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Regarding this PIP Submission Document: 
 

 This outline is a compilation of the “Road Map to a PIP” and the PIP Validation Tool that CAEQRO uses in evaluating PIPs. The 
use of this format for PIP submission will assure that the MHP addresses all of the required elements of a PIP.  

 You are not limited to the space in this document. It will expand, so feel free to use more room than appears to be provided, and 
include relevant attachments.  

 Emphasize the work completed over the past year, if this is a multi-year PIP. A PIP that has not been active and was developed 
in a prior year may not receive “credit.” 

 PIPs generally should not last longer than roughly two years. 
 

CAEQRO PIP Outline via Road Map 
Minor updates for FY10-11 

 
 
MHP: Santa Clara County Mental Health Department    
Date PIP Began: 11/08/08 
Title of PIP:  Statewide EPSDT PIP 
Clinical or Non-Clinical: Clinical 
 

 
 

1. Describe the stakeholders who are involved in developing and implementing this PIP. 
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The Santa Clara County EPSDT PIP Committee membership is comprised of program managers and program evaluators from contracted agencies. In 
addition, there are community member participated in the PIP. From the Mental Health Department of Santa Clara, the Director of the Learning 
Partnership is leading the PIP effort with support from both the F& C and Decision Support managers. The Deputy Director of Santa Clara Social 
Services Department is also an active member of his committee.  In the last meeting, there was discussion to include the criminal justice system 
(probation) in the committee. 

 
 
 

 
 
2. Define the problem by describing the data reviewed and relevant benchmarks. Explain why this is a problem priority 

for the MHP, how it is within the MHP’s scope of influence, and what specific consumer population it affects. 
 
Using the claim data provided by the state, the committee requested to review the actual service category break-down for comparison purposes. Table 1 
shows two fiscal years: FY08 and half of fiscal year 09 total service hour by category. 

 
 

Table 1 
Distribution of Approved Claims for EPSDT 

SFY 2006-07 Year Claims to date (includes SGF, FFP, County Share Funds) 
       
 Statewide Santa Clara County Santa Clara County 

 FY06-07 FY07-08 
July 1 2008 to Dec. 31 

2008 

Service Approved $ % Total 
Approved 

Hours % Total 
Approved 

Hours % Total 
PHF $2,745,896 0.29% 0 0.00% 0 0.00%
Adult Crisis Residential $725,573 0.08% 4125.13 1.76% 2904.00 2.97%
Adult Residential $1,919,066 0.20% 7326.9 3.13% 671.53 0.69%
Crisis Stabilization $5,574,531 0.59% 3454.55 1.48% 892.50 0.91%
Day Tmt Intensive Half Day $5,601,497 0.59% 36 0.02% 0.00 0.00%
Day Tmt Intensive Full Day $49,610,477 5.22% 39620.43 16.93% 7388.82 7.55%
Day Tmt Rehabilitative Half Day $1,175,263 0.12% 0 0.00% 0.00 0.00%
Day Tmt Rehabilitative Full Day $27,372,551 2.88% 4041.52 1.73% 1258.63 1.29%
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Targeted Case Management $69,504,927 7.32% 0 0.00% 15259.72 15.59%
Mental Health Services $637,266,489 67.08% 147881.86 63.18% 60128.86 61.43%
       Collateral Services   25247.2 17.07% 10080.70 16.77%
       Assessments   7829.92 5.29% 2570.43 4.27%
       Plan Development   4742.5 3.21% 2218.62 3.69%
       Individual Services   25928.72 17.53% 9802.72 16.30%
      Group Services   6540.53 4.42% 3431.68 5.71%
      Rehabilitation   75056.58 50.75% 31490.43 52.37%
      Professional In-patient Visit   0 0.00% 0.00 0.00%
     Others   2536.41 1.72% 534.28 0.89%
Therapeutic Behavior Services $54,744,406 5.76% 21562.28 9.21% 6951.83 7.10%
Medication Support $79,440,321 8.36% 4618.65 1.97% 1998.78 2.04%
Crisis Intervention $14,295,328 1.50% 1406.17 0.60% 431.92 0.44%
EPSDT Total $949,976,324 100.00% 234,073.49 100.00% 97886.59 100.00%

 
 
       Table 2  

Monthly Values 
Number 955
Mean $35,928
Std Dev $30,337
Median $25,541
Mode $6,079

 
Table 2 shows the basic static for Santa Clara County EPSDT claim based on the state data. It is noted that Santa Clara is one of the higher cost EPSDT in the 
state. 

