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����INTRODUCTION���� 

BACKGROUND AND METHODOLOGY 

The California Department of Health Care Services (DHCS) is charged with the responsibility of 

evaluating the quality of specialty mental health services provided to beneficiaries enrolled in 

the Medi-Cal managed mental health care program. 
 

This report presents the fiscal year 2013-14 (FY13-14) findings of an external quality review of 

the Santa Clara County mental health plan (MHP) by the California External Quality Review 

Organization (CAEQRO), a division of APS Healthcare, from December 4 through 6, 2013.  
 

The CAEQRO review draws upon prior year’s findings, including sustained strengths, 

opportunities for improvement, and actions in response to recommendations. Other findings in 

this report include: 
 

� Changes, progress, or milestones in the MHP’s approach to performance management – 

emphasizing utilization of data, specific reports, and activities designed to manage and 

improve quality. 

� Ratings for Key Components associated with the four domains: quality, access, 

timeliness, and outcomes. Submitted documentation as well as interviews with a variety 

of key staff, contracted providers, advisory groups and other stakeholders which inform 

the evaluation within these domains. Detailed definitions for each of the review criterion 

can be found on the CAEQRO Website www.caeqro.com  

� Analysis of Medi-Cal Approved Claims data 

� Two active Performance Improvement Projects (PIPs) – one clinical and one non-clinical  

� Three 90-minute focus groups with beneficiaries and family members 

� Information Systems Capabilities Assessment (ISCA) V7.3.2 



Santa Clara County MHP CAEQRO Report Fiscal Year 2013-14 

 

CAEQRO 

4 

����FY13-14 REVIEW FINDINGS���� 

STATUS OF FY12-13 REVIEW RECOMMENDATIONS 

In the FY12-13 site review report, CAEQRO made a number of recommendations for 

improvements in the MHP’s programmatic and/or operational areas. During this year’s FY13-14 

site visit, CAEQRO and MHP staff discussed the status of those FY12-13 recommendations, 

which are summarized below.  

ASSIGNMENT OF RATINGS 

� Fully addressed – The issue may still require ongoing attention and improvement, but 

activities may reflect that the MHP has either: 

o resolved the identified issue 

o initiated strategies over the past year that suggest the MHP is nearing resolution or 

significant improvement 

o accomplished as much as the organization could reasonably do in the last year 
 

� Partially addressed – Though not fully addressed, this rating reflects that the MHP has 

either: 

o made clear plans and is in the early stages of initiating activities to address the 

recommendation 

o addressed some but not all aspects of the recommendation or related issues 
 

� Not addressed – The MHP performed no meaningful activities to address the 

recommendation or associated issues. 

KEY RECOMMENDATIONS FROM FY12-13 

 

� As planned, analyze service patterns and outcomes, and track the 436 high cost 

beneficiaries (HCBs) the MHP has identified. Identify and implement improvements to 

access or quality barriers. Include understanding day treatment, outpatient service 

usage patterns, and consumer outcomes for youth beneficiaries:  
 Fully addressed   Partially addressed   Not addressed 

 

This last year, the MHP developed methods to track the 436 HCBs previously identified 

by CAEQRO, a group of beneficiaries whose Medi-Cal claims for mental health services 

exceeded $30,000 in CY11. MHP demographic analysis revealed the majority of these 

beneficiaries were White (49 percent), male (57 percent), and between the ages of 26-59 

(70 percent).  In analyzing the group’s service usage patterns, the MHP noted that these 

HCBs utilized more case management and day treatment services than the average 

service user. While there was an overall decrease in the use of service hours by HCBs 

from FY11-12 to FY12-13, the MHP asserted this drop was most likely the result of State 



Santa Clara County MHP CAEQRO Report Fiscal Year 2013-14 

 

CAEQRO 

5 

changes to Day Treatment service claiming. Quarterly, case managers meet to look at 

HCB cases, 30 percent of which are child consumers. However, the MHP reported they 

have not refreshed the original list of HCBs since the group was initially identified in 

CY11 data. Instead, additional consumers with high use patterns are identified for 

review by applying key indicators, such as a Milestones of Recovery Score (MORS) of 5 

or two or more hospitalizations in a year. Additionally, the MHP convenes a case 

conference to review all Full Service Partnership (FSP) referrals, bringing together the 

Medical Director, the Adult and Child system Directors, involved providers, and the 

MHP treatment team.   

 

While the MHP has analyzed patterns and implemented case conferencing, it is 

undetermined whether the outcomes of this group of high users have either improved 

or are aligned with the intensity of their service provision as well as need. 
  

The MHP is also involved in a number of countywide initiatives aimed at identifying 

high service uses throughout the system and working with them across these various 

departments. This includes the national Partnership for Patients initiative to reduce 

readmissions to hospitals and various homelessness initiatives to effectively share data 

to better understand homeless persons’ service usage patterns and develop approaches 

to improve their outcomes. The MHP is developing a dedicated analyst position and a 

senior level program specialist position to provide leadership in planning, development 

and implementation of a Santa Clara Valley Health and Hospital System (SCVHHS) 

High Need Population initiative. The goals of this initiative are to implement 

programs/changes to improve health outcomes, improve patient experience, and to 

reduce costs (referred to as the “Triple Aim”) associated with some of the highest or 

most frequent users of County human services. 
 

 

� Increase attention to the monitoring and improvement of timely access to services. 

Examine the initial request for services procedures as well as psychiatric access. Identify 

and implement strategies for improvement: 
 Fully addressed   Partially addressed   Not addressed 

 

In addition to tracking of various timeliness indicators on the Performance Learning 

Measure (PLM) dashboard and monthly Access Call Center Referral reports, several 

projects have been implemented to improve timely access to service. These include: 

o A new workflow at the Access Call Center in which an Officer of the Day triages and 

assigns calls to available staff. This has resulted in reduced wait times for calls to be 

answered, faster referrals for Level One consumers to a clinic for intake (deemed as 

in need of MHP services), and increased productivity of clinical staff.  

o A capacity tracking pilot project has been initiated for child consumers ages 6 to18. 

Four contract agencies are currently involved, providing the Access Call Center with 
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capacity updates every second week. This allows the Center to make referrals 

elsewhere if one agency has reached their contracted referral limit.  

o All callers to Access now receive Urgent Care, suicide prevention, and crisis resource 

information at the start of their call. This ensures that callers are aware of these 

resources and can access these services, if needed.  

o As the MHP and Department of Alcohol and Drug Services (DADS) integrates later 

this year and into 2015, plans are being made to merge the Access Call Center and 

DADS Gateway to ensure better access and coordination of care for consumers with 

co-occurring issues. New mechanisms to track service timeliness will also need to be 

developed as a result. 

The MHP has not established a consistent process to monitor and report on timely access 

for consumers discharged from hospital to a follow-up appointment. This should be a 

high priority for the MHP. 
 

