three of the
member sites offer primary care and mental health services at one physical location.
Patient Population
NCCN provided over 193, 000 visits for 55,891 patients. This is one third of the region’s population. The
clinics provide care to a higher percentage of low‐income patients than the state average. 76% earned
less than 200% of FPL compared to the California average of 30.5% earning less than 200% of FPL.
Goals for Special Project
1.
2.
3.

Establish a mentoring program among NCCN members; MH and PCP will be trained in the MH
integration programs
Increased case management services will enhance the ability to bill for MH and PC visits
provided to patients on the same day; improving the quality of care offered to patients.
Creation of a streamlined health care delivery plan between the Humboldt County MH Branch
and the PC clinics to enhance cross‐system collaboration, improve the continuum of care, and
establish a unified vision of patient care and treatment outcomes.

Activities to Support Special Project Goals
1.

2.

3.
4.

5.

6.

Organize and facilitate inter‐agency meetings for member clinic providers (in person and video
conference) to encourage providers to mentor each other, share common challenges, integrate
strategies, and identify and spread promising practices.
NCCN is an Area Health Education Center (AHEC) and will continue to promote training and
career development opportunities for its diverse member health center staff and health
providers in the community with added emphasis on MH training opportunities. The consortium
and the clinics will participate in the IBHP’s monthly conference calls, trainings and in‐services.
NCCN will expand its advocacy activities to include MH issues, and will educate staff, patients,
and community leaders.
NCCN will increase its participation in the Humboldt County MHSA Steering Committee, monthly
MHSA meetings and public comment forums where NCCN will inform the county and the
community of the role that health centers have in MHSA planning activities.
Quarterly meetings are held with the Humboldt County Department of Health and Human
Services leadership team and the Executive Directors of NCCN’s member clinics. Department
specific meetings have been added to address target issues, e.g., NCCN is working with the
Social Services Branch and its member clinics to improve the Medi‐Cal application process.
NCCN Mental Health Task Force meetings will be held between Humboldt County Mental Health
Department and clinic staff and administrators to create a care coordination plan between the
county and the clinics, and an improved referral system between agencies for patients who
need MH and PC services. Additional meetings will be held, if needed and desired.
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Evaluation
1.

2.

Electronic surveys and feedback forums will be conducted for member clinics to evaluate the
success of the activities and provider satisfaction. The surveys will be administered at the
beginning and the end of the project assessing MH service delivery and level of BH integration
between the member clinics, and the clinic to clinic referrals, and the ease of accessing BH
referrals.
Discussion of shared MH resources will be on the agenda of all project funded meetings and at
the NCCN Board of Directors meeting. Ongoing evaluations will be conducted at the quarterly
NCCN/DHHD meetings and the two Mental Health Task Force meetings will be coordinated and
facilitated by NCCN.

Sustainability Goals:
1.
2.
3.
4.

Future BH training will be supported by Area Health Education Centers funding.
Relationships created from inter‐agency meetings will continue beyond funding and ultimately
provide better patient care.
The advocacy activities will continue after the grant period through support by the California
Endowment Policy and Advocacy Project.
Cost savings created from the improved system of care between county and clinics will foster
continuing relationship between the agencies.
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San Francisco Community Clinic Consortium
The San Francisco Community Clinic Consortium’s (SFCCC) includes ten partner health clinics in 17 sites
around the city. The clinics’ primary medical care providers are seeing large numbers of patients who
manifest signs of mental illness. In the largest clinics and the Health Care for the Homeless (HCH)
program, 25 – 61% of all adult patients show signs of significant mental disorder. San Francisco has
significantly higher rates of schizophrenia, bipolar disorder and major depression in California and the
highest rate of involuntary hospitalizations for mental illness of any county in California. Serious mental
disorder rates in San Francisco are strongly correlated with the high rates (highest in CA and among the
highest in USA) of heroin, LSD, and methamphetamine use. More than half of the city’s unsheltered
homeless have psychiatric disabilities. In addition to the known populations with high rates of mental
illness, emerging new populations (e.g., the elderly, released prisoners, and underserved veterans) have
a growing burden of undiagnosed and untreated mental illness. Some of the SFCCC clinics are not
properly prepared to assess, diagnose, and treat mental illness. Moreover, at initial contact, a lack of
identification or referral to off‐site MH services often results in no mental health treatment and lost
opportunities for future care.
Patient Population
The ten partner clinics are located in the most ethnically and culturally diverse neighborhoods of San
Francisco (Chinatown, the Mission, South of Market and the Tenderloin). More than 30 languages and
dialects are spoken in the clinics. The majority (87%) of the patients have incomes under 200% FPL with
64% under 100% FPL. The clinics serve more than 70,000 patients a year: Asian 42%, Latino 26%,
Caucasian 16%, African American 9%, Native American 2%, 2% Filipino, mixed race or unknown 3%.
Goals for Special Project:
1.

To assess the capacity of the SFCCC member clinics’ programs and facilities to implement
MH/BH/PC services:
a.
b.

2.

SFCCC/SFDPH Primary Care Council will develop MH/PC integration options that are culturally
and linguistically appropriate, financially sustainable, and can be implemented in SFCCC member
clinics according to patient care needs.
a.
b.
c.

3.

Design, conduct, analyze, and report a survey for each clinic regarding its patient
population and MH/BH needs.
Devise work plan based on the survey report for each clinic to develop needed
resources including forming a partnership with SF Department of Public Health for the
placement of appropriate MH/BH staff in the clinics.

Continuing and maintaining the 26 year collaborative partnership with SFDPH promoting
health system development.
Continuing to collaborate with SFDPH Community BH Services to link clinic patients and
providers with MH/BH care.
Playing an active role in the Primary Care Council – formal agreement between SFCCC
and SFDPH.

Ensure that the clinics receive assistance in obtaining the resources needed to institute and
sustain MH/BH services
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a.
b.

Maximize third party billing (e.g., FQHC, Short‐Doyle funds) for BH/MH services with
ongoing training of key staff and consultation.
Ongoing consultation to accurately record revenue and manage accounts receivable,
coding, and providing management reports for optimal oversight.

Evaluation
1.
2.

The survey project will produce a written status report that will be the baseline from which each
clinic will determine their work plan.
The third party reimbursement billing and coding training and ongoing consultation will be
measured by pre‐test before the trainings and post‐test 6 months and one year after the
trainings.
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CommuniCare Health Centers
CommuniCare Health Centers is a private, non‐profit health care organization and is the primary safety
net provider of culturally competent primary care to the culturally, linguistically, and ethnically diverse,
low‐income, uninsured and underinsured residents of Yolo County (Northern California). Services
include primary medical and dental care, perinatal care, substance abuse treatment services, health
education and outreach at six clinic locations throughout the county in Davis, Woodland, West
Sacramento, Knights Landing, and Esparto. Substance abuse treatment services are offered at John H.
Jones Community Clinic in Woodland and John H. Jones Community Clinic in West Sacramento. In Yolo
County, there is a persistent and widening gap in the availability of mental health services for the low‐
income, uninsured, and underinsured population that prevents access to timely referrals for those with
mental health diagnoses that are mild to moderate. This gap in services has given rise to increased
community concern over documented escalating levels of untreated mental illness in the county’s
underserved population and the reported ever‐increasing difficulty for the low income population to
access BH services. Four years ago, CommuniCare began to study the feasibility of expanding access to
mental health services for its patient population and to research existing models for integrating
behavioral health services into primary care clinics.
Patient Population
Last year, CommuniCare provided a total of 81,692 visits to 21,931 patients. This included 1,201
unduplicated behavioral health patients. An additional 42,406 health education and outreach
encounters were provided in the clinics and in the community.
Current Integrated Behavioral Health Approach
Currently CommuniCare’s Substance Abuse Treatment Program offers the following interventions and
outreach programs:





Perinatal Day Treatment (PNDT): an intensive day care rehabilitative SA treatment program
developed to meet the gender‐specific needs of pregnant and parenting women with young
children.
Dual Diagnosis: an integrated outpatient program serving adults who are experiencing a range
of mild to moderate mental health issues (e.g., depression, anxiety, grief, post‐traumatic and
other disorders) that complicate and contribute to their SA.
Outpatient Substance Abuse Recovery Program (OSARP): an outpatient drug‐free program
providing SA treatment and aftercare for adults who need assistance both in beginning a clean
and sober lifestyle, as well as transitioning out of treatment with a healthy support system.
Youth for Recovery (YFR): an outpatient SA treatment program for adolescents, including those
with co‐occurring mental health issues.

The clinic offers substance abuse treatment services and most referrals (90%) are from various county
departments or programs (County Probation Department, Child Protective Services, County Alcohol,
Drug & Mental Health Dept, CalWorks, Drug Court, Parole Office, and Prop 36 program). Five percent
self refer and five percent are referred by PCPs. The average length of a behavioral health (SA) services
16
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visit is more than one hour. The average number of BH (SA) visits is 92 per client. There is no cap on the
number of visits.
Goals for Special Project:
The goals of the project are to: improve integrated care and service provision across primary care,
mental health, and substance abuse treatment services; enhance referral and treatment pathways;
increase screening and case management services; initiate case reviews and evaluations by a Health
Care Team; and improve health outcomes by improving patient compliance with treatment plans.
Special Project Activities:
1.

Increase behavioral health referrals from PCPs.
a. BH service referrals will be tracked from PCPs.
b. Follow‐up PHQ‐9 will be administered by BH worker.
c. I2i tracks will be used for PHQ‐9 tracking.
d. MAs will score the PHQ‐2 and CAGE‐AID, which are completed as part of patient health
histories (including dental intake), and patients scoring within at‐risk range will be
referred to BH worker after seeing the primary care provider.
e. All prenatal patients receive the PHQ‐9, CAGE, and the 4Ps; referred when appropriate.
f. Communicare will migrate descriptive data into i2i tracks from practice management
system.
g. Communicare will not log the length of time for first intervention after referral.

2. Further the integration of the substance abuse program with behavioral and medical health
services.
a. SA counselor will administer the PHQ‐9 to SA clients.
b. The SA client data will go into i2i tracks; Positive screens will be referred for co‐
occurring services.
c. Communicare is using the Global Assessment of Individual Needs – GAIN – and will
couple it with the PHQ‐9; repeat measures using the GAIN will occur when patient
advances from phase I to phase II to phase III and phase IV.
d. For SA/MH, GAIN and PHQ‐9 will be completed at baseline and at each phase change.
e. Communicare has provided information on GAIN and will send instrument.
f. An estimated 20% of MH patients will be referred for SA treatment.
g. Communicare does not need to track 80% of CAGE‐AID screenings; policy is on universal
screening.
3. Increase positive clinical outcomes, including:
a. 50% of patients will demonstrate a decrease in depression.
b. Improvement of average PHQ‐9 score among patients treated for depression based on
initial assessment and every six visits thereafter or at discharge.
Evaluation
1. Reports from data entered into the Practice Management System and the i2iTracks patient case
management system will be used to measure the progress and effectiveness of meeting the
objectives of the proposed project. Both systems record patient data and type of service for each
visit, as well as tracking the appointments made and kept for each case managed client.
17
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2. Baselines will be established in the first three months for provider referral rates to SA treatment
services and length of time for referred patients to access behavioral health services.
3. Monthly tracking of these measures will be reported to the SA Treatment Program Director for
review and presentation to the Health Care Team in order to make necessary program adjustments
for improving results.
4. Review by the Health Care Team of patient treatment plans and charts will provide data for
measuring rates of patient compliance and improved health outcomes among case‐managed
patients.
5. Surveys taken every six months will continue to measure patient satisfaction with SA services.
6. Surveys of provider satisfaction with referral processes and SA treatment services for their referred
patients will periodically be reported by he Health Care Team.

Sustainability Goals:
1.
2.

3.

The proposed project will be sustained in part by billable patient fee‐for‐service for the mental health
visits provided by the Behavioral Health Specialist (LCSW).
The Case Management Assistant will contribute to sustainability by providing assistance to improve
patient eligibility for healthcare coverage programs, as well as increasing kept appointments for
billable services by case managed patients.
Indirectly, the project will contribute to organizational sustainability by incrementally improving
provider productivity through improvements in patient compliance with treatment plans and kept
appointments resulting from case management of a segment of our patient population that would
otherwise experience great difficulty in managing their own care.
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Community Health Clinic Ole
Clinic Ole is a Federally Qualified Health Center based in the city of Napa, serving all of Napa County,
with satellite clinics in St. Helena and Calistoga. Napa County covers 754 square miles, with a population
of 135,884 residents. Clinic Ole is the primary care safety net provider for the county. The County
Department of Health and Human Services does not provide primary health care services, there is no
county hospital, and few private practice physicians accept MediCal. Clinic Ole is the only health care
provider in Napa that offers a sliding fee scale and all providers are bilingual in Spanish and English,
which is notable given that few private practice physicians in the County speak Spanish. Additionally,
the clinic provides health services to the homeless at the local homeless day shelter in downtown Napa,
as well as student health services at Napa Valley College.
Patient Population
The clinic’s target population includes 27,906 (22.5%) Napa County residents that live below 200% of the
FPL, and 21,749 migrant and seasonal farm workers and their family members. Clinic Ole patients are
largely Latino (71%), and half of these are monolingual Spanish speaking. A quarter of the patients are
Caucasian, with the remainder Asian, African American, and Native American. Clinic patients are very
low‐income: 98% earn incomes below 200% of FPL and 70% earn incomes below 100% FPL.
Integrated Behavioral Health Approach
The current BH program uses three experienced behavioral health consultants (BHC, FTE 1.9) to perform
clinical assessments, provide therapeutic interventions, monitor their clients’ treatment progress, and
work closely with primary care providers (PCP) in developing joint primary care treatment plans. Two
are bilingual licensed clinical social workers (LCSWs) and the other is a marriage and family therapist
(MFT). Additional staff include a paraprofessional bilingual behavioral health assistant (1 FTE) who
provides information and referral services and patient education, and a program assistant (1 FTE) who
provides clerical support, and uses the computerized data systems Meditracks and HealthPro to track
client contact information, and potentially clinical outcomes. The program uses the Strosahl model of
integrated behavioral health care. In 2007, Clinic Ole provided 43,908 patient visits to 13,910
unduplicated patients with 1,414 unduplicated behavioral health patients. The average number of
behavioral health visits is 2.5, and visits average 15 – 20 minutes in length.
Goals for Special Project:
Through this project, Clinic Ole aims to advance cross‐system collaboration and promote best practices
to create a collaborative county‐wide system that shares the burden of treating the mentally ill in the
community.
Activities to Support Special Project Goals
1.