 
Table 3 shows the break-down of total cost per months for Santa Clara County, which has an N of 955 clients. 
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Table 3 
Approved Annual Claims per Client 

Where Monthly Claims are Equal To or Greater Than $3,000 
per month 

(For months in which Claims Were Submitted) 
 

 Statewide (FY06-07) Santa Clara County (FY 07-08) 
Months Pd Svc Frequency All $ Frequency All $ 

All 5518 $242,277,620 955 $34,310,879  
1 185 $830,647 656 $3,383,943 
2 194 $1,688,992 686 $3,034,110 
3 206 $2,831,905 732 $2,903,426 
4 231 $4,168,661 750 $3,261,877 
5 215 $4,877,961 710 $2,863,375 
6 247 $6,421,969 731 $2,554,598 
7 220 $6,633,899 736 $3,009,985 
8 259 $9,561,421 726 $2,890,216 
9 323 $13,410,002 713 $2,816,142 
10 382 $17,594,196 684 $2,862,251 
11 515 $26,934,757 663 $2,711,696 
12 2541 $147,323,204 550 $2,019,260 

 
In examining these data, we recognized that these high costs may be need based or may be symptomatic of other 
issues.  Further analysis was needed to determine the true nature of the problem. 
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3. a) Describe the data and other information gathered and analyzed to understand the barriers/causes of the 
problem that affects the mental health status, functional status, or satisfaction. How did you use the data and 
information to understand the problem?  

 
 
The data in the three tables above were presented at the EPSDT PIP meeting on Tuesday May 19, 2009. The data did generate a lot 
of discussion among the committee members. One of the main themes that kept repeating in the discussion is the idea of the treating 
the problem before it becomes serious and the lack of prevention resources for EPSDT aged children. As indicated in a histogram of 
age at admission, the committee members were in agreement that a spike at age 5 indicates that this is the age where the child 
begins attending school where mental health issues are diagnose/discover.   For the second spike at age 16, another hypothesis was 
suggested that some mental health problems for children are ignored or go untreated for years. This effect is accumulated years after 
years until it becomes serious and requires expensive and intensive treatment as teen.  It was determined by the committee that 
additional data analysis was needed to observe the patterns of service delivery received by the clients.   
 
For this analysis 69 clients were randomly selected from the original sample supplied by the state.  These clients all met the criteria 
of having received a full fiscal year of services. The sample was stratified into low, medium, and high (see Table 4). 
 

Table 4: Case Study Sample N=69 
 N Min Max Avg.  
Low 24 638.30 2871.33 1964.44 
Medium 22 2877.83 5142.22 3964.55 
High 23 5181.38 20595.22 7944.48 

 
 
Each client’s service delivery pattern was graphed based on the type of service and the cost for the months they received treatment.  
The analysis of data indicated that no discernible pattern of service delivery could be observed.  Clients received a variety of service 
intensity with varying costs but there was no evidence to support that additional costs led to better outcomes.  In addition, service 
delivery patterns were inconsistent based on clients assessed level of acuity. Questions began to be raised as to why services 
delivery was so inconsistent.  It was also observed that patterns of referrals, assessments, and service intensity did not seem 
consistent for clients with similar conditions.  A lack of coordinated care began to emerge as a plausible explanation for the variations 
of service delivery patterns.  In addition, there appeared to be a duplication of services with clients being opened at multiple provider 
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sites or multiple programs. The committee determined that a closer examination of service delivery, in terms of the duplications of 
services was required.  (See EPSDT Report PIP Final data October 2009 for more details.) 
 
 
To examine multiple openings the committee employed Deming”s Plan Do Study Act (PDSA) rapid cycle data analysis technique to 
do a quick analysis of 139 clients who were open in multiple sites in FY08. While many of the duplicate openings were the result of 
administrative oversights, enough information on the other clients indicated that care coordination could be improved and it would 
benefit client care.  As a result formal interventions have been established and tested at two of the contractor sites.  These 
interventions utilize a combination of care coordination and consolidation of care to deliver services more efficiently.   
 
 

b) What are barriers/causes that require intervention? Use Table A, and attach any charts, graphs, or tables to 
display the data. 

 
 
 
Table A – List of Validated Causes/Barriers 
Describe Cause/Barrier Briefly describe data examined to validate the barrier 
 
Fail – Up system 
 

The current MH system is designed to treat the problems when they become severe. For 
example, there are three requirements for a consumer to be enrolled in EPSDT. These 
requirements basically only allow the severe cases to be enrolled. More 
treatment/prevention services for less severe cases may reduce the amount of services 
needed later. An analysis of age at admission confirms this barrier. 

 
Organization Coordination 
 

There are still not enough coordination betweens various agencies for the treatment of the 
consumers. Most of the contracted agencies provide stand alone programs. The analysis of 
service usage patterns confirms this barrier. 