 

� Develop goals and timelines for electronic data interchange of demographic and clinical 

data between contractors and the MHP as part of the electronic health record (EHR) 

project:  
 Fully addressed   Partially addressed   Not addressed 

 

The EHR project was significantly revised in the past year and is currently in the initial 

planning stages. A project manager was hired, and a project charter and designation of 

work groups have been issued, but specific electronic data interchange (EDI) 

requirements have not been determined. The current timeline calls for EDI planning to 

be completed by the first quarter of 2014 and pilot implementation to begin in the 

second quarter. 
 

 

� Consider adding at least one dedicated clinical staff to the MHP’s EHR project team. 

This staff perspective is important for successful implementation of the clinical record: 
 Fully addressed   Partially addressed   Not addressed 

 

The MHP is planning to include clinical staff on each of the core EHR workgroups and is 

presently attempting to recruit such staff. Other clinical staff will be brought into the 

project process on an as-needed basis. Support for the EHR project will include several 

former clinical staff that are now part of the decision support team. The MHP’s Director 

sits on the EHR Executive Committee. 
 

 

� Initiate strategic planning regarding consumer and family member staffing, and explore 

and develop ways the Consumer Affairs and Family Affairs Office to combine expertise 

and efforts to strengthen consumer, family member, and wellness and recovery goals. 

Identify mechanisms for increasing consumer and family interface with senior 

leadership: 
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 Fully addressed   Partially addressed   Not addressed 
 

The Peer Support & Design workgroup, a subcommittee of the Performance & Quality 

Improvement Committee (PQIC), is an ongoing consumer-operated workgroup of 8 to 

12 MHP peer staff which provides consumer input on systemwide quality issues to 

ensure the consumer voice is heard and incorporated. In general, the workgroup has 

been tasked with:  

o Developing supports for consumers in their person-centered treatment plan.  

o Growing peer support for all consumers at any stage in their recovery.  

o Providing meaningful consumer-informed guidance on program development, 

modification, and/or evaluation based on the information acquired through surveys, 

focus groups, and special studies. 

o Promoting a consumer culture that promotes recovery.  

o Reducing stigma within the system. 

o Promoting healthy living environments to encourage hope, recovery and reduce 

recidivism. 
 

Presently, the workgroup is researching two possible consumer feedback outcomes tools 

to be considered for use systemwide. While these goals for this workgroup are laudable, 

many realistically require more committed resources, an extended time frame, and 

champions who are system leaders to affect this degree of system change. The MHP 

plans to develop an integrated behavioral health organizational structure that will 

elevate both the Office of Consumer Affairs (OCA) and Office of Family Affairs (OFA) to 

report directly to the MHP Director, ensuring they become an integral part of leadership. 

However, presently the structure remains unclear; peer employees had no awareness of 

the different Offices or that an OCA Manager exists. They did note positive change 

overall as peers are being recognized as integral to care and encouraged to collaborate 

with one another. An increase in peer staff support since last year is evident to them, 

including new weekly meetings to discuss cases and planning, but there still is not 

enough peer staff to effectively serve consumers, nor are wellness and recovery goals yet 

proliferated in the system.   

 

CHANGES IN THE MHP ENVIRONMENT AND WITHIN THE MHP 

Changes since the last CAEQRO review, identified as having a significant effect on service 

provision or management of those services are discussed below. This section emphasizes 

systemic changes that affect access, timeliness, quality, and outcomes, including those changes 

that provide context to areas discussed later in this report.  
 

� Six months ago, County HHS began development of a comprehensive strategic plan. 
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This long-term plan to improve the health and well-being of the community is being 

implemented with the involvement of employees, key stakeholders, community 

partners, and consumers. As a result, the MHP reported now moving into more fully 

serving the mental health needs of primary care consumers also whose mental health 

issues are usually in the mild to moderate range of severity, and the entire SCVHHS is 

been reoriented to a wellness paradigm, rather than a sickness paradigm. 
 

� The County plan to integrate the MHP and the DADS continues. The high-level design 

on how the two departments will combine over 500 positions, various services, and 

different funding streams was developed in late 2013 and was before a subcommittee of 

the County Board of Supervisors at the time of the review for approval, with planned 

implementation in late 2014. Many stakeholders were engaged in this design process to 

ensure best practices nationwide and completing philosophies were appropriately 

considered. The goal is to create a fully integrated department with blended service 

delivery. As a result, the Mental Health Board is exploring whether to expand into a 

Behavioral Health Advisory Board. 
 

� The present QI Manager will retire at the end of CY13 and the MHP’s Quality 

Management (QM) structure will be revamped into a Quality Circle to combine the 

strengths and personnel of the DADS with that of the MHP, using a new model. 
 

� Vacant since 2012, the Acting Deputy Director’s position has become permanent. MHP 

administration is trying to phase in a number of new management positions throughout 

the system as they acknowledged a lack enough supervisors below District 

management. For the first time in ten years, the MHP finances enable the MHP to move 

forth in requesting the Board of Supervisors for new Clinic Management positions. 

Unfortunately, the MHP continues to be challenged by a number of important position 

vacancies systemwide.  
 

� The MHP continues to be one of the California counties to participate in Cal 

MediConnect, an demonstration project implementing integrated health benefits for 

beneficiaries with both Medi-Cal and Medicare insurances through the 1115 Waiver (as 

implemented through DHCS). The Directors of SCVHHS and the County’s Social 

Services Agency (SSA) facilitate a Dual Demonstration Steering Committee which 

includes the local Council on Aging, the Silicon Valley Independent Living Center, On 

Lok; Health Trust/Hospital Council, United Way, the Senior Care Commission, and 

many others. Jointly, the MHP, DADS, and SSA were approved by the BOS to establish 

MOUs with Anthem Blue Cross and Family Health Plan to define the 

roles/responsibilities of county-administered behavioral health services within the 

project. Approximately 3,000 dual eligible beneficiaries are presently served at the MHP. 
 

� While the MHP estimated it served about 30,000 consumers in FY11-12, slightly less than 

half (i.e., 14,690) were Medi-Cal beneficiaries. However, about 76 percent of its total 

claims were accounted for by services to Medi-Cal beneficiaries. Despite nearly 40,000 of 

Valley Medical Clinic’s patients becoming exchange eligible in January 2014 and the 
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County’s philanthropic plan to ensure nearly all County children have medical 

coverage, the MHP expects to continue to serve a high population of uninsured adult 

consumers. 

PERFORMANCE & QUALITY MANAGEMENT KEY COMPONENTS 

CAEQRO’s overarching principle for review emphasizes the MHP’s use of data to promote 

quality and improve performance. Components widely recognized as critical to successful 

performance management – an organizational culture with focused leadership and strong 

stakeholder involvement, effective use of data to drive quality management, a comprehensive 

service delivery system, and workforce development strategies which support system needs – 

are discussed below.  

 

Quality  

CAEQRO identifies the following components of an organization that is dedicated to the overall 

quality services. Effective quality improvement activities and data-driven decision making 

requires strong collaboration among staff, including consumer/family member staff, working in 

information systems, data analysis, executive management and program leadership. 