Increase county‐wide collaboration and coordination between agencies providing services to
mental health clients.
a.
The mix of providers includes Queen of Valley Medical Center (ER); Family Service
(outpatient MH program and residential program); Kaiser Permanente (County referrals
of Medi‐Cal patients).
b.
Clinic Ole is facilitating convenings among key players to develop MOUs concerning
referral arrangements.
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c.

2.

3.

4.

5.

Shift care from County DMH to Clinic Ole by transferring patients requiring medication
maintenance to Clinic Ole’s PCPs, freeing up County for patients requiring psychiatric
interventions;
d.
Facilitate a meeting between Sonoma County DMH (the model for the Napa program)
and upper management at Napa County.
Increase collaboration and coordination between Clinic Ole and Napa County Mental Health in
transferring the medication monitoring function to the PC clinic
a.
Facilitate sharing and releasing information between Clinic Ole and County Mental
Health;
b.
Allow Clinic Ole to bill for follow‐up appointments with PCPs;
c.
Flag and profile patients served by County Mental Health and Clinic Ole using the clinic’s
practice management system.
Increase the skill and confidence of Clinic Ole and partner providers in treating mental health
patients.
a.
Provided five trainings on psychopharmacology for Clinic Ole and partner providers,
including PCPs and BH staff that are part of the Redwoods Rural Coalition. All sessions
included a post‐test evaluation to assess the overall helpfulness to and knowledge
gained by providers.
b.
Hold monthly case conferences on aspects of managing MH issues.
Develop standardized best practice tools, such as outcome measures, templates and order sets
for use in health centers regionally.
a.
Organize a staff committee of CHCs (collaboration involving four or five health centers)
to decide on clinical outcomes to use and common fields for EHR.
b.
Recommend forms and uses for data.
c.
Select and recommend data tools and strategies, including: a screening instrument, pre‐
and post‐test assessment form, referral forms, recommendations on data to be included
in patient’s medical record, and how to optimize technological capacity.
Disseminate key learnings about this effort to other communities who are interested in this
model.

Sustainability Goals:
By reducing the county’s burden for some on‐going mental health cases, the County can focus limited
psychiatric resources on the most urgent and difficult cases. Clinic Ole will then work closely with a
variety of community organizations that provide counseling, substance abuse and support services to
the mentally ill to coordinate care for patients seen in Clinic Ole for medication. This shared
responsibility model will be more economically sustainable in the long term. Conducting a collaborative
planning process with community partners and developing new provider skills in this area will increase
the chance of successfully meeting this growing community need and provide a model that can be
disseminated to other communities. Further funding will be sought from local sources to continue the
effort to provide mental health services to uninsured patients.
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Glide Health Services (Glide Foundation)
The Glide Health Services (GHS) is a nurse‐managed FQHC Healthcare for the Homeless clinic site that
provides comprehensive primary health care to San Francisco’s homeless and indigent. The emphasis is on
holistic, client management practice for its medical, complementary care, and mental health and substance
abuse services. The clinic is located in the Tenderloin (TL) of San Francisco serving a population that has the
highest incidence of substance abuse, mental illness, health disparities, and complex issues associated with
homelessness and poverty. This population has an unusually high prevalence of MH and SA disorders.
Recent studies indicate that over half the homeless population in SF met the standard CAGE criteria for
lifetime history of alcoholism. The homeless represent 34% of all clients served by SF’s publicly funded
treatment programs (2,973 out of 8,744) with 74% of admissions to detoxification programs. The TL
neighborhood surrounding Glide is a focal point of SA activity, having the largest proportion of injection drug
clients who reported using a needle in the past year (20%).
Patient Population
Clients are predominately homeless (48%), uninsured (88%), and racially diverse (34% AA, 25% Caucasian,
10% Hispanic, 12% API, 1% American Indian, and 18% Multi‐ethnic/other). In 2007 GHS provided 13,331
visits to 2,996 unduplicated clients with 472 unduplicated BH clients. Internal client surveys report 48% of
the clients with MH issues (depression, PTSD, Schizophrenia), 51% with SA issues (alcohol and street drugs),
and 30% reporting both MH and SA issues. The surveys also indicate that clients needing or seeking MH/SA
services overwhelmingly prefer to receive those services at Glide (83%). It is projected that of the 3000
clients currently using medical services at GHS, over 1000 have SA that could be treated effectively at the
clinic.
The behavioral health clients at the clinic are 55% self‐referred, 40% referred by PCPs, and %5 referred by
partner clinics/programs. The average length of a behavioral services visit is 30 ‐45 minutes. The average
number of behavioral health visits is 3.5 and there is no cap on the number of these visits.
Goals, Activities, and Evaluation for Special Project:
1.

Accurate SA assessment and referral practices by GHS providers and non‐medical staff.
a.
Provider and non‐medical staff (MAs) training on use of the CAGE‐AID.
b.
Pilot test CAGE‐AID.
c.
The CAGE‐AID is administered quarterly to every Glide patient.
d.
A post‐test assessment will be used to assess knowledge gain.

2.

Incorporate CAGE‐AID into the electronic record of all GHS clients to gather electronic data on
substance use disorders.
a.
Additional fields will be added as part of a planning process to the electronic health record.
b.
Monthly analysis of data trends, including diagnoses and referrals and discussion provider
meetings, will be produced by the vendor including dashboard reports (Alliance of Chicago).
c.
Analysis will include PHQ‐9 profiles.
d.
Establish baseline of SA disorders for GHS client population based on EHR data extractions.

3.

Implement brief treatment motivational interviewing tools to improve patient compliance with
treatment.
a.
Onsite training for PCPs, medical assistants and mental health staff.
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b.
c.

Glide will assess providers’ knowledge on using motivational interviewing techniques based
on post‐test instrument.
Glide will assess provider and staff satisfaction with use of the motivational interviewing
techniques using a satisfaction instrument toward end of grant period.

Sustainability Goals:
1.
Increase MH and SA services to strengthen GHS as a candidate for future funding.
2.
To develop a MH/SA program that meets the requirements of the Department of Public Health’s
Community BH Services (CBHS) and other potential long‐term sources (city, state, & federal)
funding.
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La Clinica de la Raza
For the past 37 years, La Clinica de La Raza, Inc. (La Clinica) has provided primary health care to
underserved populations in the Eastern San Francisco Bay Area. La Clinica serves close to 50,000
patients annually at 24 service sites located throughout Alameda, Contra Costa and Solano counties.
Nearly three‐quarters (72%) of the patients are Latino, half are uninsured, and 94% are below 200% of
the Federal Poverty Level.
Patient Population
There were 49,488 unduplicated medical patients agency wide in 2007. Of these, 270 were unduplicated
behavioral health patients (served at La Clinica Vallejo). All behavioral health patients were referred by
the PCPs. The average number of behavioral health visits was 1‐2/year and visits last an average of 20‐
30 minutes. There is no cap on the number of visits.
Current Integrated Behavioral Health Approach
Currently La Clinica de la Raza is implementing a BH integration model (beginning with the Vallejo clinic
in 2006 and followed by both Contra Costa County sites in 2008). The core of the model is the Behavioral
Medicine Specialist (BMS), who is nested in the primary care setting and receives “warm hand‐offs”
from primary care providers to deliver brief behavioral health interventions. This “core component” of
La Clinica’s specific model was the agency’s first step toward implementing behavioral health integration
and is a key tenet of the Strosahl model. La Clinica staff has adapted the Strosahl model to be culturally
and linguistically appropriate for their patient population (primarily Latino immigrants). Implementation
of integrated behavioral health for the target population has unique challenges including cultural stigma
around mental health issues, inconsistency in attendance at scheduled primary care visits, and lack of
insurance coverage (and therefore reimbursement for services).
Goals and Evaluation for Special Project:
1.

2.

Distribute an effective behavioral health screening instrument designed specifically to use in the
primary care setting and targeting a low‐literacy Spanish speaking Latino population.
a.
Universal screening for behavioral health issues is occurring at three sites and the goal is
to provide screening to every adult patient is screened at least once each year.
b.
Behavioral Health screening results are linked with other health status indicators.
c.
PCP referral criteria to BH services for the “four‐level response” is “a lot” or “always.”
d.
The instrument also includes three fiscal impact measures pertaining to emergency
department utilization.
e.
Approximately 1,500 instruments completed thus far over a four month period
f.
Follow‐up calls are made to BH patients with a positive screen and to screen a second
time in a phone call. Patients receiving BH services and those not receiving BH services
will be asked to respond to the BH screen by phone for comparison.
g.
La Clinica uses an independent process of data entry into Excel, which they send to their
evaluators (AVISA Group).
Develop and distribute a guide to adapting BH integration practices and systems in the PC
setting (targeting underserved Latino populations) to create a strong PEI prototype for Mental
Health Services Act (MHSA) funding.
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a.

3.

4.

Currently a referral form is completed by a PCP and forwarded to their Behavioral
Medicine Specialists (BMS); a separate assessment is made by the BMS and returned to
PCP for signature. This data is also sent to the evaluators.
b.
No‐shows are currently tracked in the practice management system to see if there are
any notable differences that impact on the no‐show rate, including how the service is
presenting to the client. The Behavioral Health Screen includes a patient “decline
referral” option. Decline rate is expected to be higher where integration is lower.
c.
No shows will be tracked by type – e.g., cancelled appointment vs. no‐show without
cancellation.
d.
The follow up on “no shows” is to call patient three times.
e.
The guide will include recommended policies and procedures, e.g. “lessons learned”
Pilot test at least 1 support group at each La Clinica site in Contra Costa County (La Clinica
Monument and Pittsburg).
a.
These will be mixed anxiety and depression groups to be facilitated by master’s level
social (medical social workers) workers in Spanish of eight sessions at two sites.
b.
Two assessment instruments will be used: the PHQ‐9 and the Zung (generalized anxiety,
panic and PTSD signs and symptoms) assessment tool. They will introduce repeated
measures.
Evaluate efficacy of support groups in enhancing the overall effectiveness of Strosahl’s
behavioral health model for Latino, Spanish‐speaking populations.
a.
Methods for fidelity assessment to be determined.

Sustainability Goals:
The Behavioral Health Integration Program (BHIP) Manager, BH Director and BHIP evaluators will be
analyzing “no show” rates at BMS appointments, revenues generated by the program, and quantifiable
improvements in behavioral health outcomes for those who accessed behavioral health services. The
valuable lessons to share will be developed from the strategies shaped by overcoming the obstacles that
they’ve experienced. The BHIP Manger and BHIP Director will work on how to frame these lessons
learned as the basis for a PEI model that would be a strong candidate for MHSA funding. The lessons
learned will serve as a model as they expand to the large sites in Alameda County with MHSA PEI
funding. Increased patient revenues also play a role in sustaining services. Framing this in an effective
manner will involve translating concepts, objectives and methods originally employed in a primary care
setting to a language and approach that will be consistent with PEI/MHSA language and requirements.
The guidelines can be a tool to assist Latino focused primary care clinics wishing to start a behavioral
health integration project when applying for MHSA funding.
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LifeLong Medical Care
LifeLong Medical Care is a Federally Qualified Health Center that operates six primary care medical
clinics (some of which target specialty populations, e.g., pediatrics, older adults and homeless
individuals), a dental clinic, an adult day health center, and ten supportive housing sites located
throughout Berkeley and Oakland in Alameda County. LifeLong serves all ages, and has developed
nationally‐recognized models of care for the elderly and people with disabilities. One in four patients is
elderly or disabled.
Patient Population
In 2007, the clinics served 18,000 unduplicated patients with 116,000 encounters. There were 1,897
unduplicated behavioral health patients; 10% were self‐referral, 75% referred by PCPs, 15% referred by
Homeless Action Center, other outside agencies, friends, & case managers.
Goals of Special Project:
LifeLong’s goal is to support a seamless continuum of care for the client, so that clients feel that for
almost any problem they have come to the right place.
Activities to Support Special Project:
1.

Develop processes and protocols to be integrated into i2i new software which supports an
integrated approach to patients with chronic conditions.
a.
Focus of pilot will only be on patients with diabetes that are seen @ all six clinics.
b.
i2i tracks data will include behavioral and clinical values obtained from laboratory
reports.
c.
A flagging system will be developed for i2i tracks to identify patients with diabetes that
are also being seen for behavioral health.
d.
i2i tracks will include mental health diagnoses information including PHQ‐2 and PHQ‐9
scores;
e.
LifeLong will evaluate the provider survey and may add additional questions;
f.
A facilitated SWOT will occur twice over the course of the grant period (near beginning
and near end) to assess the developmental process of using i2i tracks;
g.
LifeLong Medical will participate in the IBHP sponsored meeting with other grantees
involved with i2i tracks development for sharing of strategies and information.

2.

Improve processes for collaborative treatment planning (interdisciplinary team meetings)
a.
Emphasis is on improving case conferencing among providers;
b.
LifeLong will pilot use of the Schwartz Center Rounds, a facilitated meeting at which
providers discuss emotional aspects of working with different types of clients. This
approach supplements case conferencing and affords providers an opportunity to
confidentially express personal feelings about their clients as an alternative to
discussions during case conferencing. Schwartz Center Rounds will be offered monthly
and participation will be voluntary.
c.
LifeLong will determine provider readiness to engage in case conferences exercises;
d.
LifeLong will assess utilization of case conferencing and levels of activity across the six
sites to determine the level of supports required to ensure that case conferencing
occurs and is viewed as beneficial.
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e.

3.

LifeLong will establish a baseline for case conferencing and determine how often
sessions occur and who attends.
f.
It is hypothesized that among the barriers to case conferencing is the use and
involvement of part‐time staff and those with varied/flexible schedules.
Develop an organization‐wide intern training program within an integrated behavioral health
environment to increase BH capacity within LifeLong.
a.
LifeLong is interested in understanding how interns can be used to free up provider
time, and how they are prepared for integrative care (there currently is not a system at
LifeLong for integrating interns across disciplines).
b.
LifeLong will produce a paper on the process of recruiting and training interns for
integrated placements. There may be other logical areas to integrate such as palliative
care.
c.
LifeLong will query all the clinics to determine what other needs the agency may have in
intern placements.
d.
LifeLong currently has mental health interns from the Wright Institute and UC Berkeley
School of Social Work.

Sustainability Goals:
1.

Based on prior experience, LifeLong has learned that changes in care processes – if regarded by
staff as positive – tend to be sustained. In this project, LifeLong will clarify roles of each member
of the chronic care team, which will lead to more efficient use of staff, and reduce the time
spent by primary care providers to address behavioral health issues. These changes are
expected to be sustained after the project ends.

2.