 
Lack of Comprehensive 
Treatment Approach 
 

Most of the EPSDT consumers are often from family environment where the 
parents/guardians have drug and alcohol issues or mental health issues themselves. 
These environmental issues are often ignored especially if it is a drug and alcohol issue 
because they do not meet the mental health criteria. Thus, the parents are being treated or 
untreated separately from the EPSDT consumer. One of the main issues arises when 
these cases occur is the lack of safe and recovery environment. Making it more costly to 
treat the consumer because of the additional cost of providing residential and/or day 
treatment. The analysis of service usage patterns supports this barrier, but additional data 
could be examined to further. 

 There are several contracted mental health provider for the EPDST of Santa Clara County. 
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Describe Cause/Barrier Briefly describe data examined to validate the barrier 
Lack of unified outcomes 
measurement 
 

Each agency uses different standardized outcomes measurement tools. Because this 
county has one of the larger EPSDT population, there is a need for a comprehensive 
unified measurement tool without burdening these agencies. The lack of data is the issue. 

 
 

 

 
 

 

 
 
 

 
 
 
4. State the study question. This should be a single question in 1-2 sentences which specifically identifies the problem 

that the interventions/approach for improvement. 
 
 Will improving case coordination/care management and authorization practices result in greater efficiencies, reduced overall 

cost and improved outcomes? 
 
5. Does this PIP include all beneficiaries for whom the study question applies? If not, please explain. 
 

This PIP includes all beneficiaries that meet the criteria establish in the study question. 
 
6. Describe the population to be included in the PIP, including the number of beneficiaries. 
 
 All EPSDT clients being seen at the pilot sites will be included. 
 
7. Describe how the population is being identified for the collection of data. 
 

The interventions are to be applied to all EPSDT eligible clients who are enrolled for services.  No specific criteria for client 
identification have been developed.  All clients will be examined based on their enrollment as these two programs and the 
interventions will be applied accordingly. 
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8. a)  If a sampling technique was used, how did the MHP ensure that the sample was selected without bias? 
 
 N/A 
 
 b) How many beneficiaries are in the sample? Is the sample size large enough to render a fair interpretation?  
 

 The site implemented the interventions the interventions to 184 target clients between January and July of 
2010.  This is the majority of the EPSDT clients seen during that timeframe in Santa Clara County. The PIP has been 
expanded to all EPSDT clients at the pilot site (n=668).  The following data compares the initial target population data 
to the total EPSDT population at the site to determine if clinical results will be maintained. 

 
 
 

 
 

Specify the performance indicators in Table B and the Interventions in Table C. 
 
 
9. a) Why were these performance indicators selected?  
 
  Since the goal is to coordinate care, measures were selected which would indicated improved service efficiency and 

cost reduction. 
 

b) How do these performance indicators measure changes in mental health status, functional status, beneficiary 
satisfaction, or process of care with strong associations for improved outcomes?  

  
 In addition to improved coordination of care, beneficiary satisfaction should improve as clients and family member receive 

consolidated services and are no longer expected to make multiple appointments at various locations. However,  
 
 Remember the difference between percentage changed and percentage points changed – a very common error in reporting the goal and 

also in the re-measurement process. 
 
Table B – List of Performance Indicators, Baselines, and Goals 
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# 
 

Describe  
Performance Indicator Numerator Denominator Baseline for 

performance indicator Goal 

1 
 

Reduced level of care   January 2010 Target 
90% 

UK 

2 More treatment in the 
community 

  July 2010 Target 76% UK 

3 Increased number of maintain 
school attendance 

  July 2010 Target 84% UK 

4 Free from trouble   July 2010 Target 86% UK 
5 Cost reduction June 2011 

Cost 
January 2010 
Cost  

Reduction from 100% UK 

6 
 

Capacity Increase June 2011 
Usage 

January 2010 
Usage 

Reduction from 100% UK 

 
 
 
10. Use Table C to summarize interventions. In column 2, describe each intervention. Then, for each intervention, in 
column 3, identify the barriers/causes each intervention is designed to address. Do not cluster different interventions 
together.  
 
Table C - Interventions 

Number of 
Intervention List each specific intervention Barrier(s)/causes each specific intervention  

is designed to target Dates Applied 

1 Review of extended billings over 300+ minutes 
 To determine if inefficiencies are present January 2010 

2 Reduce referrals to TBS services 
 

Provide more efficient service at one location and 
reduce the need for multiple assessments. Feb 2010 

3 Reduce referrals time 
 

Insures that duplicative services are not provided 
during transitions. Feb. 2010 

4 Customer Service center 
 

Reviews all cases to insure clients are not open in 
multiple places. Feb. 2010 

5 Coordination of Therapist 
 

If therapist can provide therapy they will continue to 
provide support. March 2010 

6 
 Additional EBT training Provides the ability to provide more EPSDT services 

at one location to reduce multiple openings. March 2010 

7 
 Internal EPSDT review All Higher users subject to internal review to determine 

if the most efficient service is being provided. March 2010 
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11. Describe the data to be collected. 
 