Technology infrastructure, effective business processes, and staff skills in extracting and 

utilizing data for analysis must be present in order to demonstrate that analytic findings are 

used to ensure overall quality of the service delivery system and organizational operations. 
 

Figure 1.  Quality 

Component Present Partial 

Not 

Present 

Not 

Rated 

1A 
Quality management and performance 

improvement are organizational priorities 
 X   

1B 
Data is used to inform management and guide 

decisions  
X    

1C 
Investment in information technology 

infrastructure is a priority  
X    

1D 

Integrity of Medi-Cal claim process, including 

determination of beneficiary eligibility and timely 

claims submission  

X    

1E 
Effective communication from MHP 

administration  
 X   

1F 
Stakeholder input and involvement in system 

planning and implementation  
X    
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Figure 1.  Quality 

Component Present Partial 

Not 

Present 

Not 

Rated 

1G 
Consumers and family members are employed in 

key roles throughout the system  
 X   

 

Issues associated with the components identified above include: 

 

� The MHP had made progress in the structure of their annual Quality 

Improvement (QI) work plan as they have added measureable goals for this FY. 

This document and many accompanying QI projects are based on the MHP’s 

version of Demming’s Value Chain Reaction model. Further, the MHP asserted 

onsite a critical aspect to the upcoming system integration with the DADS is a 

continuous improvement approach with a culture of accountability they intend 

to institute.  

o Meanwhile, the MHP’s PQIC continues to meet bimonthly during even 

number months, while the two System of Care Committees meet in odd 

number months.  

o There is also an Executive Management Group (EMG) and a number of 

ongoing subject workgroups that report to the PQIC (i.e., Level of Care, Child 

and Adolescent Needs and Strengths [CANS] implementation, 

Transformation Care Planning [TCP] implementations, Peer Support, 

Performance Management, and Practice Standards/Documentation). Each 

workgroup has an assigned MHP lead, although leads from provider 

organizations may be established in future. Each workgroup has a charter 

with measurable goals and the Deputy Director has begun to meet with each 

workgroup to skill-build around performance management techniques (i.e., 

PDSAs and project management). The MHP reports efforts are ongoing to 

better align workgroup objectives with the high-level strategies of the MHP 

as well as prevent workgroup “scope creep.” 

o It remains unclear how the MHP will accomplish its Quality Management 

(QM) goals this FY as well as perform routine monitoring and undertake 

other projects, given the upcoming retirement of QI Coordinator and very 

few other QM staff. For a number of years, CAEQRO has noted that clear, 

high-level planning of the QM role and its accountability to leadership has 

been absent. The MHP reported now working to develop a behavioral health 

QI work plan, delineating joint QM staff, and a creating a Quality Circle 

between the two disciplines once integration occurs into 2015. They hope to 

involve new people in the quality conversation and various projects. Onsite, 

the annual QI work plan evaluation for FY12-13 was noted as insufficient, 
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lacking any metrics of effectiveness which hinders true assessment and 

reasonable continuation and prioritization of unmet goals.  

� Both the EMG and the PQIC monitor a number of PLMs, such as time to service 

connection, engagement, consumer recovery (as evidenced by the MORS), 

service excellence, service efficiency, no shows, and consumer outcomes. A 

monthly PLM dashboard began in 2011 and all county-run sites have been 

trained on how to pull data and use it to improve performance. The MHP is now 

embarking on a major Behavioral Health EHR project which includes plans for 

EDI with organizational contractors and County Health Services; some of this 

effort stems from MHSA audit recommendations which suggested including 

contractors in the PLMs and other system indicators. A data warehouse is also 

planned.  

Inpatient and Federally Qualified Health Clinic (FQHC) psychiatric staff has 

begun utilizing the EHR provisions of the County Health Services Epic 

Healthlink system; MDs employed by the MHP have had to learn and use both 

Epic and CoCentric (the MHP’s EHR). The MHP is also planning to develop 

semi-annual outcomes reports to better assess clinical management, programs, 

and service delivery.  

� The MHP demonstrated that data is used to direct decision-making. For 

example, this last year the number of Transitional Age Youth (TAY) FSP slots 

were increased between the two providers as a result of cost per consumer 

reports. Further, a Psychiatric Nurse Practitioner was hired to work in the 

FQHCs to serve medication-only children stepped down from MHP care. Non-

management staff however do not appear to receive data to inform their work 

such as reminders of upcoming service plan renewals, CANS or MORS 

administration, etc. While staff receive scores associated with the outcome tools, 

they are not readily able to interpret this information in a way that helps to 

inform service provision.   

� Medi-Cal claims submissions have been timely over the past year and have 

shown a considerable increase in volume from the previous year. The percentage 

of claims denials for CY12 was 8.5 percent, compared to the statewide average of 

5.5 percent. The majority of the denials was for correctable configuration errors 

and were corrected and resubmitted to the State. 
 

� Numerous communication efforts were begun or improved this last year. This 

includes: 

o An overhaul of the MHP’s website adding resource materials, links, and 

information for consumers, family members (C/FMs), stakeholders and the 

community. Separate streams now exist for C/FMs, the Mental Health Board, 

MHSA programs, and business partners, as well as links to NAMI and the 
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Network of Care. The site also boasts the C/FM-written newsletter and 

provides initial access information in six languages.  

o Launching an ethnic media campaign to promote the local suicide hotline 

and its services through various ethnic community newspapers. Six 

community newspapers were selected including the El Observador and La-

Oferta bilingual Spanish newspapers; the Vietnam Daily News and Cali Today 

for the Vietnamese community; Sing Tao Daily, a Chinese newspaper; and the 

Asian Journal, serving the Filipino community. 

o Using an existing contracted video crew, the MHP created two 20-minute 

community outreach videos in English/Spanish and English/Vietnamese to be 

shown publically which advertises the MHP’s system of care, its resources, 

and how to access services.  

o Improving contractor involvement in the PQIC. Various contractor 

representatives felt such changes have been positive and effective. 

o Continuing monthly meetings between MHP administration and the 

Executive Committee of the newly-integrated Behavioral Health Contractor 

Association.   

o Piloting MyChart personal health record for behavioral health consumers in 

the Valley Medical Care (VMC) system. In addition, as of October 2013, MHP 

psychiatrists if requested will provide any consumer with a summary 

document of the session which includes their diagnosis, medication, and 

other pertinent clinical information. 

Nevertheless, onsite staff reported communication within each site varies 

depending on supervisors, and communications from outside the clinic is largely 

determined by how connected a supervisor is to administration. Overall, staff felt 

disconnected to system goals or the strategic direction of organization; 

interviewed staff was not aware that SCVHHS had a strategic plan. 

Communication was rated as very poor in specialty and/or out-stationed 

programs, being even further removed from routine communication efforts. 

Many opined the system lacked administration transparency or explanations of 

how system changes will look in practicality; any discussion of expected effect on 

day-to-day operations for staff was absent. Further, previous quarterly all-staff 

meetings ceased in 2011 and routine clinic meetings with system of care 

Directors do not occur. 