Financial viability will be enhanced by increased numbers of interns, which will allow the
licensed staff to increase productivity (more billable services), and a potential for a FQHC rate
increase.
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Long Valley Health Center
The Long Valley Health Center (LVHC) provides access to health care for the residents of a geographically
isolated area 3 ½ hours north of San Francisco in Laytonville. This is a rugged and rural area, a Federally
Designated Frontier (5.4 people per square mile) of 840 square miles with a population of 4,100 people.
LVHC provides primary medical care, dentistry, BH counseling and SA treatment, acupuncture,
chiropractic care. In addition they have a dispensary for acute care medications, samples, and patient
assistance program to provide medication for low‐income patients with chronic care needs.
Patient Population
The majority (80%) of the population is Caucasian, 14% Native American, 5% Hispanic, and 1% African
American. Over half of the area residents have no or low incomes and are uninsured. Employer‐paid
insurance is rare or limited with high deductibles, co‐payments, and restricted provider pools. LVHC
clients are economically disadvantaged and living in substandard housing, without economic
opportunities (typical to rural areas). More than two‐thirds of the patients live at or below 200% of FPL
and almost half of the client families use Federal or State supported health care insurance.
In 2007, LVHC served 2,419 unduplicated medical patients and 1,304 unduplicated behavioral health
patients in 2007. The most common diagnoses or reasons for behavioral health treatment include mood
disorder (bi‐polar, depression, anxiety, adjustment, and intermittent explosive disorder), patient and
child/partner relationship problems, psychological factors affecting medical conditions, couples therapy,
and chemical dependency addiction (50% of the patients at LVHC). Nearly two‐thirds (60%) of the
behavioral health patients were self‐referred, 20% referred by PCPs, and 20% referred by Justice
System. The average length of a behavioral services visit is 45 – 60 minutes. The average number of BH
visits is 6 – 7 per year.
Goals of Special Project:
The overall goal of the project is to promote intra‐clinic collaboration between the PCPs and the BH
providers through an improved screening and referral process. Specific project objectives include:
1.
2.
3.

4.

All medical provider patients will be screened at least once for a behavioral disorder.
At least 50 health care patients requiring BH and/or SA services will be identified and
appropriately referred.
All patients entering the chemical dependency program will be screened for BH or medical
problems. At least 25 chemical dependency patients needing behavioral health or medical care
will be identified and appropriately referred.
All patients screened for chronic pain will be referred to behavioral health and offered a pain
management tutorial.

Activities to Support Special Project
1.
2.
3.
4.

Identify/modify screening tools to use for patients entering the medical clinic or the chemical
dependency program.
Pretest screening tools with small patient sample and modify as needed.
Develop case management, project implementation and conferencing protocols.
Train front desk, medical and behavioral staff about the project components; screening tools,
protocols, case management and case coordination.
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5.
6.
7.
8.
9.
10.
11.
12.
13.

Ensure that each new and returning medical patient completes a medical history and selected
screening tool to assess behavioral health and/or alcohol and drug use;
Implement screening procedure.
Make appropriate referrals made based on screening results.
Refer patients screening positively to the case manager for an in‐depth intake interview,
including administration of the Alcohol Severity Index.
Ensure that all new chemical dependency patients complete a medical history checklist and
other screening tool(s) to determine if behavioral or medical services are needed.
Enter relevant data into the tracking program on all patients screened, referred and case
managed.
Work with medical staff to ensure full participation via case conferencing, personal contact, case
conferencing, etc.
Once screening is underway, begin scheduling a minimum one hour weekly patient case
conference covering up to three clients.
Plan and allow for spontaneous time‐limited case conferencing on an as needed basis.

Evaluation:
1.

2.
3.

Document (client tracking program software) and report the number of patients screened;
number referred; services to which patients were referred; and number of case conferences PCP
and BH providers have participated in.
Develop criteria, measurements and standards to be used in chart review.
Review sample charts (developed in concert with IBHP) to assess client progress for health and
BH conditions and sustained recovery.

Sustainability Goals:
Currently, the Mendocino County Mental Health and Alcohol and Other Drug Departments provide no
direct services in the northern part of the County and transportation to programs in other parts of the
County is limited. Therefore, LVHC intends to become a site for the state‐mandated DUI first and
second offender education program, which will generate revenue that will be used to fund the
integrated behavioral health project.
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Petaluma Health Center
The Petaluma Health Center is located in the town of Petaluma in Sonoma County. There are
approximately 118,000 residents of greater Petaluma and nearly 35% are “working poor” in seasonal or
low‐wage jobs without health benefits that support the county’s economic mix of agriculture, tourism,
small businesses, and second homes. Ten percent of the population has no medical home and use the
emergency room for their health care resulting in costly over‐utilization of local hospital resources. The
chronic shortage of primary care physicians in Sonoma County is a contributing factor in the high use of
the emergency room for medical care. Moreover, the shortage is increasing as the number of primary
care physicians decreased by nearly ten percent while the population increased by 10.3% between 1995
and 2001. An estimated 6% of the county’s population has a serious mental health condition (30,000
residents). Mental illness is the third leading cause of hospitalization in the county and, among youth, it
is the most frequent cause of hospitalization. Rural isolation, language, culture, affordability,
transportation, and distrust limit access to health care. PHC is the only safety‐net provider in South
Sonoma County; the demand for services outstrips current capacity. 92% of the clinic’s patients live at or
below 200% of FPL and 37% do not have health insurance.
Patient Population
Forty percent of the PHC clients (4000 of 10,000 patients) present with mental health issues; depression,
anxiety, personality disorders, dual diagnosis with additional psychosocial problems linked to unstable
living conditions due to low income and homelessness. Additionally, 30% of those (1,200) patients
present with substance abuse problems (e.g., alcohol, marijuana, methamphetamine, and opiate
abuse/dependence). There is also a significant alcohol and drug use problem among high school
students in Petaluma. Nearly all substance abuse treatment services are located in Santa Rosa, 30 miles
from the city of Petaluma. Untreated mental health and substance abuse issues exacerbate the overall
health risks of this population. PHC reports that patients with illness and injury triggered or worsened by
substance abuse, e.g., accident related injuries, diabetes, hypertension, liver abnormalities, and cardiac
problems.
PHC sees approximately 13,800 unduplicated medical patients, with more than 65,000 visits. About 49%
are Latino, 58% of whom are monolingual Spanish speakers. 680 are unduplicated behavioral health
patients. 15% are self‐referred, 75% are referred by the PCPs, and 10% are referred by the County. The
average length of BH services visit is 15 – 20 minutes. The average number of BH visits is 12/day. There
is no cap on the number of BH visits.
Goals of Special Project:
1.

2.

IBH services will be available 90+% of clinic hours (compared to the current 82.5% availability)
and expand during prime times for clinic patients.
a.
IBH staff working in medical clinic during hours of operation.
b.
Two IBH providers will be available during busiest hours (possibly relocate clinic to
larger facility to accommodate larger staffing).
Create opportunities for increased integration.
a.
Case conferences every three months to include all PCP, BH, & MH providers.
b.
PCPs and BHC meet every Wednesday.
c.
PCH will develop a list of training topics for PCPs.
d.
Consulting psychiatrist is available 16 hours week.
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e.

3.

4.

5.

6.

7.

8.

Administer (2x – beginning/end of grant period) and analyze provider survey that will
include IBHP providers, non‐IBHP providers, support staff and nutritionists
Identify and treat patients in need of behavioral services.
a.
Universal screening of patients using the PHQ‐2 at each visit with their addition to
intake and appointment questions.
b.
If the PHQ‐2 indicates possibility of depression, the PHQ‐9 will be given to patient by
MAs.
c.
Patient honesty with MAs to be a key training area for MAs.
d.
PHQ‐9 to be administered once each year.
PHC will incorporate the PHQ‐9 in the Quality Improvement (QI) system
a.
Complete chart audits in compliance with PHQ‐9s.
b.
Weekly goals for completion of Patient Instrument, which will include the PHQ‐2 and
PHQ‐9, documentation of patients agreeing to receive IBH services, patient satisfaction.
Enhance SA integration by screening 80% of primary clinic patients age 13+ (8,000) patients for
SA issues.
a.
Audit patient’s charts for screening tool.
Establish clear referral and treatment pathways for those who screen positive.
a.
Screening date, referral date, and 1st appointment date for study cohort to be
documented on spreadsheet.
b.
A standard referral form will be in charts of referred patients.
Provide integrated and expanded SA services that result in patient outcomes of at least 20%
improvement.
a.
Improvement to be based on pre and post test “readiness for change scale” (SA
counseling assessment).
b.
Participants must attend at least three sessions to be assessed for change.
Establish a screening, education, and referral system within the Petaluma school system.
a.
Collaboration with county mental health and the local emergency room.
b.
PHC to develop description of developmental process and barriers encountered.

Sustainability Goals:
The PHC will continue to seek additional grant funding to support these valuable and effective services
and advocate for a MediCal policy change to allow same day billing for two visits (primary care and
behavioral health).
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South Bay Family Healthcare Center
The South Bay Family Healthcare Center is a Federally Qualified Health Center (FQHC) providing patients
of the Greater South Bay and Harbor Gateway communities with a full range of services, including
primary care, chronic disease management, behavioral health, dental care, and mobile health services.
In more than half of the cities served by SBFHC — Compton, Hawthorne, Inglewood, and Lawndale —
over 40% of families live at or below 200% the Federal Poverty Level (FPL) and in Compton alone nearly
one in four residents live below the FPL (U.S. Census Bureau 2008). This is a diverse patient population
with 90% of patients drawn from minority communities. Eighty percent of the patients are completely
uninsured, and 20% are significantly underinsured.
Nearly 75% of patients suffer some form of chronic illness. South Bay residents suffer from higher rates
of obesity, lung cancer, breast cancer, cardiovascular disease and asthma than residents of the county as
a whole (Los Angeles County Department of Public Health, 2007). Living with a chronic illness has been
shown to impact emotional and mental well‐being; leading to stress, anxiety, depression, anger and a
feeling of loss of control. The clinic’s older adult patients present with myriad mental health/emotional
needs and related issues, such as depression, bereavement and memory loss, in addition to
physiological concerns.
Patient Population
The unduplicated medical patients for 2007 was 14,552 with 200 unduplicated behavioral health
patients. The majority (90%) were referred to behavioral health services by PCPs, 7% by the Department
of Mental Health, and 3% were self‐referred. The average number of behavioral health visits is five and
the average length is 15 minutes or less. There is no cap on the number of visits.
Special Project Goals and Activities:
The project goal is to increase positive treatment outcomes through a more fully integrated BH
program. The following activities will support the achievement of this goal:
1.

2.

Customize i2iTracks templates to track the identified IBH conditions and data, sharing the
lessons learned and the templates with the other clinics.
a.
Transfer descriptive data into i2iTracks matching with outcome data collected on
patients; tracking individual goals and medication compliance as well as referrals made
by each provider.
b.
Survey PCPs, BH specialists and support staff involved in i2iTracks functions assessing
their ease of utilization and satisfaction.
c.
The i2iTracks pilot will target the Redondo Beach site and be used across all sites to
compare integrated services.
d.
Utilization patterns by clinician will be analyzed; pre‐testing will occur at onset of
project and post‐testing three months afterwards. The scores will be cross‐referenced
against utilization patterns that will be obtained from i2iTracks systems reports.
e.
Prescribing patterns will be analyzed and providers will be surveyed (pre‐ and post‐
tested) with their comfort in prescribing psychotropic drugs.
Provide integrated behavioral health services annually to 800 patients through 3,200
encounters.
a.
Double mental health clinician (MFT) hours to eight hours each week.

31

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 33 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

b.

3.

4.

5.

6.

7.
8.

9.

The addition of a full‐time patient care specialist (BSW) trained in motivational
interviewing.
c.
All IBH services will be at the Redondo Beach site.
d.
Some patients will receive short contacts (less than conventional 50 or 30 minute
session and only one or two encounters).
e.
Patients requiring BH services are currently identified by the PCP and referred to a BHP.
f.
The PHQ‐9 is currently used only for patients with diabetes; the frequency of repeat
measures for these patients will be decided this grant year.
g.
During the grant year the therapist will determine if 800 patients is a realistic number.
Increase BH interventions and decrease dispensing of unnecessary medications.
a.
Test hypothesis that prescribing patterns will stabilize (i.e., even out across providers)
with availability of BH therapy.
b.
Assess prescribing patterns using dispensing software and compare patterns against
baseline.
Improve patient acuity levels following receipt of BH services.
a.
Use of SBFHC’s self‐assessment scale to test patient’s ability to set goals and to adhere
to them.
b.
Focusing on diabetic patients, SBFHC will assess self reports on patients’ sense of self‐
management.
Improve compliance with medication usage among a minimum of 40% of patients previously
identified as noncompliant.
a.
Identified non‐compliant patients will represent the baseline and be tracked.
b.
Non‐compliance to be determined by patient histories.
c.
Fields regarding non‐compliance will become a part of the i2iTracks.
Reduce depression among at least 50% of those for whom depression is identified as a
presenting issue.
a.
Emphasis is on models of improvement. This is an exploratory endeavor.
b.
The projected percentage change will be reported, but not be associated with
compliance.
c.
Alternative models of treatment will include variable lengths of engagement over time,
duration of each session, provider type, receipt of case management, interval between
visits; attainment of self‐management goals, and acuity at onset.
d.
Measures will include the PHQ‐9, which will be entered into i2iTracks, and medications
prescribed and reports on compliance.
e.
PHQ‐9 will be administered by the MFT at three month intervals.
f.
There will be no patient satisfaction survey (previously proposed).
Reduce anxiety among at least 50% of those for whom anxiety is identified as a presenting issue.
a.
Corresponds with objective 6 with the addition of the Beck Anxiety Scale.
Improve compliance with self‐management goals among a minimum of 50% of patients.
a.
Corresponds with objective 6 without standardized measures.
b.
This will be tracked in i2iTracks from baseline.
Improve quality management between IBH staff.
a.
Provide pre‐ and post‐test provider satisfaction survey concerning quality management.
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Evaluation
To measure progress toward project objectives, SBFHC will establish baseline data for identified IBH
patient populations and will use these data to assess progress made toward desired outcomes. SBFHC is
using the following evaluation methods and measurement instruments to collect and tabulate baseline
and subsequent outcome data:
1.
2.
3.
4.
5.

6.
7.

Patient‐management system will track information regarding services provided, number of
patients served and number of encounters provided.
Patient charts will be used to evaluate diagnosis, acuity levels and medication use.
Patient Health Questionnaire‐9 scores will reflect over time reduction in depression.
Beck’s Anxiety Scale scores over time will reflect reduction in anxiety.
Patient‐management system tracks visits scheduled and made visits among project patients, in
addition to self‐management goals and level of compliance, thus indicating improvement in
compliance with healthcare visits and self‐management goals.
Human resources records, including staff files, performance reviews, and documentation of staff
training, will reflect adequate and appropriate staffing.
Pre‐ and post‐care patient and clinician satisfaction surveys will reflect success in service
delivery; and staff input will reflect integration of i2iTracks.