 Service Utilization will be examined. 
 
 
12. Describe method of the data collection and the sources of the data to be collected. Did you use existing data from 

your Information System? If not, please explain why. 
 
 Data will be collected from the site internal management information system. 
 
 
13. Describe the plan for data analysis. Include contingencies for untoward results. 
 
 Frequencies where used to determine trends over time. 
 
 
14. Identify the staff that will be collecting data as well as their qualifications, including contractual, temporary, or 

consultative personnel. 
 
Staff at the pilot site provided all the data 
 
 

15. Describe the data analysis process.  Did it occur as planned? Did results trigger modifications to the project or its 
interventions?  Did analysis trigger other QI projects? 

 
 Analysis proceeded as planned.  Since this was a pilot study, predictions for results where not made.   Data analysis focused 

on determining if trends followed patterns in the expected direction. 
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16. Present objective data results for each performance indicator. Use Table D and attach supporting data as tables, 
charts, or graphs. 

See Attached Report 
 

Summary of Results 
 

 All 7 interventions fully implemented and sustainable  
 Treatment outcomes:  

o 88% lowered or maintained level of care  
o 91% “in home” (community setting)  
o 80% “in school” (4+ days/wk or home study)  
o 89% “out of trouble” (no arrest, violations last 6 months)  

 Outcomes for the $3K target population:  
o 80% reduction in total EPSDT usage  
o 81% of youth now under $3K/mo or transitioned completely from service.  
o 93% of youth decreased EPSDT usage  
o Even greater impact to the $8K subset in all categories    

 Impact to the full EPSDT population we serve:  
o Capacity: 9% increase in active youth served  
o Usage:  15% decrease in average usage per month, per youth  

 
 
Table D - Table of Results for Each Performance Indicator and Each Measurement Period 

Describe 
performance 

indicator 

Date of 
baseline 

measurement 

Baseline 
measurement 
(numerator/ 

denominator) 

Goal for % 
improvement 

 

Intervention 
applied & 

dates 
applied 

THIS IS THE BASELINE INFORMATION FROM TABLES  A, B, AND C 
USED HERE FOR COMPARISON AGAINST RESULTS 

Date of re-
measurement 

Re-measurement 
Results 

(numerator/ 
denominator) 

% 
improvement

achieved 

Maintained 
Level of Care January 2010 90%  January 2010 July 2011 88% -2% 

Community  
Setting July 2010 76%  January 2010 July 2011 91% 25% 

In School 
 July 2010 84%  January 2010 July 2011 80% -4% 

Out of 
Trouble 
 

July 2010 86%  January 2010 July2011 89% 3% 
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17. Describe issues associated with data analysis: 
 
 

a. Data cycles clearly identify when measurements occur. 
Yes 

 
b. Statistical significance 

 
Significance testing not performed.  However, results should be significant. 

 
c. Are there any factors that influence comparability of the initial and repeat measures? 
 

This is a large agency with significant resources.  Smaller agencies may not have the ability to apply the services in the 
same manner. 

 
d. Are there any factors that threaten the internal or the external validity? 

 
The pilot site is a well run organization, lead by a highly motivated and skilled supervisor.  Replication of these data may 
be impacted if an agency does not have an individual with the same vision and foresight to implement the program. 

 
 

17. To what extent was the PIP successful? Describe any follow-up activities and their success. 
 
While the study indicates that there was a reduction in cost and usage of services the impact on treatment outcomes was 
minimal.  Services continued to be delivered at a high level.  Clients continued to be seen in community settings and 
remained free from trouble. 

 
 
19. Describe how the methodology used at baseline measurement was the same methodology used when the 

measurement was repeated. Were there any modifications based upon the results? 
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 Since frequencies were used each month to trend the data, the basic methodology was easily replicated. 
 
 
20. Does data analysis demonstrate an improvement in processes or client outcomes? 
 
 No change in end of service outcomes was observed.  So the efficiencies of the service delivery did not result in a change of 

outcomes to the clients. 
 
 
21. Describe the “face validity” – how the improvement appears to be the result of the PIP intervention(s).  
 The reduction of cost seems related to the coordination of care.  
 
 
 
22. Describe statistical evidence that supports that the improvement is true improvement. 
 
 The trends appear to consistently move in the desired direction. 
 
 

23. Was the improvement sustained over repeated measurements over comparable time periods? 
 
 Not only were the results maintained over time but adding a significant amount of clients to the study did not diminish the 

treatment outcomes. 
 
 