Consumers generally also felt no connection to system changes, developments, 

and/or initiatives and had a poor overall understanding of the system of care and 

where they fit in. They were unclear who the leaders are and reported their only 

communication comes from assigned providers. Very few knew anything about 

available wellness resources or the Self-Help Centers. Also, advertisement of the 
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upgraded website had yet to occur as many interviewed staff, contractors, and 

consumers had no idea of the improvements.  

Participants reported that the MHP staff who leads various QI workgroups 

would benefit from group facilitation/management training – and that the 

effectiveness of each workgroup varies as some lack focus, take longer than 

planned to reach their goals, or lacked planned outcomes. Additionally, some 

contractors still lack a designated MHP contact for day-to-day support, impeding 

effective communication; new substance abuse contractors reported difficulty in 

establishing an initial line of communication with the MHP. While the MHP 

Director is seen as accessible/approachable, a knowledgeable staff contact for 

routine information is missing. As a result, contractors rely solely on the 

Association for feedback. Further, while the MHP encourages collaboration 

between contractors, there is inconsistent dissemination of information, 

knowledge of training opportunities, and/or clinically relevant issues.  

� As in past years, the MHP demonstrated numerous efforts to engage various 

stakeholder groups in relevant discussions and activities. The development of 

the County’s Interactive Video Simulator Training (IVST) project was a model of 

collaboration, involving the MHP, law enforcement, C/FMs, various ethnic and 

cultural groups, and youth. Input and participation from all of these groups led 

to the creation of a detailed lesson plan, a PowerPoint presentation, and now ten 

interactive video simulations. There are also C/FM representatives on many 

system workgroups (the Adult System Redesign team, the Adult System PQIC 

subcommittee, and the TCP implementation workgroup) and almost 100 percent 

of the Mental Health Board is a C/FM. However, interviewed motivated peers 

were not aware of any opportunities to get involved or of any consumer 

representatives who participate on such committees.  

MHP executives meet with contractor executives once a month, and the two 

MHP system Directors meet with their providers bimonthly. Quarterly, the 

Psychiatric Practices Committee meets, involving all provider/county Medical 

Directors and numerous all-MD list serves continue addressing labs, pharmacy 

issues, etc. The PQIC has issued a standing invitation to all contractor Executive 

Directors as well as all MHP staff to attend the bimonthly meetings, especially 

when specific-issue workgroups are formed.  

Despite MHP efforts, staff at various levels continued to feel uninvolved in 

quality initiatives and that improvements that target processes of care (rather 

than individual staff) are lacking.. In instances where staff is invited to 

participate/comment, they felt the decision appeared to have already been made. 

While there had been a recent push to improve employee morale, continual 

efforts did not ensue. The overall impression perceived is that administration 

makes opportunities for staff to be stakeholders only as a required, rote activity 

that is not meaningful. Staff at various levels also reported continued frustration 

in balancing additional documentation for TCP with the push for 
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productivity/increased billing as well as lacking clarity in what is expected in 

TCP (even with the assistance of TCP trainer sessions). Lack of leadership 

response to any given input was a consistently voiced concern. 

� The Peer Support Worker (PSW) position created last year allows peers to 

provide services to C/FMs at all self-help centers and MHP clinics, Urgent Care, 

the Re-entry Center, and as family liaisons. The OCA and OFA continue to exist 

separately (despite a plan to coordinate the two), as do the various Ethnic and 

Cultural Community Advisory Committee (ECCACs). Overall, the MHP has 36 

positions for individuals with lived experience – three full-time and 12 part-time 

PSWs, and 21 ECCAC positions. Onsite, the MHP reported the continued 

challenge of filling 11 vacant ECCAC positions as well as one remaining full-time 

position. While they have had many applicants and are in the process of 

recruiting again, the requirement of six-month prior mental health work 

experience is a hurdle. There is discussion of possibly combining some vacant 

half-time positions into a few full-time positions. Stipended, consumer interns 

float throughout the system of care as extra help staff. A small career ladder was 

evident – from volunteer, to intern, to part-time PSW employee, to full-time 

employee. The MHP reports discussion of also developing a ladder within the 

PSW classification itself with the eventual goal of linking it to non-peer 

Community Worker and/or Rehabilitation Counselor classifications. There is one 

supervisor position, the OCA manager, which requires lived experience. 

Integration of peer employees into the workplace continues to see some 

problems as some consumers reported experiencing difficulties engaging with 

the PSWs, feeling that they do not necessarily promote themselves as being a 

true “peers.”  As a result, some clinical staff voiced hesitancy in referring a 

consumer to an available PSW or the OCA for support. 

 

  



Santa Clara County MHP CAEQRO Report Fiscal Year 2013-14 

 

CAEQRO 

15 

Access  

CAEQRO identifies the following components as representative of a broad service delivery 

system which provides access to consumers and family members.  Examining capacity, 

penetrations rates, cultural competency, integration and collaboration of services with other 

providers form the foundation of access to and delivery of quality services.  
 

Figure 2. Access 

Component Present Partial 

Not 

Present 

Not 

Rated 

2A 
Service accessibility and availability are reflective 

of cultural competence principles and practices 
X    

2B 
Manages and adapts its capacity to meet 

beneficiary service needs 
X    

2C 
Penetration Rates are used to monitor and 

improve access 
 X   

2D 
Integration and/or collaboration with community 

based services 
X    

 

Issues associated with the components identified above include: 
 

� The MHP has four threshold languages: Spanish, Mandarin, Vietnamese and 

Tagalog. Access to services by these populations has not been routinely 

monitored. Although since changes were recently instituted at the Access Call 

Center, the supervisor has been tracking wait times for response to calls for three 

languages: English, Spanish and Vietnamese. Spanish callers wait on hold for an 

average four minutes before they are served, while English and Vietnamese 

callers wait two minutes. Additionally, language preference information is 

collected during calls to Access or at first walk-in contact and is entered into the 

EHR; this information is verified by the assigned clinic so that the appropriate 

bilingual staff person can be assigned to serve the consumer. Ad hoc analyses 

can be run by the Decision Support Unit to ascertain access delays by language, if 

the need arises. In all programs, progress notes/forms must be written in the 

language service was delivered, with an English translation. In-house 

interpreters are used, having been certified at either the conversational or 

therapeutic level. 
  

� The MHP reported numerous efforts to continue to eliminate disparities as over 

100 languages are spoken in the county and two-thirds of county residents are 

immigrants. The Minority Advisory Committee continues to meet monthly as a 

part of the Mental Health Board, and MHP FY11-12 claims revealed very little 
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difference in Hispanic vs. Caucasian consumer access and service provision 

compared to the statewide average.  

o Within the five FQHCs, consumer language preference is monitored and a 

matrix of all MDs/LCSWs with other language capabilities (and their clinic 

location) is kept current to better match consumers to providers.  

o While an arrangement with a specific Serbian-Bosnian provider was recently 

terminated, the language capacity they provided was still needed. To address 

this, the MHP brought on a number of their providers as extra-help staff to 

serve these consumers (and transferred their caseloads to the MHP).  
 