Sustainability Goals:
1.
2.
3.
4.
5.
6.
7.
8.

Maximize reimbursement from existing funding sources
Leverage private support
Provide education and outreach to community members in need
Maximize available space, and add additional facilities when “needs threshold” is reached
Use and improve recruitment and retention strategies to ensure the availability of an adequate
cadre of knowledgeable skilled staff
Anticipate that funds generated through passage of Proposition 63/Mental Health Services Act
New partnerships with the Department of Mental Health
The recent award of $32,640 by the Tools for Quality Fund for the i2iTrack chronic disease and
preventive health conditions project to greatly enhance capacity to provide high‐quality services
to a wider range of underserved patients, and to help leverage additional funds for technology
support for our IBH program in the future.
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All for Health, Health for All
All for Health, Health for All (AFH) is located in Glendale, a densely populated urban region of Los
Angeles’ San Fernando Valley. AFH also serves the residents of Pasadena, La Crescenta, Eagle Rock,
Altadena, North Hollywood, Highland Park, and Hollywood. One third of the Los Angeles Service
Planning Area (SPA) 2, in which AFH is located, shows residents living at or below 200% of the Federal
Poverty Level (FPL). AFH clients have higher rates of poverty if they live in Glendale (36%) and North
Hollywood (48.7%). One segment of adjacent SPA 4, which encompasses a portion of AFH’s service area,
has 54.8% of its residents living at or below FPL. Poverty status for AFH clients has been compounded in
recent years by escalating rents, which have increased by an estimated 32% in the past two years.
In 2006, AFH provided services to 4,389 patients through 21,440 encounters. Approximately 95% of
AFH’s patients are living at or below 200% FPL and 60% are uninsured. The majority (at least 60%) of the
service population is comprised of first‐generation immigrants from countries in Eurasia and the Middle
East (Armenia, Iraq, Iran, and Eastern European countries); Latinos comprise approximately 20%,
African‐Americans represent about 5%, Asian Pacific Islanders about 4%, and Caucasians represent
approximately 11%. The clinic’s multicultural staff speaks the languages and dialects of the patients that
they serve and delivers services in a manner that is respectful of patients’ traditions, cultures, and
religious backgrounds.
Integrated Behavioral Health Approach
Currently, AFH PCPs administer BH instruments only to patients for whom strong indicators of
depression, anxiety, or suicidal ideations present during intake or primary care treatment. Because the
stresses and trauma of the immigrant experience is so pervasive among our patient population, they
can tend to be normalized, resulting in a tendency for PCPs to offer counsel but not refer patients for BH
care. The average length of a BH visit is 20 – 30 minutes. The average number of BH visits is 10. The cap
on BH visits is 12. The BH clients are 60% referred by PC providers, 30% from other sources, and 10% are
self‐referral.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration.
a. Increase provider education and training on mental health disorders, including appropriate
diagnosis and referral practices.
b. Clinicians to maintain regular follow up protocols for patients with mild/moderate BH
conditions and refer to DHS specialty providers for SMI patients.
2. Enhance substance abuse integration.
a. Screen for history of drug abuse and potential for misuse during intitial visit.
b. Refer patients to pain management clinic and USC/OVMC when appropriate.
c. Evaluate patients for comorbid conditions such a fibromyalgia.
d. Decrease number of prescriptions written for continuous narcotic use.
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Asian Health Services
The Asian Health Services (AHS) clinic serves Asian Pacific Islander (API) clients in Alameda County.
Nearly 70% of AHS patients live at or below the poverty level. About 37% of the patients are uninsured
and 32% of our patients are on Medicaid, 17% are dual eligible Medicare/Medicaid and 10% in other
public insurance programs. Only 5% of AHS patients have private insurance. AHS’ bilingual staff
members provide services in eight Asian languages and play a key role in serving the 88% of AHS
patients who speak a language other than English.
Among the APIs living in Alameda County at or below 100% of the FPL, approximately 50.2% need
behavioral health treatment compared to 20.4% for the general Alameda County population. Many
members of this immigrant population come from countries experiencing war, genocide, and torture;
consequently they are suffering from severe mental health conditions such as Post Traumatic Stress
Disorder (PTSD). Despite the prevalence of mental health problems, only 3.7% of all Alameda County
APIs saw a health professional for emotional/mental health problems, which is the lowest rate of all
ethnic/racial groups and is about a third the rate of the general Alameda County population of 10.5%.
Currently 12.5% of AHS patients are diagnosed with a behavioral health conditions. The rate of
behavioral health condition is much higher among Southeast Asian patients ‐ Cambodian (36.2%), Mien
(24.3%), and Laotian (17.1%). AHS’ most common behavioral health diagnoses are depression,
generalized anxiety disorder, adjustment disorder, post traumatic stress disorder, schizophrenia and
bipolar disorder.
Integrated Behavioral Health Approach
In 2007, AHS had 18, 232 unduplicated patients and 498 unduplicated BH patients with 1,244
encounters. All the referrals are from PC providers. The increase in demand for BH services has
increased since 2001 to full capacity. There is a 2.5 month wait for an appointment with the LCSW. The
average number of BH visits is 2.5 for an average of 45 – 60 minutes. There is no cap on BH visits
Integration Improvement Activity
1. Increase timeliness of behavioral health care
a. Decrease wait time for patients to be scheduled for appt with LCSW
b. Increase availability of appt slots
c. Track patient no show rate
d. Document medical provider feedback regarding any changes in patient referral rates to BH
program
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Asian Pacific Health Care Ventures
Asian Pacific Health Care Venture, Inc. (APHCV) targets low‐income families, uninsured, monolingual and
underserved Asians and Pacific Islanders (APIs) for direct clinical and education services in the
Hollywood, Silver Lake, and Echo Park areas of Los Angeles through its main medical facility located in
Los Angeles. Additional health education and community economic development services are offered
within other regions of LA County.
APHCV established a school based health center in 2001 at John Marshall High School (JMHS) operating
30 hours per week providing direct, culturally competent, linguistically sensitive, and confidential
medical services to the 4,700 diverse students of JMHS. Many of the students at JMHS come from low‐
income families, with over 75% of the student body receiving free and reduced lunch. The student
health center population is comprised of 79% Latinos and 11% API. Last year, the JMHS Health Center
served more than 700 patients through 2,500 medical visits.
Integrated Behavioral Health Approach
Beginning in 2006, BH services (LCSW) were added to provide group counseling and crisis intervention
for students related to suicide, hospitalization, drug abuse, violence, death, and other issues. Many of
the student patients suffer from depression and anxiety due to issues of bereavement associated with
violent crimes, parental neglect from abandonment, deportation or incarceration; physical and
emotional abuse; and low self‐esteem. Additionally many students are undocumented and refuse to
participate in their school work as they do not see a future for themselves after high school. Students’
behavioral issues often manifest in overeating and high rates of obesity, physical ailments to avoid
interactive and physical activities, and emotional outbursts. While there is a great need for BH services
at JMHS, stigma and the limited ability of APHCV’s LCSW to meet the needs of the youth patients create
barriers to patients and other students from utilizing services. Nearly all (99%) of the referrals to BH
services come from primary care providers. The average length of a BH visit is 20‐30 minutes, and
patients average 1.6 visits. There is no cap on BH services.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Increase retention of BHC by 25%
b. Implement provider and client surveys which include level of satisfaction (after 4 visits)
c. Implement client surveys which include exploratory questions to barriers to treatment (only
given to clients who resist referral)
d. Track MH outcomes through evidence based measures (e.g. PHQ9) in i2i Tracks system
2. Primary/behavioral health professional skill building
a. Evaluate skill building trainings using core competency tool (pre/post)
b. Implement provider surveys evaluating therapeutic alliance
3. Reduce stigma
a. Implement student surveys assessing roadblocks to accessing MH services
b. Implement student pre/post surveys on attitudes and knowledge towards MH (given before
and after MH outreach campaign)
4. Advance cross‐system collaboration
a. Increase faculty referrals
b. Implement a faculty survey on attitudes/knowledge of MH services and barriers to referral
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Avenal Community Health Center (ACHC)
Avenal Community Health Center (ACHC) is located in Avenal, a small agricultural town of 9,000 in
California’s San Joaquin Valley (King’s County). The community is designated as a Rural Medically
Underserved Area (MUA), a Health Professional Shortage Area (HPSA), and a Dental Health Professional
Area (DHPSA). Avenal is 84% Hispanic/Latino, a dramatic increase from the 1990 Census (up 243% or
4,045 persons). The majority of the patient population is migrant/seasonal farmworkers and their
families from Mexico. Census data shows a 20% increase in migrant/seasonal farmworkers between
1990 and 2000. Over a 3 year period, patient surveys indicate that ACHC patients that depend on
agriculture for their income ranges from 64% to 68%.
Integrated Behavioral Health Approach
For over 11 years the clinic has provided traditional behavioral health care through a part‐ time
psychologist who provides services onsite, one evening a week. Referrals are from the PCP. This is still
the preferred method of the providers at the clinic for providing mental health care. Recently the clinic
has been able to add the services of a Mental Health Counselor and a Substance Abuse Counselor.
Despite being available 40 hours a week, their services have been drastically underutilized as the
majority of the patients continue to be referred to the psychologist. It has been difficult to change the
PCP’s use of traditional behavioral health services to integrated behavioral health care.
In 2007, there were 2, 429 unduplicated patients, 34 were BH patients. 53% were self‐referred, 35%
were referred by PCP, and 9% were referred by CMSP. The traditional BH funding is from CMSP ($221.18
per psychologist visit). Behavioral health visits average 45 – 60 minutes and the total number of BH visits
range from 50 ‐70 each year. The cap is 6 per year (from Health Families) and subsequent visits must be
reauthorized by an MD.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Implement twice‐monthly IBHP provider meetings with medical and BH providers as part of
the clinic structure
b. Track attendance records of meetings with the goal of each provider attending at least 80%
c. A 20% or more referral rate for all patients from medical to IBH with monthly reports to
each provider
d. An 80% referral rate for all patients with a diagnosis of diabetes or obesity from medical to
IBH with monthly report to each provider
2. Primary/behavioral health professional skill building
a. Implement twice‐monthly meetings with all medical and BH providers that includes
educational presentation alternately led and taught between medical and BH
b. Document at least 12 meetings by August 31, 2009
c. Complete pre/post surveys by all providers on knowledge of BH topics and satisfaction with
IBH
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Central City Community Health Center
The Central City Community Health Center provides healthcare and human services to uninsured and
underinsured residents of Southern California who are 200% below the Federal Poverty Level. CCHC is
located in Los Angeles County Service Planning Area (SPA) 6 targeting the low‐income, at‐risk, and
marginalized individuals and families that experience significant barriers to accessing health care. The
residents of this area carry the highest burden of disease and disparity of Los Angeles County. For
example, nearly a third (28%) of the households fall below 100% of the Federal Poverty Level compared
to 16% for Los Angeles County. A third of adults report their health to be fair to poor compared to 21%
for the County, and 44% of the adults report difficulty accessing medical care (versus 30% for Los
Angeles County).
Latinos are the fastest‐growing and the largest ethnic group in SPA 6, representing nearly two‐thirds
(62.7%) of the population. African Americans make up a third (33.3%), Caucasians 2%; and Asian and
Pacific Islanders 2%. High unemployment and poverty rates compound resulting in higher uninsured
rates in SPA 6 than other parts of the County and the State. Of children ages 0‐17, 11% are uninsured,
and 32% of adults under the age of 64 are also uninsured, compared to 8% and 22% respectively for Los
Angeles County.
Integrated Behavioral Health Approach
CCCHC is currently providing and coordinating care for special populations; it holds a federal homeless
healthcare subcontract through Northeast Valley Health Corporation and a Title IV HIV federal
subcontract to provide outreach services to high‐risk women and children who are homeless or at high
risk of becoming homeless. CCCHC also is operating a mental health program that provides more than
800 monthly psychiatric and psychological visits to patients with behavioral health issues who are
homeless or in residential facilities, and has an active chronic disease management program that focuses
on diabetes and currently has 1,000 enrolled in its patient registry.
The clinic provided services for 50,334 unduplicated clients last year. There were 13,174 unduplicated
BH patients. 100% were referred by a PCP. The average length of a BH visit is 15 – 20 minutes. The
average number of visits is 10, and the cap is 24 visits.

Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Increase joint meetings between primary care/behavioral health care teams
b. Hold at least 6 meetings in a year
2. Maximize patient engagement
a. Implement warm hand‐offs to minimize no‐shows
b. Track no‐shows
c. Implement patient satisfaction surveys
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Chapa de Indian Health Center
Chapa‐De Indian Health Program is a non‐profit, licensed community clinic accredited by the
Accreditation Association for Ambulatory Health Care (AAAHC), a designated FQHC, and under the
federal auspices of the Indian Health Service (IHS). Chapa‐De currently provides medical, dental,
behavioral health (including substance abuse and dual diagnosis treatment), optometry, chiropractic,
and pharmacy services to Native Americans, Medi‐Cal, Medicare, CMSP members, and other low income
populations. There are clinics in Auburn and Woodland, California and a newly expanded clinic in Grass
Valley (GV). Within Nevada County there is cultural diversity within the primarily Caucasian population.
According to 2006 data, there are 101,024 residents in Nevada County, with 89,616 being Caucasian,
6,558 Hispanic, 1815 Multiracial, 1,394 American Indian, 1,138 Asian, 424 African American, and 79
Pacific Islanders. English is the primary language for the majority of the Nevada County population, with
the exception of Spanish speaking service workers concentrated in the eastern portion of the county
and typically served in the Truckee, Tahoe area. Within the Caucasian population, there are wide gaps in
education, income, and living standards.
Integrated Behavioral Health Approach
The most prevalent mental health conditions of Chapa‐De clinic patients include ADHD, Adjustment
Disorder; PTSD, Panic Disorder with Agoraphobia; Dysthymia; and Pain Disorder with both medical and
psychological factors. Nevada County has a very high suicide rate; in 2004, the county suicide rate was
15.8 per 100,000 people compared to 9.7 per 100,000 in all of California.
Currently, behavioral health and the medical clinic are very separate entities at Chapa‐de. A behaviroral
health clinician has never operated within the medical department, the clinic has never provided
Behavioral Medicine services, and physicians have never participated in BH treatment planning. There is
often a delay in medically referred clients contacting the BH clinic and the drop off rate of medically
referred patients to BH is quite high (nearly 50%). The separation of the clinics has increased the stigma
associated with BH services. There is no formal client follow up after the referral from medicine to BH.
The Grass Valley clinic served 889 unduplicated medical patients in 2007 and 96 were BH patients. 45%
were self‐referred and 55% were referred by PCP to BH services. The average length of a BH visit is 45 –
60 minutes. The average number BH visits is 6 and there is no cap on BH services in Grass Valley.

Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Implement a PCP survey
2. Primary/behavioral health professional skill building
a. Implement BH/Medical Provider collaborative meetings; number per/year (unspecified)
3. Reduce Stigma
a. Implement a patient survey
4. Develop Prevention/Early Intervention models
a. Develop and field test a screening mechanism for medical conditions (unspecified)
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Eisner Pediatric and Family Medical Center
The Eisner Pediatric and Family Medical Center (EPFMC) has served indigent and low‐income children,
adults, and families in the downtown and South Los Angeles communities since 1920. The target
population is the general community, specifically uninsured adults in need of mental health services,
patients with chronic diseases (e.g., diabetes) and individuals at or below 200 percent of the Federal
Poverty Level (FPL). According to the U.S. Census 2000, 67 percent of the service area population of
573,681 meets this FPL criterion. A full 95.3 percent of EPFMC’s service area population consists of
people of color, the largest subpopulation being Hispanic or Latinos (64.4 %), followed by African
Americans (20.8 %). The target population includes residents with limited English speaking skills or low
literacy rates. Much of the EPFMC patient population are in need of mental health services, and these
diagnostic and treatment services, are not covered by other forms of reimbursement.
Integrated Behavioral Health Approach
Mental Health funding is from the Department of Mental Health ($650,000) for children and from Kaiser
Permanente ($9,500) for MH services for adult individuals and groups. The clinic’s ability to serve adults
depends upon the funding sources at any given time. The clinic has a psychiatrist who works one full day
for the Mental Health Department primarily with the children served under the Department of Mental
Health contract but is not available on a regular basis to provide services or evaluation for the adult
population. Occasionally, the department will provide a warm hand‐off to the clinic or assist them with a
difficult patient situation.
In 2007 the clinic served 20,465 unduplicated medical patients. 215 were unduplicated BH patients.
15% were sefl‐referred, 65% were referred by PCPs, and 20% were referred by schools. The average
length of BH service visit is 45 – 60 minutes. The average number BH visits is 16 – 40. There is no cap on
BH services.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Implement regular meetings of the Integration Team to launch pilot program in 2009
b. Establish a joint vision between PC and BH
c. Establish and agree on protocols for integrated care
d. Develop a strategy for communication, or a way to "Huddle" (i.e. a structure to ensure
feedback between medical department and BHC).

40

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 42 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

Ravenswood Family Health Center
Ravenswood Family Health Center (RFHC) provides comprehensive healthcare in a designated Medically
Underserved Area and Mental Health Professional Shortage Area in southeast San Mateo County that
includes East Palo Alto, Belle Haven, North Fair Oaks and East Redwood City. These communities have
an estimated combined population of 119,447; with 68% people of color. An estimated 29% of the
population live at or below 200% of the federal poverty level (FPL), with 10.2% below FPL. Census
projections estimate at least 40% of residents are immigrants, mainly from Mexico and also from Tonga
and other Pacific Islands.
In 2007, RFHC served 9,150 patients or 26.4% of residents below 200% of FPL. These patients were 72%
(6,557) Latino, 13% (1,198) African‐American, 10% (935) Asian/Pacific Islander and 5% (430) White; 75%
or 6,863 patients were best served in a language other than English. 80% or 7,342 were living below
poverty and 63% or 5,738 were uninsured.
Integrated Behavioral Health Approach
Lack of insurance, lack of culturally and linguistically appropriate treatment models and cultural stigma
serve as access barriers to BH services. At the same time, patients experience significant BH risks due to
the stresses of immigration and living in poverty; disparate rates of chronic disease; exposure to high
levels of community and domestic violence; inter‐ethnic conflict in crowded, diverse neighborhoods;
and cross‐generational disconnection, particularly in immigrant families.
Since January 2004, RFHC has provided counseling and case management for over 2,000 children and
their families identified by RFHC pediatricians and by families. Recently, RFHC joined other stakeholders
to form the East Palo Alto Mental Health Advisory Group to advocate for Mental Health Services Act
(MHSA) resources to bridge the behavioral health divide and increase behavioral health services for the
diverse residents of East Palo Alto and other nearby, low income communities. Subsequently, the
County of San Mateo awarded RFHC $184,000 per year for three years to initiate BH services. These
MHSA funds support Integrated Behavioral Health Services (IBHS) that began in 2008. In addition to the
clinic based services, RFHC delivers BH assessments at schools and group counseling for women
parolees with co‐occurring disorders at a transitional housing facility. The average length of a behavioral
services visit is 20 – 30 minutes. The average number of behavioral health visits is 4. There is no cap on
the number of visits.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Increase PCP buy‐in for BH services
b. Increase alignment between PC/BH staff on expectations/outcomes of the BH patient consul
c. Develop shared language/metrics between PC/BH providers around issue of patient
engagement
d. Provide a condensed MI training for PC providers and staff
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Share Our Selves (SOS) Comprehensive Care Center (CCC)
The SOS Free Medical Clinic provides walk‐in/urgent and chronic care, specialty care, pharmacy,
laboratory, and health education in Orange County. Orange County is one of the least affordable
counties in the nation to rent, and in Costa Mesa, 60% of residents are renters. Approximately 10
percent of the population lives below the FPL. Escalating housing and general living expenses put
pressure on the low wages earned by many residents, which translate into in substandard housing,
crowded conditions, or homelessness. Moreover, Orange County has one of the highest levels of
uninsured persons in the nation (15%). The combination of expensive housing, lack of health insurance,
and low wage service sector jobs all create barriers to health care for SOS’s patients. The SOS Free Clinic
is one of two free clinics in Orange County. There is no county hospital and no community clinic in the
Newport Beach/Costa Mesa/Irvine area.
The clinic serves residents who live in poverty, are uninsured or underinsured, do not qualify for
government health insurance, and have no other access to healthcare. Patients are struggling families,
the unemployed, seniors on fixed incomes, and the homeless all living in a precarious financial balance
as they try to deal with the multiple stresses that poverty brings—the lack of affordable housing, the
challenges of providing for their family’s basic necessities, and worry about losing their job if they take
time away for illness. Their employment typically does not offer sick leave or health benefits. Forty‐
three percent of people who are uninsured work full time.
Integrated Behavioral Health Approach
For fiscal year 2007, 4095 unduplicated patients received over 15,000 encounters; 94% were low
income, 69% are Latino and 25% Caucasian. There were 1,376 unduplicated patients who received
BH/SA services. More than half (52%) of the referrals were by PCP providers; 37% were referred by SOS
social services, 7% schools/county, and 4% were self‐referred. The average length of BH service visit is
45 – 60 minutes. The average number of BH visits is 3. There is no cap on the number of visits.
Integration Improvement Activity
1. Develop a Prevention/Early Intervention Model
a. Create a Diabetes and Depression Education Group
b. Decrease hbA1c
c. Decrease PHQ9 scores
d. Increase diabetes knowledge
e. Improve patient self‐care/self‐management of disease
f. Implement pre/post tests of diabetes knowledge
g. Implement evaluations of group participation
h. Track/document changes in patient scores (hbA1c, PHQ9)
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St. John’s Well Child and Family Center
St. John’s Well Child and Family Center’s (SJWCFC) is a safety‐net provider in Los Angeles County whose
mission is to address the unmet needs of low‐income, uninsured and under‐insured residents by
providing access to culturally appropriate primary care, dental and mental health services, regardless of
the ability to pay. SJWCFC operates a network of four Federally‐Qualified Health Centers, a small mental
health clinic and five school‐based clinics that provide approximately 75,000 visits to 25,000 patients.
The majority of SJWCFC’s patient base lives in Service Planning Area 6 (SPA 6 or South L.A. and
Compton) and SPA 4 (Central and Northeast LA). These areas have the highest percentages of uninsured
adults and children in the county (32% of adults and 9% of children in Metro L.A.; 32% and 11% in South
L.A.). In addition, they have the highest percentages of people reporting no regular source of health care
(27% of adults, 12% of children), and/or difficulty accessing health care. About 85% of SJWCFC patients
are Latino immigrant families; 14% are low‐income African‐Americans; and 22% are uninsured.
Integrated Behavioral Health Approach
Rates of depression in the SPA 6 population are estimated between 12‐17%, which is likely to be under
reported, as Latinos are less likely than other ethnic groups to seek out mental health care due to issues
of stigma. In SPA 6, 22% of the population indicated they needed assistance with a mental health
problem, but only 7% received services. This area also had the highest rate of uncompensated care
(32%) in the County.
The unduplicated medical patients for 2007 were 26,413 with 1,504 unduplicated BH patients. 75% were
self referred, 15% referred by PCPs, and 10% referred by Case Managers. The average length of
behavioral visits is 45 – 60 minutes. The average number of BH visits is 12. There is no cap on the
number of visits.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Increase interaction between PCP and BH staff, as evidenced by attendance at
meetings/in‐services
2. Expand access to BH services
a. Expand the use of a formalized screening tool regardless of patient type for depressive
symptoms
b. Baseline screening targets: (diabetics 35%, Pre‐natal 100%, all other types 5%)
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URDC/Bill Moore Community Health Clinic
URDC Human Services Corporation (URDC), was founded in 1992 to provide health and human services to
low income and indigent children and family members. URDC’s services are designed to reduce barriers and
increase access to community members who have no or limited access to health care and human services.
The goals of the organization are: To provide health, social and human services, housing and economic
development and comprehensive revitalization to meet the needs of members of communities who lack
these services.
URDC's programs include the Bill Moore Community Health Clinic (BMCHC), a primary health care clinic that
provides free or low‐cost medical services; CHOICES, a comprehensive peri‐natal substance abuse treatment
program; and Casa Maria, a 14 bed transitional housing program for homeless women with a history of
substance abuse. Bill Moore Community Health Clinic (BMCHC) provides high quality healthcare to low
income and medically underserved residents of Northwest Pasadena and Altadena. BMCHC is the medical
home for more than 2,100 low‐income residents, providing services to children, adults and seniors including:
physical exams, medical treatment, well‐baby care, general pediatric care, women’s healthcare services
including pap smears and mammograms, TB and STD testing, and health education and case management.
Integrated Behavioral Health Approach
URDC recently became affiliated with Pacific Clinics, a large behavioral health agency serving more than
12,000 individuals across the lifespan who have serious and persistent mental illness. Pacific Clinics is
the lead agency for “Passageways” (a one‐stop resource center for Pasadena’s homeless population)
which provides mental health services and case management for homeless individuals with SMI and
substance abuse disorders. BMCHC provides an on‐site public health nurse and provides medical care
for homeless individuals referred from Passageways to the clinic. BMCHC saw 2,800 unduplicated
medical patients and 175 unduplicated BH/SA patients in 2007. 75% are self‐referred and 25% are
referred by other sources. The average length of a behavioral services visit is 20 –45 minutes. The
average number of BH visits is 2. There is no cap on the number of visits.
Integration Improvement Activity
1. Expand primary/behavioral health care collaboration
a. Work with Pacific Clinics to provide health care assessments, treatment plans and treatment
to clients who are at‐risk of Metabolic Syndromes
b. Develop a checklist of Metabollic Syndrome symptoms
2. Increase timeliness of behavioral health care
a. Screen primary care patients for BH problems using instruments (e.g., PHQ‐2 and/or PHQ‐9)
3. Develop prevention/early intervention models
a. Document/maintain health data on psychiatric patients using the Metabolic Syndrome
Checklist (to be developed) to identify patients “at‐risk” based on their symptoms
4. Enhancing substance abuse treatment integration
a. Ensure all substance use clients at CHOICES receive a health care assessment at the clinic
5. Advance cross‐system collaboration
a. Develop policies for enhancing collaboration between BMCHC and Pacific Clinics
b. Track primary health encounter rates for SMI patients
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COUNTY MEDICAL SERVICES PROGRAM
GOVERNING BOARD
CMSP Behavioral Health Pilot Project
Insure the Uninsured Project Annual Conference
February 4, 2009
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About CMSP – Background



Established in 1983 when California law transferred
responsibility for providing health care services to indigent adults
from the State to counties.



CMSP Governing Board established in 1995.



34 counties (spanning 90,000 square miles) participate in CMSP.



Funded exclusively by Program Realignment revenue (Sales Tax
and VLF) and contributions from participating counties.
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About CMSP – Background






Eligibility requirements similar to Medi-Cal
• Maintenance Need Level @ $600 for individual
• Non Share-of-Cost (SOC) program
• SOC program
• Emergency Services Only for Undocumented
Scope of health benefits comparable to Medi-Cal
Benefits administered by Third-Party Administrators
• Anthem Blue Cross – medical services
• Doral Dental – dental services
• VSP – vision services
• MedImpact – pharmacy services

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 49 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

About CMSP – Behavioral Health Coverage



Coverage in effect through December 31, 2008
• Inpatient psychiatric services provided in a contracted
general acute care hospital (up to 10 days per FY)
 Limit of 3 days per episode
• Psychiatrist services
 Up to 4 hours per 3-day inpatient stay
 Up to 10 outpatient visits per 120 days
• 28-day outpatient heroin detox (inpatient detox when
clinically necessary)
• Broad range of mental health medications
• No coverage for psychologist, LCSW, or MFCC services
(excluding CMSP Behavioral Health Pilot Projects)
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About CMSP – Behavioral Health Coverage



Changes effective January 1, 2009
• Inpatient psychiatric services provided in contracted general
acute care hospital or psychiatric health facility (up to 10 days
per FY)
 Limit of 6 days per episode
• Psychiatrist services
 Up to 8 hours per 6-day inpatient stay
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Behavioral Health Pilot Project – Details





3-Year Initiative (March 2008 – February 2011)
Competitive Request for Proposals with $5.68 million awarded
 14 projects in 15 CMSP counties
 22 direct service providers in 28 locations
Direct Services
 Mental Health Treatment Services
 Assessment and up to 10 individual and/or group sessions
 FFS claims payment through Anthem Blue Cross
 Same day visits allowed (i.e. “warm handoffs” for
medical, dental, and behavioral health services)
 Reimbursement for group visits per CMSP participant
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Behavior Health Pilot Project – Details




Direct Services (cont.)
 Substance Abuse Treatment Services
 Assessment, 2 individual sessions, & up to 20 group sessions
 FFS claims payment through Anthem Blue Cross
 Same day visits allowed (i.e. “warm handoffs” for medical,
dental, and behavioral health services)
 Reimbursement for group visits per CMSP participant
Administrative Support
 @ 15% of Direct Services budget
 Daily administration and data collection
 Administrative payments by Governing Board
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Behavior Health Pilot Project – Details