� Participant evaluations from eight law enforcement agencies were recently 

completed post-IVST training, culling 325 surveys. Since January 2013, six new 

IVST were completed with new scenarios and two bilingual community panel 

discussion videos were created. The IVST training has been presented at ten of 

the County’s thirteen police agencies with over 550 officers receiving the 

training. Survey results indicated 94 percent of trained officers stated they felt 

well prepared to handle calls involving mentally ill people in crisis. IVST is now 

being adopted by police agencies in Orange County, San Diego County, 

Alameda County, Oakland, Contra Costa County and the CA State University 

system.  
 

� The Innovation-funded program for isolated and depressed seniors using life 

review (storytelling) strategies was designed for Spanish and Vietnamese-

speaking people aged 60+ years old. The project adapted a strength-based 

approach to the mental health system, and to date a total of 39 seniors have 

participated.  
 

� The ECCAC continues, consisting of seven distinct groups which provide 

outreach, engagement, service linkage, and advocacy for underserved ethnic 

populations. An access database is being created that will track one-to-one 

outreach and support contacts, ECCAC support groups and events, and 

community event involvement. The database will also track contact 

demographics, service type, frequency of services, collaborations with 

community-based organizations (CBOs), and outcomes. The ECCAC’s recent 

focus has been to provide Mental Health First Aid training to the various ethnic 

communities. By March 2013, ECCAC staff had provided 68 trainings to 706 

community members in Amharic, Cantonese, English, Mandarin, Somali, 

Spanish, Tagalog, Tigrinya, or Vietnamese. 
 

� The MHP’s system of care includes county-run clinics, contracted 

providers/CBOs, FQHCs, and a small number of network providers. Contracted 

and network providers serve (for the vast majority) Medi-Cal beneficiaries, while 

conversely only about one-third of those served in county clinics are Medi-Cal 
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beneficiaries. To date, the MHP reported about 6,000 consumers/potential 

consumers have been referred to FQHCs for service. This last year, a FQHC-

referral decision tree was created to guide the possible transfer of MHP 

consumers with MORS of 6 or higher to an FQHC. Quarterly, a MHP contract 

monitor produces MORS reports to stimulate conversation with contractors 

about possible step-downs. A transfer-back policy exists in which FQHCs can 

refer back a consumer in need of a higher level of care and bypass usual access 

protocols. Anecdotally, the MHP reported about 100 consumers have transferred 

back (of the 600+ consumers stepped down); the lack of case management staff 

within the FQHCs was noted as a barrier to stable recovery. Onsite, staff noted 

transfer-back instances remain very complicated, despite the policy.  

Data revealed the MHP continued a retention pattern different than seen 

statewide; that is, a notably larger proportion of consumers served in the county 

received 15+ services in CY12 (51 percent compared to 41 percent). This data, 

along with the MHP’s increasing HCB population, underscores the MHP’s need 

to better manage overall systemwide capacity and develop reliable tracking 

mechanisms of consumer service transition/flow as well as continue to invest in 

reliable triggers for treatment step-up/down reviews.  

The MHP Director reported the system is now about 20 to 25 percent 

understaffed versus demand (i.e., while monthly child consumer capacity sits at 

about 400 children, the average monthly system demand is over 500).  In 

response, the two system of care Directors use various PLMs and timeliness 

reports to attempt to match ethnicity/language consumer need to staff capacity 

(including within contractors).  In addition, the Learning Partnership Division 

has developed several tracks of training, internships, and support for 

paraprofessionals, undergraduate and graduate students to attract and grow 

staff. Six months ago, the Adult/Older Adult system Director began a capacity 

tool pilot which catalogs real-time information on consumer MORS, program 

capacity, and case assignments/closures. Queries are sent to providers regarding 

consumers with extended stays with the expectation of a response within two 

weeks. Every quarter, pertinent reports using this data are shared with all 

providers. Also, each week, available-FSP slot updates are sent to Urgent Care, 

the Access Center, and outpatient team managers so they may now make direct 

referrals to an FSP program, rather than routing consumers back through the 

Access Center.  

A similar capacity management tool will be rolled out for the Family and Child 

system, especially since their FSP programs are over capacity, when an 

additional Decision Support analyst is hired. In the meantime, a similar capacity 

management effort is being piloted with four child providers. This last year, the 

MHP (in conjunction with SSA) restructured and rebid the wraparound program 

contract, asking for a number of contractors to provide the 200 slots. Instead of 

just two providers as in the past, five community providers now each provide 50 
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slots to ensure provider diversity. As a result, the prior largest wraparound 

provider had to retool its services and is planning to open a five-bed child crisis 

stabilization unit in February 2014.  
 

� Race, ethnicity, age, preferred language, and Medi-Cal beneficiary proportions 

were calculated for the October 2013 cultural competency report using 2009 

through 2013 data. Over those five years, the population of Medi-Cal 

beneficiaries served grew about six percent and a notable increase was seen in 

services to Hispanic beneficiaries served with a nearly corresponding decrease in 

services to White beneficiaries. The MHP also reported use of CAEQRO 

penetration rate data each year by trying to replicate it with its own data. The 

MHP does not routinely calculate unmet need in the community; they last did 

any prevalence/underserved analyses for the MHSA update using 2010 Census 

data. They plan to use census data and zip code geo-mapping for both eligibles 

and Medi-Cal beneficiaries served to regionally plan service delivery (both MHP 

clinics and contracted providers) to better met community cultural needs. 
 

� The MHP continues to collaborate with an assortment of county and community 

stakeholders, from Child Welfare Services (CWS) and law enforcement to health 

providers and faith-based organizations. A few examples follow. 

o Mental health providers are now embedded in nine different ambulatory care 

clinics, with a tenth arrangement in progress.  

o The MHP is now integrated with five FQHCs and two satellite locations. 

About half of the behavioral health consumers served at these FQHCs stem 

from either Access Center direct referrals or MHP step-downs.  

o Mental health care for consumers with co-occurring disorders is being 

coordinated at two DADS methadone clinics. 

o A full-time bilingual developmental screener was stationed at a County 

pediatric clinic as of January 2013; screening protocols were established and 

over 800 children have been screened.  

o Expanded coordination/collaboration with primary care includes a Diabetes 

Care Management program team as a pilot at one FQHC clinic site. The MHP 

is also creating a Primary Care Behavioral Health brochure, in cooperation 

with partners in Ambulatory Care and the DADS, using input from 

consumers and MHP PSWs for non-stigmatizing content.  

o In October 2013, a survey pertaining to behavioral health care was 

undertaken with community health clinics, with the goal to incentivize such 

clinics to adopt the FQHC model of care and bi-directional MHP referrals. 

o The Dually Involved Youth Initiative, beginning January 2014, is a joint effort 

between SSA and Juvenile Probation in which the MHP is a key partner, 

providing a full-time PSW to serve as a Youth Advocate.    
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o The MHP’s Suicide and Crisis Services unit is collaborating with Valley 

Medical Center’s (VMC) Emergency and Social Services departments to 

develop protocols and services to support individuals who attempt suicide 

and receive treatment at VMC’s emergency room.  

o The Nurse Family Partnership is a joint effort between the MHP and Public 

Health, funding a team of five nurse practitioners to provide intensive case 

management and support to young, at-risk pregnant women.  

o Working with County Probation and the Re-entry Resource Center, to 

rapidly assess and engage probationers with mental health needs, SVCHHS 

is a part of the Realignment Referral ID Card project. By combining two 

databases, probationers receive an ID card with their picture and a unique re-

entry number that holds all their criminal justice and health/human service 

information. They are working on adding free public transportation access to 

the card as a benefit intended to encourage consumers to prevent card loss.  

o To provide physical health care access, a mobile health clinic goes to the Re-

entry Center twice a week. The Center, which opened in February 2012, 

serves AB109 probationers, about 15,000 other county probationers, 

Proposition 36 consumers, and nearly 400 county residents serving weekend 

incarceration sentences (all stemming from 13 local law enforcement 

agencies). The mobile clinic has circumvented significant costs, structural 

requirements, and certifications needed to have physical care at the site. This 

Center has become a one-stop resource center, providing child care when 

consumers are being served. Two psychiatrists provide medication services 

at the clinic and dedication of one psychiatrist is being considered. All who 

pass through the Center are screened for mental health needs.  
 

� MHP implementation of the Katie A. lawsuit settlement agreement is in the 

planning stages with CWS and the MHP convening regularly. While the process 

to complete the readiness assessment included some consumers and a contractor, 

stakeholder involvement in the current phase includes only this one contractor. 

The two departments are developing a system to identify existing subclass 

members and plan to have the process complete in mid-January 2014, when 

review will begin on their 1,100 shared cases, 595 of which are already served 

within the MHP; the others being served by contracted providers. Cross-

referencing the data between CWS’s system and Unicare has been an obstacle. To 

screen for subclass members among both newly detained and existing foster 

children, CWS staff will use a tool modified from that adopted in Orange 

County. While Core Practice Model training for all CWS staff will be complete by 

January 2014, providers in the MHP’s system are yet to be trained.   

Katie A. services will be provided by contractors and the MHP will release an 

RFP in January 2014 specifically for these services to start July 2014. As a result, 

the MHP reported that some children may be moved to different providers as 
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part of the process, although they hope to avoid this. The MHP met quarterly 

with involved contractors to transparently address service gaps prior to issuing 

the RFP.   

 

Timeliness  

CAEQRO identifies the following components as necessary to support a full service delivery 

system that provides timely access to mental health services.  The ability to provide timely 

services ensures successful engagement with consumers and family members and can improve 

overall outcomes while moving beneficiaries throughout the system of care to full recovery. 
 

Figure 3.  Timeliness 

Component Present Partial 

Not 

Present 

Not 

Rated 

3A 
Tracks and trends access data from initial contact 

to first appointment 
X    

3B 
Tracks and trends access data from initial contact 

to first psychiatric appointment 
X    

3C 
Tracks and trends access data for timely 

appointments for urgent conditions 
 X   

3D 
Tracks and trends timely access to follow up 

appointments after hospitalization. 
  X  

3E Tracks and trends No Shows  X   

 

Issues associated with the components identified above include: 
 

� MHP-provided data from FY12-13 revealed on average adult consumers waited 

17.9 days and child consumers waited 24.3 days from initial service request to 

first face-to-face appointment. This well exceeds the MHP’s internal standard of 

14 days with only 51 percent of adults and 39 percent of children being seen 

timely. However, since June 2013, monthly PLM data showed a notable drop in 

wait times. This may be due in part to the restructuring of Access Call Center 

processes/workflow which added on-duty staff and staff performance 

expectations as well as clear guidelines for screening callers into one of three 

available levels of care. Ongoing evaluation of these changes has shown 

dramatically reduced average wait times for callers to connect with someone at 

Access from over 20 minutes to less than two minutes to date.  

Overall, communication to and from the Access Center has great improved; each 

month contractors are now expected to report their capacity to Access which 

tracks it daily so that if overall available capacity gets too low, the two system of 
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care Directors can work with providers to close appropriate cases and thus 

increase capacity. Despite these positive changes, the MHP should continue to 

monitor/measure this process as some contractors reported lengthy waits for 

intervention when they refer a consumer to the MHP. In addition, staff 

throughout the system noted a lack of capacity to complete an assessment in a 

timely way on an Access Center referral, and by ensuring every Access referral is 

assessed, little time is left for a clinician to treat consumers on their caseload.   
  

� The MHP’s data for FY12-13 revealed on average adult consumers waited 33.5 

days and child consumers waited 46.7 days from initial service request to first 

psychiatric appointment. With a 30-day standard, this means only 50 percent of 

adults and 30 percent of children were seen timely. A decreasing trend in 

average wait times beginning June 2013 was also seen. The MHP reported this 

may be result of multiple strategies at various clinics to make better use of 

psychiatrist time, such as breaking the one-hour session for initial evaluations 

into two 30-minute sessions and no longer reserving times for consumers 

transferring in from the Central Wellness Clinic to be re-evaluated (a redundancy 

of resources). Further, the Access Center supervisor now ensures that consumers 

referred to any FSP program are in fact appropriate for that level of care and get 

contacted by those programs within the newly-established FSP 30-day 

outreach/engagement expectation.  

The MHP opined that longer waits for children to access psychiatry may be due 

to a number of issues. For example, the Children’s system takes a “no wrong 

door” approach, thus referrals for a medication evaluation may come in from 

any number of sources, rather than through a centralized intake, which can 

complicate treatment authorizations and subsequent service scheduling. Further, 

the MHP saw over 900 referrals this last year for new child consumers, much 

more than they have capacity for.   
 

� While the MHP has a one-day standard for wait to urgent services, they reported 

a 2.6 day average based on Access Call data regarding when a consumer referred 

to Urgent Care arrived voluntarily to be served. On average, Urgent Care serves 

about 550 consumers a month, more than 18 consumers a day. They have a 

waiting area and staff the center with four clinicians per shift and two assigned 

psychiatrists. They do not track how long consumers wait to be seen once at 

Urgent Care or if consumers leave the site without service. 