Target population
 Eligible for and enrolled in CMSP
 21 to 64 years old
 Reside in a CMSP county
 Meet income/asset criteria
 Global Assessment of Function (GAF) Score of 41 or above
Pilot Project sites must be primary care providers
MOU with County Mental Health and/or AOD required
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Rationale for Pilot Project – Data
Analysis of CY 2004 CMSP paid claims data revealed:
 7,680 unique CMSP members had 5 or more episodes of care
where a mental health condition was the primary diagnosis
 Cost of care related solely to mental health conditions was
$9.3 million
 Cost of care for other health conditions of the same CMSP
members was $30.2 million
TOTAL COST
Per Member Cost

$39.5 million
$5,143
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Rationale for Pilot Project – Data
Analysis of CY 2004 CMSP paid claims data revealed:
 3,500 unique CMSP members had 5 or more episodes of care
where substance abuse was the primary diagnosis
 Cost of care related solely to substance abuse conditions was
$5.1 million
 Cost of care for other health conditions of the same CMSP
members was $16.5 million
TOTAL COST
Per Member Cost

$21.6 million
$6,171
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Rationale for Pilot Project – Data




11,180 unique CMSP members with behavioral health conditions
utilized care at a cost to CMSP of $61.1 million (more than 1/3
of total costs in 2004)
Costs to CMSP confronted existing Governing Board policy:
 Behavioral health conditions are the responsibility of each
county in accordance with state mental health and substance
abuse treatment requirements
 CMSP benefit coverage is NOT primary coverage for
behavioral health conditions, but secondary to county-based
services
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Rationale for Pilot Project – Summary




Conclusion
 The cost of not treating CMSP members for behavioral health
conditions falls on the CMSP program, not CMSP counties.
 The lack of behavioral health treatment services likely
undermines the ability of CMSP members to improve
functioning and health status
Targeted strategy to address behavioral health conditions has
the potential to:
 Reduce cost to CMSP
 Improve health conditions and functioning levels of selected
CMSP members
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Pilot Project Hypothesis

“There is a population of CMSP members for
whom short-term mental health treatment and/or
substance abuse treatment will result in
more effective and more cost-effective
use of health care services.”
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Pilot Project Goals

1. Stabilize overall health conditions of selected CMSP members with
behavioral health conditions and improve functioning level.
Measures:
 Change in Duke Health Profile scores score from initial score
Data Sources:
 Grantee reporting of Duke Health Profile scores
2. Provide coordinated primary health care and behavioral health care,
including psychiatric care, for selected CMSP members.
Measures:
 Qualitative review; survey responses
Data Sources:
 Pre-implementation and post-implementation surveys
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Pilot Project Goals
3. Promote appropriate utilization of primary and specialty care services.
Measures:
 Change in primary care service utilization rates
 Change in specialty care service utilization rates
Data Sources:
 CMSP payment systems data
4. Reduce the incidence of late-stage entry into inpatient hospital care due
to lack of treatment for identified medical conditions.
Measures:
 Under development
Data Sources:
 CMSP payment systems data
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Pilot Project Goals
5. Reduce the incidence of unnecessary and/or inappropriate
emergency department utilization.
Measures:
 Change in overall ED utilization
 Change in codes that indicate non-emergent conditions
Data Sources:
 CMSP payment systems data
6. Achieve financial savings through improved cost-effectiveness of
overall care delivery.
Measures:
 Per member per month costs
Data Sources:
 CMSP payment systems data
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CMSP counties served
by behavioral health
pilot sites
CMSP counties not
served by pilot sites

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 63 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

Funded Pilot Project Sites




Bay Area
 Community Health Clinic Ole
 Petaluma Health Center
 Sonoma Valley Community Health Center
 Southwest Community Health Center
 West County Health Centers, Inc.
Coastal North
 Open Door Community Health Centers
 Eureka Community Health Center
 Humboldt Open Door
 North Country Clinic
 Del Norte Community Health Center
 Redwoods Rural Health Center
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Funded Pilot Project Sites


Central Valley North
 Corning Medical Associates, Inc.
 Del Norte Clinics, Inc.
 Chico Family Health Center
 Del Norte Family Health Center
 Lindhurst Family Health Center
 Oroville Family Health Center
 Shasta Consortium of Community Health Centers
 Hill County Community Clinic
 Shasta Community Health Center
 Shingletown Medical Center
 Shasta County HHSA
 Tehama County Health Services Agency
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Funded Pilot Project Sites




Mountain North
 McCloud Healthcare Clinic, LLC
 Chapa-De Indian Health Program, Inc.
 Miners Community Clinic, Inc.
 Sierra Family Medical Clinic, Inc.
 Western Sierra Medical Clinic, Inc.
Mountain South
 El Dorado County Community Health Center
 Mammoth Hospital
 Mono County Mental Health
 Sonora Regional Medical Center
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Evaluation






CMSP has contracted with The Lewin
Group for a 3-year pilot project
evaluation
Data is submitted quarterly to The
Lewin Group via an Excel data
template
Uniform Data Set
 Administrative Data
 Clinical Data
 Utilization & Cost Data
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Uniform Data Set Components

Administrative Data
Elements

Source

Method

Date of Referral

Clinical Records

Excel Template

Source of Referral

Clinical Records

Excel Template

Reason for Referral

Clinical Records

Excel Template

Date of Assessment

CMSP Claims Data

Paid Claims Files
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Uniform Data Set Components
Clinical Data Elements

Source

Method

Clinical Diagnoses

DSM-IV, Axis I

Excel Template

Personality Diagnoses

DSM-IV, Axis II

Excel Template

General Medical
Conditions

DSM-IV, Axis III

Excel Template

Psychosocial &
Environmental Problems

DSM-IV, Axis IV

Excel Template

GAF

DSM-IV, Axis V

Excel Template

Functional Outcomes
(Baseline & Follow-Up)

Duke Health Profile
Scores

Excel Template

Health Outcomes
(Baseline & Follow-Up)

Duke Health Profile
Scores

Excel Template
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Uniform Data Set Components
Utilization & Cost Data Elements

Source

Method

Counseling session type

CMSP Claims

Paid Claims

Utilization of psychiatric services

CMSP Claims

Paid Claims

Utilization of primary care services

CMSP Claims

Paid Claims

Emergency room visits

CMSP Claims

Paid Claims

Inpatient utilization (incl. psychiatric)

CMSP Claims

Paid Claims

Total CMSP service cost

CMSP Claims

Paid Claims

Final clinical outcomes assessment

Duke Profile

Excel Template

Missed appointments

Clinical Records Excel Template

Did client complete course of
treatment?

Clinical Records Excel Template

Where applicable, reason for not
completing treatment plan

Clinical Records Excel Template
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Early Findings
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Initial DSM Assessments Since Inception
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GAF Scores
Global Assessment of Functioning (GAF)
Some danger of hurting self or others/
Gross impairment in communication
Serious impairment in communication or judgment/
Inability to function in almost all areas
Major impairment in several areas/
Some impairment in reality testing or communication
Serious symptoms/Serious impairment in social,
occupational, or school functioning
Moderate symptoms/Moderate difficulty in social,
occupational, or school functioning
Some mild symptoms/Some difficulty in social,
occupational, or school functioning
Symptoms are transient and expectable
reactions to psychosocial stressors
Absent or minimal symptoms/
No more than everyday problems or concerns
Total Assessments (March – October 2008)

GAF Total Percent
11-20

1

0.2%

21-30

2

0.4%

31-40

35

6.6%

41-50

223

42.2%

51-60

199

37.6%

61-70

62

11.7%

71-80

6

1.1%

81-90

1

0.2%

529

100%

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 73 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

Frequency of Clinical Disorders
DSM IV - Axis 1
Clinical Disorders
Depressive disorders

Principal
Diagnosis
36%

Secondary
Diagnosis
10%

Principal or
Secondary Dx
45%

Anxiety disorders

23%

17%

36%

Bipolar disorders

14%

2%

16%

Substance disorders

9%

16%

23%

Adjustment disorders

7%

1%

8%

Other

11%

13%

23%

None

0%

42%

n/a

March – October 2008
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Frequency of Psychosocial and
Environmental Problems
DSM IV – Axis 4 Categories

Percentage Reporting
Problems

Economic

77%

Occupation

71%

Primary Support

60%

Social Environment

53%

Housing

39%

Legal

22%

Access to Health Care

17%

Education

13%

Other

25%
March – July 2008
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Next Steps

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 76 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

Service, Data Collection and Collaboration







Service Provision
 Promote service delivery through strengthened referral processes
 Meet enrollment goals by July 1, 2009
 Identify site-specific issues associated with local mental health
department constraints
Data Collection
 Continued quarterly data submissions by sites to Lewin Group
 Initial linking of site level data to CMSP paid claims data
Collaboration
 Convening planned in conjunction with Integrated Behavioral
Health Project in Summer 2009
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Questions & Contact Information

Lee D. Kemper
Administrative Officer
CMSP Governing Board
(916) 649-2631 ext. 14
lkemper@cmspcounties.org
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The Need for Revised Systems of Care for Addiction Treatment
In the December 23, 2008 edition of the New York Times, there was an article titled, States
Demand More Evidence that Treatment Works. The article was misleading in how it presented
some of the main issues to drug addiction treatment and therefore requires some clarification.
To understand drug addiction in the 21st century, one must have the largest possible picture of
the associated science, the facts which shape our perceptions, and the existing and emerging
approaches to treatment.
In just the last ten years or so, advances in science have brought amazing insights to our
understanding of drug addiction and subsequently to improving treatment effectiveness. Based
on this research, scientific evidence has defined addiction as a chronic, and for many people,
reoccurring disease characterized by compulsive drug seeking and use that results from
prolonged effects of drugs on the brain (Dennis, 2007). A range of scientific studies has
demonstrated that chronic drug use changes the brain in fundamental ways that exist long after
drug use has stopped. By using advanced brain imaging technologies, we can see what we
believe is the actual biological core of addiction.
However, addiction as a chronic, relapsing disease of the brain is a completely new concept for
much of the general public, for many policymakers, and, sadly, for many health care
professionals. The consequence of this enormous informational gap is a significant delay in
gaining control over the drug abuse problem. For example, there is the tendency for people to
see addiction as a social problem that should be dealt with by social solutions only, and
particularly via the criminal justice system. However, science has demonstrated that drug
addiction is as much a health problem as it is a social problem.
The implications are obvious. If we understand addiction as a chronic brain disease containing
critical biological, behavioral, and social elements, our treatment strategies must therefore
include biopsychosocial methods using the principles of chronic illness care. Not only must the
underlying brain disease be treated, but the behavioral and social elements must also be
addressed, as it is done with other brain diseases, including stroke, schizophrenia, and
Alzheimer's disease (Leshner, 1999).
Alcohol and other drug use begins with an individual’s conscious choice, but addiction is not
simply a lot of alcohol and drug use. Research has provided overwhelming evidence that not
only do alcohol and other drugs interfere with normal brain functioning by creating powerful
feelings of pleasure, but they also have long-term effects on brain metabolism and activity.
The word "treatment" may be a misnomer as applied to addiction because it implies a one-time
strategy to eliminate the adverse effects of a physiological condition. Like other chronic and
potentially fatal conditions such as heart disease or diabetes, treatment of addiction actually
refers to an extended process of diagnosis, treatment of acute symptoms, identification and
management of circumstances that initially may have promoted the alcohol and/or drug use, and
development of life-long strategies to minimize the likelihood of ongoing use and its attendant
consequences. In this context, treatment is best viewed as a continuum of different types and
intensities of services over a long period of time. A phrase commonly used in the current
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treatment field is "sustained care recovery management," referring to the structured process of
accessing and completing a range of services on the road to health and self-sufficiency.
Why does treatment seem so ineffective?
Historically, addiction treatment systems and research have been organized to provide and
improve the outcomes of acute episodes of care. The conceptual model has been that an addicted
person seeks treatment, completes an assessment, receives treatment, and is discharged, all in a
period of weeks or months. This orientation stands at variance with clinical experience and
studies conducted over several decades, which confirm that, although some individuals can be
successfully treated within an acute care framework, more than half the patients entering publicly
funded addiction programs require multiple episodes of treatment over several years to achieve
and sustain recovery (Dennis, et al, 2005; Dennis, Foss, ands Scott, 2007).
The progress of many patients is marked by cycles of recovery, relapse, and repeated treatments,
often spanning many years before eventuating in stable recovery, permanent disability, or death
(Anglin, et al, 2001; Hser, and Grella, 1997; Dennis, and Foss, 2005; Scott, Foss, and Dennis,
2005; McLellan, et al., 2000; Scott, Dennis, and Foss., 2005; Simpson, Joe, and Broome, 2002;
Weisner et al., 2004; White, 1996).
The traditional acute care approach to drug abuse has encouraged people to suppose that patients
entering addiction treatment should be cured and able to maintain lifelong abstinence following a
single episode of specialized treatment. Accordingly, policymakers allocate limited public
health dollars for addiction treatment; insurers restrict the number of patient days and visits
covered; treatment centers make no infrastructure allowance for ongoing monitoring; and
families and the public become impatient when patients relapse (McLellan et al, 2000). The
mismatch between the typical natural history of substance use disorders and treatment models
and expectations reduces the ability to help addicted individuals.
Effectiveness of Treatment
Research has shown that positive addiction-treatment outcomes should not be about abstinence
alone, but should factor in a broad range of improvements in areas such as family life,
employment, and decreased involvement with law enforcement and the justice system. And as
such, addiction treatment should be held to the same standards of treatment success for other
chronic diseases, such as diabetes, hypertension, and asthma, where relapse and noncompliance
with therapy and medication are common (Dennis, et al, 2005; Dennis, Foss, Scott, 2007 and
McLellan, 2000).
According to research, drug treatment reduces drug use by 40 to 60 percent and significantly
decreases criminal activity during and after treatment by the same amount. Research shows that
drug addiction treatment is also disease prevention. For example, treatment reduces the risk of
HIV infection by six-fold and that interventions to prevent HIV are much less costly than
treating HIV-related illnesses. Treatment also improves the prospects for employment, with
gains of up to 40 percent after treatment, allowing for persons in recovery to be self supporting
and not reliant on government welfare (NIDA, 2006).
The outcomes of any treatment are all the changes in patients' symptoms, behavior, and function
that can reasonably be attributed to the treatment. When patients have achieved substantial
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reduction in their use of drugs, alcohol, or both, as well as improvement in several other
important functional domains, this is termed recovery. Persons with substance use problems are
said to be “in recovery” when they are not drinking/using and when they have a sound physical
and mental health and are performing well in several other areas of their lives such as
employment, family responsibility, and so forth.
Evidence Based Practices (EBPs)
In 2005, to help bridge the gap between research and practice, a federal initiative called the
National Registry of Evidence-based Programs and Practices (NREPP) was created. NREPP is
based on the premise that treatment will improve if confined to interventions for which a certain
type of research evidence is available. While it is recognized that specific techniques have a
greater likelihood to enhance treatment success, it is also critical to recognize that treatment is
generally a multi-faceted process that includes a number of interventions, many of which are
very individualized. Evidence-based practices (EBPs) are important modifications to treatment
but must be recognized as a piece of a much larger scenario. On the down side, EBPs, while a
noble intent, can often be based on incomplete science and imposed on an inadequate
infrastructure. The point is, while treatment might be improved through EBPs, the effects are not
long lasting because treatment systems tend to lack any form of continuing care.