If a consumer presents at a clinic in urgent need, they are registered as such by 

clerical support and then seen by a clinician for assessment or crisis intervention; 

this wait is also not being tracked, but the MHP anecdotally asserted that these 

consumers are served the day they present. If needed, an urgent appointment 

can also be made with a psychiatrist in the following few days. On the whole, 

consumers interviewed during the review had mixed opinions about how 

responsive clinics are to consumer urgent needs. 
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� At the time of the review, the MHP reported just beginning a process to track 

whether consumers discharged from hospital are being seen timely and were 

unable to provide any data regarding this timeliness indicator, despite having a 

five-day standard. In September 2013, the MHP implemented a policy with the 

county hospital so that prior to discharging a MHP consumer, the hospital will 

call the Access Center to book a follow-up appointment. This information is then 

given to the consumer at discharge. Clinicians unfortunately are not notified if a 

consumer they serve is hospitalized unless a hospital discharge person also 

contacts them, but reportedly this does not happen consistently. Interviewed 

consumers reported very poor coordination of services post-. 
 

� A PLM report spanning 2011 through 2013, which included only county-run 

sites, showed a slight upward trend in no shows/cancellations since March 2013. 

The MHP reported that while no show codes exist in the EHR, use is not 

enforced and the MHP has not set any related standards for this indicator. Most 

contractors do not report this data back to the MHP; however, a new pilot has 

four providers agreeing to report their no shows into the system. Last year, MHP 

staff went out to these same four agencies to train them on use of monthly PLM 

reports for performance improvement efforts. Within the MHP, clerical staff 

continues to make reminder calls for all psychiatrist appointments.  

 

Outcomes  

CAEQRO identifies the following components as essential elements of producing measurable 

outcomes for beneficiaries and the service delivery system.  Evidence of consumer run 

programs, viable performance improvement projects, consumer satisfaction surveys and 

measuring functional outcomes are methods to evaluate the effectiveness of a service delivery 

system as well as identifying and promoting necessary improvement activities to increase 

overall quality and promote recovery for consumers and family members. 
 

Figure 4.  Outcomes 

Component Present Partial 

Not 

Present 

Not 

Rated 

4A Consumer run and or consumer driven programs X    

4B 
Measures clinical and/or functional outcomes of 

consumers served 
X    

4C One active and ongoing clinical PIP X    
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Figure 4.  Outcomes 

Component Present Partial 

Not 

Present 

Not 

Rated 

4D Clinical PIP shows post-intervention results  X    

4E  One active and ongoing non-clinical PIP X    

4F Non-Clinical PIP shows post-intervention results X    

4G 
Utilizes information from Consumer Satisfaction 

Surveys  
 X   

 

Issues associated with the components identified above include: 
 

� Two Self-Help Centers through the MHP continue: Zephyr, serving the North 

County and open four days a week, and Centro de Valle, operating part-time in 

South County. Unfortunately, a third Center, Phoenix, closed earlier this year. 

Despite being open a number of years, not all San Jose area consumers were 

aware of Zephyr’s existence, i.e., none of the African-American focus group 

participants. This year, the MHP also began a Computer Learning Center (CLC) 

project designed to provide additional support for consumers in recovery 

programs in the community by setting up supervised computer labs to offer PC 

skills training. An initial lab was opened at Zephyr in September 2013 and two 

more are planned (at Centro de Valle and at the Evans Lane residential treatment 

program).  

A 24-hour peer-run TAY Inn continues as a residential program and resource 

center as well as a hub for present/former foster youth. A multi-cultural 

peer/family run community center site is being sought with the intent of opening 

the center in 2014 (two previously identified sites have fallen through). While 

three-day training is offered to staff regarding the use of WRAP with consumers, 

it is not required, nor are any wellness and recovery resources used in any 

systematic way. Consumers are most often referred to a Self-Help Center if they 

are perceived by staff as “higher-functioning,” rather than encouraging 

engagement throughout the course of care. 
 

� The MHP began using the MORS with adult consumers in FY08-09 and 

implemented the CANS for children/youth in FY11-12. At the same time, the 

Peer Design workgroup continues to research possible consumer feedback 

outcomes tools to use systemwide; it is unclear how such a tool will fit with 

and/or replace these two existing outcome measures, and the degree to which 

MHP leadership endorses this venture.  
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The Level of Care workgroup had found within the children’s system a real 

disparity between the dosage, duration, and type of treatments provided by 

contractors. Now, using the CANS from point of access, there is a push to match 

a child to the right care from the start to prevent children from transitioning to 

higher levels of care.  

MORS data is reviewed with each consumer to both prepare and update their 

treatment plan and contributes to any step-up/down decisions. As 

system/program CANS data becomes available, the MHP reported it plans to 

analyze/present it to the PQIC. System outcome tool results are/will be available 

to clinicians, program managers, and Directors for program evaluation. At 

present, the CANS is administered by hand and clinicians then enter the data in 

the EHR; this process is reported as time-consuming and the resulting score print 

out for a consumer lacks helpful score interpretation. Reportedly, quarterly 

MORS scores for an adult consumer are also seen as unhelpful to directing 

service delivery.  
 

� Relevant to the upcoming statewide performance outcomes system for EPSDT 

youth, the MHP looks at cost/consumer data and services hours by consumer/by 

agency at quarterly contractor meetings. Monthly, financial reports on all EPSDT 

consumers are reviewed. Along with the CANS and MORS, specific outcomes 

tools are in use for subpopulations, i.e., the MAYSI in Juvenile Hall, the PTSD-RI 

for children receiving Trauma-Focused CBT, and the KIPS for First 5 children. 

While each agency determines how to use CANS reports by consumer based on 

their EHR, the MHP also runs and shares annual reports by site which details 

completion rates and score changes.  
 

� The MHP includes findings from each POQI administration in their annual QI 

work plan and they maintain a Consumer Satisfaction workgroup as part of the 

PQIC. This workgroup is presently assessing the feasibility of trending 

satisfaction data to reveal more specific areas in need of improvement or detailed 

reassessment. While results of the August 2013 shortened-POQI tool have not 

been returned to the MHP to date, the August 2012 results by age group/agency 

were shared by the MHP’s Decision Support unit with all providers (internally 

and externally), although none of the results pinpointed areas in need of 

improvement. This last POQI administration, surveys were distributed in 

English, Spanish, Khmer, Cambodian, Korean, Laotian, Russian, and 

Vietnamese.  
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�CURRENT MEDI-CAL CLAIMS DATA FOR MANAGING SERVICES� 
  

Information to support the tables and graphs, labeled as Figures 5 through 15, is derived from 

four source files containing statewide data.1 A description of the source of data and summary 

reports of Medi-Cal approved claims data – overall, foster care, and transition age youth – 

follow as an attachment. The MHP was also referred to the CAEQRO Website at 

www.caeqro.com for additional claims data useful for comparisons and analyses. 

RACE/ETHNICITY OF MEDI-CAL ELIGIBLES AND BENEFICIARIES SERVED 

The following figures show the ethnicities of Medi-Cal eligibles compared to those who 

received services in CY12. Charts which mirror each other would reflect equal access based 

upon ethnicity, in which the pool of beneficiaries served matches the Medi-Cal community at 

large.  
 

Figure 5 shows the ethnic breakdown of Medi-Cal eligibles statewide, followed by those who 

received at least one mental health service in CY12. Figure 6 shows the same information for the 

MHP’s eligibles and beneficiaries served. Similar figures for the foster care and TAY 

populations are included in Attachment D following the MHP’s approved claims worksheets.  