The Need for Revised Systems of Care
Outcome studies on addiction treatment typically evaluate program success by looking at
outcomes post-treatment when interventions have been discontinued. The problem with this
approach is that treating the chronic nature of addiction with an acute care approach and then
evaluating the effectiveness of the treatment can only lead to erroneous conclusions about
outcomes and success. It wouldn’t matter what type of treatment intervention or EBP was used
because the system of care where the treatment was provided is often inadequate. What if heart
disease, diabetes or asthma were subjected to the same treatment success evaluation methods?
For example, what if treatment for diabetes stopped after the patient was stabilized and then
someone evaluated the effectiveness and outcomes of the treatment some weeks or months later
to see how well the patient sustained recovery without any type of ongoing or continuing care?
Would this be realistic given what we know about diabetes? Does diabetes go away because of a
treatment episode – evidence-based or not? Of course not. Chronic illnesses require some level
of ongoing treatment to help sustain a healthy lifestyle.
Research on other chronic diseases does not look at outcomes post-treatment, but at the effect of
ongoing treatment interventions like inhalers, antihypertensives, insulin, and diet and exercise
regimens. Providers treating chronic hypertension, asthma, and diabetes take a diseasemanagement approach to treatment, which is also the basis upon which researchers measure
treatment success (McLellan etal, 2003)
A disease-management model for addiction treatment requires that patient’s progress be
measured in predefined steps, and that relapse would result in an intermediate step back, not
failure of the treatment effort or a conclusion that the intervention was necessarily unsuccessful
(Compton et al, 2003).
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Is Addiction Treatment Worth Its Cost?
Drug addiction treatment is cost-effective in reducing drug use and its associated health and
social costs (NIDA, 2004). Treatment is less expensive than alternatives, such as not treating
addicts or simply incarcerating addicts.
According to several conservative estimates, every $1 invested in addiction treatment programs
yields a return of between $4 and $7 in reduced drug-related crime, criminal justice costs, and
theft alone. When savings related to health care are included, total savings can exceed costs by a
ratio of 12 to 1. Major savings to the individual and society also come from significant drops in
interpersonal conflicts, improvements in workplace productivity, and reductions in drug-related
accidents.
Costs of Treatment
While the costs of treating addiction may be in the billions, how is this compared to treatment
costs for other chronic relapsing illnesses such as diabetes, asthma, depression and schizophrenia
and how do these compare with addictions treatment? Annual treatment costs for the following
conditions are:
 Diabetes: $80 billion
 Asthma: $6 billion
 Depression: $43.7 billion
 Schizophrenia: $32.5 billion
 Bipolar Disorder: $45 billion
More important than the costs of treating chronic illnesses are the spending costs on not treating
these illnesses. It is estimated that untreated mental illness is in excess of $300 billion a year
and untreated drug addiction has been estimated to be over $181 billion annually.
The real challenge then is not so much in building a bridge between evidence-based practices to
the individual provider (although important), but moreover to re-engineer the system of care
where the treatment interventions, including EBPs, take place. Following similar principles that
medicine has demonstrated over the last several years for the improvement of chronic illness
care, addiction treatment systems can also realize increased successes, facilitate longer periods of
symptoms-free lifestyle in patients with an overall improved quality of life, and experience
significant reductions in avoidable treatment costs for readmissions and relapses. States, policy
makers, and funders would do more to improve on addiction treatment outcomes by holding
systems of care accountable for bringing science into practice.
Mark Stanford, Ph.D.
Director of Medical and Clinical Services
Department of Alcohol & Drug Services
Addiction Medicine Division
Santa Clara County Health & Hospital System
December 29, 2008
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH
MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: CVD-Specific Change Concepts (DRAFT)

CARDIOVASCULAR DISEASE (CVD)-SPECIFIC CHANGE CONCEPTS (DRAFT)
WHAT ARE WE TRYING TO ACCOMPLISH?
Overall Project Aim
To develop sustainable processes and Medi-Cal financing to facilitate appropriately
integrated primary care and mental health services to individuals with SMI or SED and cooccurring chronic medical disorders through improved collaboration and integration between
primary care organizations and specialty mental health systems.
Individual Pilot Aims: Cardiovascular Disease (CVD)
Through improved continuity of care and cross-consultation between primary care and
mental health organizations, improve by 50% over baseline the identification and treatment
of CVD risk factors and conditions including, physical inactivity, smoking, obesity, diabetes,
hypertension, and hyperlipidemia in the population of individuals with SMI identified at pilot
sites.
HOW ARE WE GOING TO KNOW THAT CHANGES RESULT IN ANY IMPROVEMENT?
>> Please refer to Draft Heart Disease and Diabetes Measures and Draft Continuity of Care
Measures.
WHAT CHANGES CAN WE MAKE?
1. Improve the competencies of primary care organizations to screen clients with CVD conditions
and risk factors by:
a. Providing training to front office staff, schedulers, medical assistants, nurses, physicians and
other clinicians on mental illness and recovery;
b. Providing training to staff about the importance of treating the whole person.

2. Improve the competencies of primary care organizations in providing ongoing care for clients
with CVD conditions and risk factors by:
a. Involving clients and/or family members in treatment planning and decision making;
b. Adapting tools used in mental health organizations (e.g., Wellness Recovery Action Plans to
assist in client self-management) and training staff on their use.

3. Improve the competencies of behavioral health organizations in providing care to clients with
CVD conditions and risk factors by:
a. Providing training to clinicians and practitioners about physical health needs and risks of
individuals with SMI;

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 85 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

IMPROVING OUTCOMES FOR INDIVIDUALS WITH
MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: CVD-Specific Change Concepts (DRAFT)

b. Providing training to clinicians and practitioners about the side-effects of psychotropic
medications.
4. Develop a Medi-Cal service and reimbursement mechanism for mental health screening and
brief intervention services provided in primary care organizations and train providers on
appropriate billing and coverage limitations for the services.
5. Develop a Medi-Cal service and reimbursement mechanism to screen clients for CVD risk
factors and conditions in specialty mental health organizations and train providers on
appropriate billing and coverage limitations for the services.
6. Use a Clinical Information System (registry) in both primary care and specialty mental health
organizations to collect clinical data on consumers with SMI and CVD conditions to:
a. Create and utilize reminders about patients with SMI and CVD who are in need of follow-up;
b. Develop and use reports to segment patients based on patient-specific data and needs, for
example patients with CVD and patients with SMI;
c. Develop and utilize reminders from the CIS to assure all needed follow-up gets done for tests,
referrals, and self-management goals;
d. Share information with patients;
e. Coordinate care (for example for the mental health provider: know when and what
information to share with the primary care provider); and
f. Measure progress in improving care for panel of patients (for example: patients with SMI and
CVD).

7. Place behavioral health practitioners in primary care organizations to:
a. Conduct mental health screenings and identify clients in need of specialty mental health
services;
b. Conduct brief interventions onsite at the primary care organization;
c. Expedite referrals to specialty mental health organizations; or

d. Educate primary care practitioners about mental health symptoms, treatment, recovery and
resources.
8. Place primary care practitioners (e.g., nurse practitioners, physician assistants, registered
nurses) in specialty mental health provider organizations to:
a. Conduct health education and wellness activities;
b. Screening clients for CVD risk factors and conditions (height, weight, BMI, waist
circumference, blood pressure, blood glucose, HDL/LDL/total cholesterol);
c. Deliver primary care services such as health examination, prescribe medications; or

d. Refer clients to physical health specialists.
9. Place peer support specialists in primary care organizations to serve as a coach, role model
and mentor for clients to promote treatment of CVD risk factors and conditions as a step
toward recovery.
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH
MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: CVD-Specific Change Concepts (DRAFT)

10. Place peer support specialists in specialty mental health organizations to serve as a coach,
role model and mentor for clients who have been referred for treatment to primary care
organizations.
11. Develop cross-consultation between clients, mental health and primary care providers in order
to improve the effectiveness of communications through:
a. Use of medical assistants in both settings to coordinate care and services for clients;

b. Establishment of case conferences among practitioners in both settings to carry out care
planning.
12. Place case managers in primary care organizations, specialty mental health organizations, or
managed care organizations to:
a. Establish communications and linkages between primary care and specialty mental health
providers (coordinate with specialty mental health providers to communicate outcomes of
CVD screens and treatment);
b. Support primary care providers in identifying clients with CVD and mental health problems;
c. Facilitate referrals to services;
d. Assist clients in overcoming obstacles to following up on services and treatment (interpreters,
transportation, prescriptions); or
e. Screen clients for program or service eligibility (Medi-Cal, county-funded mental health
services, housing).

13. Establish service agreements, clinical assessment and referral guidelines that:
a. Assists practitioners in outlining information that should accompany a client referral, such as
the results of diagnostic tests;
b. Assists practitioners to prioritize referrals received to ensure that the most urgent referrals are
seen first; and
c. Contain tools to assist practitioners in assigning a priority to clients.

14. Develop/expand electronic health records to facilitate communication between primary care
and specialty mental health organizations for identification and treatment of consumers with
CVD conditions or risk factors.
15. Develop primary prevention strategies for individuals with CVD risk factors (diet, physical
activity, weight management, smoking cessation).
16. Primary care organizations and specialty mental health providers jointly develop recoveryoriented educational materials to be used in both primary care and mental health settings that
stress the importance of treating CVD risk factors and conditions.
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

REQUIRED CORE MEASURES
STRUCTURE
MEASURE

DEFINITION

GOAL

TIME PERIOD

95%

60 days

90%

90 days

90%

90 days

Percent of pilot sites that execute memoranda of understanding
(MOU) with partner organizations:

1.

MEMORANDA OF
UNDERSTANDING

Denominator: Number of pilot sites
Numerator:

Number of pilot sites that execute MOUs within 60
days of development

Percent of pilot sites that collaborate with partner organizations to
implement new referral agreements and guidelines:

2.

REFERRAL OR COLLABORATIVE
AGREEMENTS, GUIDELINES
AND PROCESSES

Denominator: Number of pilot sites
Numerator:

Number of pilot sites that implement referral
agreements with partner organizations within 90 days
of development

Percent of pilot sites that collaborate with partner organizations to
establish clinical guidelines and processes for effective integration
of primary care and mental health services:

3.

CLINICAL GUIDELINES
AND PROCESSES

Denominator: Number of pilot sites
Numerator:

Number of pilot sites that implement clinical guidelines
with partner organizations within 90 days of
development
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

PROCESS
MEASURE

DEFINITION

GOAL

TIME PERIOD

GOAL

TIME PERIOD

85%

6 months

100%

3 months

TBD by pilot sites.
Could include methods of communication, information sharing and competency development
(registries, morning huddles, onsite practitioners, clinical supervision, training and resources, etc.)

OUTCOMES
MEASURE

DEFINITION

Percent of pilot sites continuing to adhere to clinical guidelines:

4.

ADHERENCE TO
CLINICAL GUIDELINES

5.

COMMUNICATION BETWEEN PRIMARY
CARE AND
MENTAL HEALTH
ORGANIZATIONS (PC/MH)

Denominator: Number of participating pilot sites
Numerator:

Number of pilot sites that continue to adhere to
clinical guidelines 6 months following implementation

Percent of pilot sites reporting improved communications as a
result of pilot activities (e.g., MOU, referral guidelines, clinical
guidelines):
Denominator: Number of participating pilot sites
Numerator:

Number of pilot sites reporting improved
communications between partner organizations over
baseline within 3 months of implementation

California Primary Care, Mental Health, and Substance Use Services Integration Policy Initiative Examples 9-14-09, Page 89 of 144

The Vision of the Integration Policy Initiative—Overall Health and Wellness is Embraced as a Shared Community Responsibility

IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

TIME PERIOD

90%

3 months

70%

6 months

70%

3 months

Percent of pilot sites reporting improved information sharing as a
result of pilot activities (e.g., prescribed medications):

6.
INFORMATION SHARING
BETWEEN PC/MH

Denominator: Number of participating pilot sites
Numerator:

Number of pilot sites reporting improved information
sharing over baseline within 3 months of
implementation

Percent of clients reporting improved ability to self-manage cooccurring chronic medical and mental illness conditions:

7.

CLIENT SELF-MANAGEMENT

Denominator: Number of clients with SMI and a co-occurring chronic
medical illness participating at single pilot site
Numerator:

Number of clients reporting improved ability to selfmanage co-occurring chronic medical and mental
illness conditions within 6 months

Percent of referred clients to primary care pilot sites that actually
show up for an appointment:

8.

REFERRED CLIENTS TO
PRIMARY CARE

Denominator: Number of referrals
Numerator:

Number of successful new visits by referred clients
within three months
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

TIME PERIOD

70%

3 months

20%

3 months

95%

6 months

Percent of referred clients to primary care pilot sites that receive
ongoing care:

8A.
CLIENTS RECEIVE ONGOING PRIMARY
CARE

Denominator: Number of referrals
Numerator:

Number clients with a visit to primary care within the
past 3 months

Percent of clients reporting being dissatisfied with primary care
services received from a participating primary care pilot site:

9.
SATISFACTION WITH
PRIMARY CARE SERVICES
RECEIVED AT
PRIMARY CARE ORGANIZATION

Denominator: Number of clients receiving services from a
participating primary care pilot site
Numerator:

Number of clients who report being dissatisfied with
services received from a participating primary care
pilot site within 3 months of a new appointment

Percent of clients receiving CVD screening (e.g., blood pressure,
cholesterol) at a participating mental health pilot site in the last six
months:

10.

CVD SCREENINGS AT
MENTAL HEALTH
ORGANIZATIONS

Denominator: Number of clients receiving services from a
participating mental health pilot site
Numerator:

Number of clients receiving CVD screening (e.g.,
blood pressure, cholesterol) at a participating mental
health pilot site within the past 6 months
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

TIME PERIOD

95%

60 days

95%

NA

Percent of clients at risk for heart disease or diabetes referred from
a participating mental health pilot site to a participating primary
care site in accordance with established referral guidelines and
processes:

11.
REFERRALS FOR
PRIMARY CARE

Denominator: Number of clients receiving services from a
participating mental health pilot site
Numerator:

Number of clients at risk for heart disease and
diabetes referred from a participating mental health
pilot site to a participating primary care site in
accordance with established referral guidelines and
processes within 60 days of implementation

Percent of staff from a primary care pilot site who demonstrate
increased awareness of mental illness conditions, treatment and
recovery:

12.

MENTAL HEALTH

Denominator: Number of participating staff at a participating
primary care pilot site

COMPETENCY

Numerator:

Number of participating staff at a participating
primary care pilot site who demonstrate increased
awareness of mental illness conditions, treatment and
recovery upon completion of an educational session.
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Continuity of Care Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

TIME PERIOD

95%

NA

Percent of staff from a mental health pilot site who demonstrate
increased awareness of CVD risk factors, conditions and
treatment:

13.

PRIMARY CARE

Denominator: Number of participating staff at a participating
mental health pilot site

COMPETENCY

Numerator:

Number of participating staff at a participating
mental health pilot site who demonstrate increased
awareness of CVD risk factors, conditions and
treatment upon completion of an educational session

.
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

REQUIRED CORE MEASURES
STRUCTURE
MEASURE

DEFINITION

GOAL

TIME PERIOD

GOAL

TIME PERIOD

Not applicable for primary care organizations; TBD by mental health pilot sites

PROCESS
MEASURE

DEFINITION

(SMI Patients in Pilot Center)
Percent of all patients who have had smoking screened:
SMOKING CESSATION
COUNSELING / TREATMENT

Denominator: Number of all patients in pilot site
Numerator:

95%

Number of patients who have been counseled to
avoid smoking or received smoking cessation
counseling / treatment in the last year

(SMI Patients in Pilot Center)
Percent of patients with DM who have had urine screened for
Microalbumin in the last year:
MICROALBUMIN TESTING

Denominator: Number of all patients with DM
Numerator:

Number of patients with DM who have had urine
screening for microalbumin in the last year
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

PROCESS
MEASURE

DEFINITION

GOAL

(SMI Patients in Pilot Center)
Percentage of patients screened for hyperlipidemia:
LIPID SCREENING

Denominator: Number of all Patients with SMI
Numerator:

90%

Number of patients who have had a fasting lipid
panel with LDL in the last year

(SMI patients with DM in pilot centers)
Percent of population with a documented A1C performed in the
last 6 months:
A1C MONITORING

Denominator: Number of patients with Diabetes
Numerator:

95%

Number of patients with Diabetes who have had an
A1C in the previous 6 months

(SMI Patients in Pilot Center)
Percent of patients screened for DM:
SCREENING FOR DIABETES

Denominator: Number of all patients with DM
Numerator:

Number of patients who have had a fasting glucose
performed in the last year
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

PROCESS
MEASURE

DEFINITION

GOAL

(SMI Patients in Pilot Center)
Percent of high risk patients with DM screened for retinopathy:
OPHTHALMOLOGIC EVALUATION FOR
THOSE WITH MICROALBUMINURIA
OR OTHER EVIDENCE OF MICROVASCULAR
DISEASE

Denominator: Patients with DM and Microalbuminuria or other
evidence of microvascular disease
Numerator:

FOOT EXAM AT EACH VISIT FOR THOSE AT
HIGHER RISK (NEUROPATHY AS

HIGHEST RISK,
BUT ALSO RETINOPATHY,
MICROALBUMINURIA OR
ESTABLISHED VASCULAR DISEASE)

90%

Patients with DM and Microalbuminuria or other
evidence of microvascular disease and had a retinal
screen performed in the last year

(SMI Patients in Pilot Center)
Percent of patients with high risk for foot ulcers who receive foot
exams at each visit:
Denominator: Patients with DM and neuropathy, retinopathy or
microalbuminuria
Numerator:

95%

Patients with DM and neuropathy, retinopathy or
microalbuminuria who have received a foot exam at
the last clinic visit

(SMI Patients in Pilot Center)
Percent of patients who have had obesity assessed in last year:
ASSESSMENT OF OBESITY

Denominator: Number of all patients
Numerator:

Number of patients whose waist circumference/BMI
has been measured in the last year
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

PROCESS
MEASURE

DEFINITION

GOAL

(SMI Patients in Pilot Center)
Percent of non obese patients who have had counseling to prevent
obesity:
ANTICIPATORY GUIDANCE/ COUNSELING
FOR OBESITY

Denominator: Number of patients with normal waist
circumference/BMI
Numerator:

95%

Number of patients with normal circumference/BMI
who had counseling to prevent obesity in the last year

(SMI Patients in Pilot Center)
Percent of overweight or obese patients who have had counseling
to treat obesity within 6 months:

COUNSELING FOR OBESITY

Denominator: Number of patients with an increased waist
measurement or a BMI above 25
Numerator:

Number of patients with an increased waist
measurement or a BMI above 25 who received
Counseling on obesity, exercise and diet within the
last 6months
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

(SMI Patients in Pilot Center)
Percent of population whose last value is at or below 130/80:
HYPERTENSION ASSESSMENT
MEDICAL TREATMENT

AND

Denominator: Number of all patients
Numerator:

80%

Number of all patients whose last visit has a
documented BP 130/80

(SMI Patients in Pilot Center)
Percent of patients with DM whose last A1C was >8:
GLUCOSE CONTROL

Denominator: Number of all patients with DM
Numerator:

<20%

Number of all patients with DM whose last A1C
was >8

(SMI Patients in Pilot Center)
Percent of patients with DM who have goals set within the last
year:
TAILORED SELFMANAGEMENT GOALS

(WITH FOCUS ON WEIGHT, EXERCISE
AND MEDICATION ADHERENCE)

Denominator: Number of all patients with DM or increased risk
for CVD
Numerator:

Number of all patients with DM with a documented
self management goals for weight, exercise, and
medication adherence within the last year
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

(SMI Patients in Pilot Center)
Percentage of patients adequately treated for hyperlipidemia:

LIPID TREATMENT

Denominator: All patients with DM or CAD
Numerator:

10%

Number of patients with:
1.) DM with LDL above 100; and
2.) with CAD with an LDL above 70

(SMI Patients in with DM in Pilot Center)
Percent of patients with DM:

STATIN USAGE

Denominator: Number of all patients with DM, and Over age 40
with CAD risk factors (increased lipids, smoking,
family history of CAD), HTN, Albuminuria, or CAD
Numerator:

90%

Patients with DM, and Over age 40 with CAD risk
factors, HTN, or CAD and are on a Statin

(SMI Patients in with DM in Pilot Center)
Percent of patients with DM who also have HTN or Albuminuria:
ACE INHIBITOR USAGE

Denominator: Number of all patients with DM and HTN or
Albuminuria
Numerator:

Number of patients with DM and HTN or Albuminuria
and on an ACE inhibitor (or ARB)
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IMPROVING OUTCOMES FOR INDIVIDUALS WITH MENTAL HEALTH AND PHYSICAL HEALTH NEEDS

CHANGE PACKAGE: Heart Disease and Diabetes Measures (DRAFT)

OUTCOMES
MEASURE

DEFINITION

GOAL

Percent of DM patients on aspirin
(SMI Patients in Pilot Center)
Percent of patients with DM with > 10% 10 year risk for MI:
ASPIRIN USE

Denominator: Number of DM patients with > 10% 10 year risk
for MI
Numerator:

Number of DM patients with > 10% 10 year risk for
MI and on Aspirin daily

.
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Mental Health and Primary Care Integration Strategies
San Diego County, CA
Background
Over the past several years, organizations throughout San Diego County have engaged in collaborative
efforts to integrate primary care and behavioral health. Through the State-funded Mental Health Services
Act (MHSA), the privately-funded Integrated Behavioral Health Project (IBHP), and other resources, the
Council of Community Clinics (CCC) has worked with community health centers (CHCs), mental health
agencies and the County of San Diego Behavioral Health Services (BHS) to implement a number of
integration strategies to improve quality of care and health outcomes for individuals with serious mental
illness (SMI).
In 2004, Proposition 63, or MHSA, was approved which imposed a tax on residents earning over a
million dollars a year to provide funding to improve services for people with SMI. MHSA has been
recognized as one of the most “dramatic innovations in financing mental health services” by the National
Association of Mental Illness (NAMI).1 Through MHSA projects, California has increased its emphasis
on evidence-based practices to improve MH services for persons with SMI. MHSA identifies successful
programs as having these key characteristics: client-centered, family-focused, community-based,
culturally and linguistically competent, offering a full range of integrated services, and aims at developing
self-sufficiency.

Existing Integration Efforts
Mental Health and Primary Care Integration Project: In December 2006, the CCC signed a contract
with the County of San Diego BHS to implement the Mental Health and Primary Care Integration Project
(MHPCIP), funded through the Community Services and Supports category of MHSA. Nine CHCs
spanning 15 sites participate in the project, and 11 psychiatrists, 38 primary care providers (PCPs) and 42
mental health clinicians are currently enrolled as providers. MHPCIP utilizes two treatment models to
deliver services:
1. Specialty Pool Services (SPS), which include assessment, therapy and medication management
visits for seriously mentally ill (SMI) adults and older adults and seriously emotionally disturbed
(SED) youth. Specialty Pool Services are collocated at the CHC site, where clients meet with a
mental health clinician for individual therapy and medication management services are provided
by a psychiatrist. The program provides a maximum of 12 visits for adults/older adults and 24
visits for children and youth, to include family therapy when possible. Short Term Medications
are covered for up to 90 days from issuance of the first prescription, then referral to a pharmacy
assistance programs (PAPs) is required. Care team conferencing has also been introduced as a
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covered service to increase communication between mental health clinicians and PCPs. CHCs
needing additional treatment/ services are to be transitioned to the traditional County BHS.
2. IMPACT (Improving Mood Promoting Access to Collaborative Care Treatment).2 A key
treatment component of MHPCIP is the IMPACT model, an evidence-based practice for the
treatment of depression which has been well researched and found effective. Findings suggest
that IMPACT is twice as effective as usual care for treatment of depression.3 Treatment includes
the use of Behavioral Activation and Problem Solving Therapy provided by a Depression Care
Manager (DCM), combined with medication management by a PCP. Patients are eligible for up
to 16 visits with the DCM. In addition, CCC reimburses the clinics for up to 4 visits with a PCP
to prescribe and monitor medication. DCMs consult with a psychiatrist regarding the clients’
progress, specifically new clients or those whose scores on the PHQ-9 are not making
improvement. Meetings with DCMs, PCPs, and the consulting psychiatrist have been held at all
sites utilizing the IMPACT model in order to strengthen the treatment partnership between the
care team.
The CCC and partner CHCs have demonstrated success in the MHPCIP project. Key outcomes include:


Increase in services to previously unserved and underserved clients. A recent analysis of data
indicated that 68.9% of clients who were approved for services by CCC between January 1, 2007
and October 1, 2008 had not been seen previously in by County BHS. This indicates that the
project is meeting the California DMH expectation that counties identify and provide services to
unserved and underserved populations with MHSA funding.



Continual increase in the number of clients served. The total number of number of clients
approved for service steadily increased over time from start up. In the fiscal year to date (July 1,
2008-May 31, 2009), the program has served a total of 1,845 unduplicated clients including 67
children, 1,606 adults (ages 18-59), and 172 older adults (ages 60+).



For evaluation purposes, data has been collected on a variety of treatment variables including the
average number of sessions received by patients in both treatment models. The average number
of sessions for specialty pool service patients was 5.5 sessions per patient, compared to the
average of 5.03 sessions per patient for IMPACT.

Integrated Behavioral Health Program (IBHP): Launched in 2006, IBHP is a four-year initiative to
accelerate the integration of mental health services into primary care settings in California. The ultimate
goals are to enhance access to behavioral treatment services, improve treatment outcomes for underserved
populations, and reduce the stigma associated with seeking mental health services. The CCC has been
funded as a project partner since the onset of the IBHP program, and is currently working with twelve
CHCs throughout San Diego and Imperial Counties to expand intra-clinic collaboration related to
integration and also to advocate for policy and systems changes to reduce barriers in integration efforts.
Through IBHP, the CCC has worked with renowned integration experts to train and provide customized
technical assistance to CHCs.
Building on MHSA, a number of CHCs are working with individual mental health agencies that are
located near clinic sites. For example:


Neighborhood Healthcare (NHC) – Mental Health Systems, Inc. (MHS) Partnership: MHS
and NHC have partnered on integration strategies since 2007, and MHS has a memorandum of
understanding in place to collaborate with NHC for mental health and primary care integration.
Both agencies utilize strategies aligned with the IMPACT model with their respective clients to
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better manage mental health and primary care conditions. Currently, the MHS Bio-Psychosocial
Rehabilitation (BPSR) care manager works with NHC to coordinate PC services for people with
SMI.


Imperial Beach Health Center (IBHC) - Community Research Foundation (CRF) Partnership:
CRF has actively integrated primary care and mental health services since 2004 with IBHC. The
first effort involved having CRF staff out-stationed at IBHC to provide mental health evaluations
and to link IBHC clients to CRF’s mental health services. Through the MSHA program, CRF
began to provide a bilingual, licensed mental health clinician and a bilingual psychiatrist on-site
at IBHC to provide integrated services. In 2008, this project was expanded to include the
IMPACT model. Currently, psychiatrists, nurses, and counseling staff at CRF work closely
together to identify the varied needs of clients. Upon the identification of a primary care need,
CRF will link the client to IBHC for services. If the client may face difficulty accessing medical
resources, they are transported by CRF to IBHC during weekly allotted appointments.

Proposed Expansion of Integration Efforts
In May 2009, the CCC and Mental Health Systems, Inc. submitted a joint proposal to SAMHSA to
further diversify integration efforts in San Diego County. The proposed San Diego Primary and
Behavioral Health Care Integration (SD-PBHCI) project is a communitywide effort to more fully
integrate primary care and mental health. Project partners include Community Research Foundation,
Neighborhood Healthcare, Imperial Beach Health Center, and the County of San Diego Behavioral Health
Services. SD-PBHCI has two major components: to provide primary care screening, assessment, and
treatment to persons with SMI in the mental health setting, and to enhance countywide data sharing
strategies between mental health agencies and CHCs. SD-PBHCI will enhance existing integration
efforts, strengthen community partnerships, and improve continuity of care for persons with SMI.

Contact
For more information on the Council of Community Clinics’ mental health and primary care integration
strategies, please contact:
Nicole Howard, MPH
Director of Programs
619.542.4341
nhoward@ccc-sd.org
Marty Adelman, MA, CPRP
Mental Health Program Coordinator
619.542.4355
madleman@ccc-sd.org
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