  

                                                      
1 Percentages may not add up to 100% in some of the figures due to rounding of decimal points. 
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PENETRATION RATES AND APPROVED CLAIM DOLLARS PER BENEFICIARY 

The penetration rate is calculated by dividing the number of unduplicated beneficiaries served 

by the monthly average eligible count. The average approved claims per beneficiary served per 

year is calculated by dividing the total annual dollar amount of Medi-Cal approved claims by 

the unduplicated number of Medi-Cal beneficiaries served per year. Rankings, where included, 

are based upon 56 MHPs, where number 1 indicates the highest rate or dollar figure and 

number 56 indicates the lowest rate or dollar figure.  
 

Figure 7 displays key elements from the approved claims reports for the MHP, MHPs of similar 

large size, and the state.  
 

Figure 7.  CY12 Medi-Cal Approved Claims Data 

Element MHP Rank Large MHPs Statewide 

Total approved claims $162,415,170 N/A $1,011,905,446 $2,400,665,781 

Average number of eligibles per 

month 
274,841 N/A 3,750,774 7,956,900 

Number of beneficiaries served 14,875 N/A 216,335 469,651 

Penetration rate 5.41% 37 5.77% 5.90% 

Approved claims per beneficiary  

Served 
$10,919 1 $4,677 $5,112 

Penetration rate – Foster care 57.58% 18 48.04% 53.34% 

Approved claims per beneficiary 

served – Foster care 
$27,333 1 $8,343 $8,485 

Penetration rate – TAY 6.57% 38 6.86% 7.03% 

Approved claims per beneficiary 

served – TAY 
$14,513 1 $5,753 $6,331 

Penetration rate – Hispanic 4.33% 22 3.63% 3.81% 

Approved claims per beneficiary 

served – Hispanic 
$12,369 1 $4,417 $4,913 

 

Figures 8 through 11 highlight four year trends for penetration rates and average approved 

claims.  
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MEDI-CAL APPROVED CLAIMS HISTORY 

The table below provides trend line information from the MHP’s Medi-Cal eligibility and 

approved claims files from the last five fiscal years. The dollar figures are not adjusted for 

inflation.  
 

Figure 12.  MHP Medi-Cal Eligibility and Claims Trend Line Analysis 

Fiscal 

Year 

Average 

Number of 

Eligibles per 

Month 

Number of 

Beneficiaries 

Served per 

Year 

Penetration Rate 

Total Approved 

Claims 

Approved Claims 

per Beneficiary 

Served per Year 

% Rank $ Rank 

FY11-12 272,033 15,087 5.55% 37 $115,246,818 $7,639 2 

FY10-11 263,570 14,826 5.63% 40 $112,826,913 $7,610 3 

FY09-10 266,536 14,171 5.32% 42 $96,151,346 $6,785 6 

FY08-09 253,727 14,865 5.86% 42 $97,190,263 $6,538 8 

FY07-08 241,965 14,109 5.83% 41 $93,979,584 $6,661 5 

 

Review of Medi-Cal approved claims data, displayed in Figures 5 through 12 reflect the 

following issues that relate to quality and access to services: 

� The overall penetration rate declined to 5.34 percent, lower than any of the 

previous three years. This CY12 penetration rate was below the statewide 

average of 5.85 percent and the 5.72 percent average for other large MHPs. 

� The foster care penetration rate of 56.95 percent in CY12 was above the statewide 

average of 53.11 percent and the 47.87 percent average for other large MHPs, but 

showed a reduction from MHP rates the previous three CYs – dropping from a 

high of 70.49 percent in CY10. This decrease is somewhat in line with the 

statewide trend. 

� The MHP’s TAY penetration rate has remained relatively stable the last four FYs, 

just below the statewide average and other large MHPs each year. 

� Despite a lower penetration rate than CY11, total claims for CY12 of $162,415,170 

were 40.9 percent greater than CY11 total claims of $115,287,456. The MHP 

attributed this increase primarily to changes in allowable reimbursement rates, 

although other potential causes should also be investigated, such as whether the 

number of claimed services provided by the MHP significantly increased during 

CY12 compared to CY11.  

� Similar to the increase in total claims, the CY12 average claims per beneficiary 

served of $10,381 showed an increase of 34.2 percent from the $7,737 average in 
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CY11. This average was more than double the statewide average of $5,061 and 

the $4,596 average for other large MHPs. This pattern of being double or triple  

the statewide or other large MHPs average claims per beneficiary served was 

noted in all demographic sub-groups (age, race/ethnicity, eligibility category)  

except for older adults.  

HIGH-COST BENEFICIARIES 

As part of an analysis of service utilization, CAEQRO compiled claims data to identify the 

number and percentage of beneficiaries within each MHP and the state for whom a 

disproportionately high dollar amount of services were claimed and approved. A stable pattern 

over the last five calendar years of data reviewed shows that statewide, roughly two percent of 

the beneficiaries served accounted for one-quarter of the Medi-Cal expenditures. The 

percentage of beneficiaries meeting the high cost definition has increased in each of the four 

years analyzed. For purposes of this analysis, CAEQRO defined “high cost beneficiaries” 

(HCBs) as those whose services met or exceeded $30,000 in the calendar year examined—this 

figure represents roughly three standard deviations from the average cost per beneficiary 

statewide. 
 

Figure 13.  High-Cost Beneficiaries (greater than $30,000 per beneficiary) 

 

Beneficiaries Served Approved Claims 

# HCB # Served % 
Average per 

HCB 

Total Claims for 

HCB 

% of total 

claims 

Statewide CY12 12,479 469,651 2.66% $50,451 $629,572,276 26.22% 

MHP CY12 1,261 14,875 8.48% $61,064 $77,002,017 47.41% 

MHP CY11 905 15,180 5.96% $55,478 $50,207,634 42.75% 

MHP CY10 807 14,430 5.59% $56,969 $45,974,228 43.92% 

MHP CY09 736 15,058 4.89% $56,846 $41,838,538 41.22% 

 

CAEQRO also analyzed claims data for beneficiaries receiving $20,000 to $30,000 in services per 

year. Statewide, this population also represents a small percentage of beneficiaries for which a 

disproportionately high amount of Medi-Cal dollars is claimed. Statewide in CY12, 38.31percent 

of the approved Medi-Cal claims funded 5.20 percent of the beneficiaries served when this 

second tier of high cost beneficiaries is included. For the MHP, 59.69 percent of the approved 

Medi-Cal claims funded 13.99 percent of the beneficiaries served. This information is also 

depicted in pie charts in Attachment D. 
 

� The MHP has an extraordinarily high number and percentage of high cost 

beneficiaries, having increased significantly each year displayed. The MHP’s 8.48 
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percent of HCB beneficiaries (those with more than $30,000 in services) in CY12 

was more than triple the statewide average of 2.66 percent. 

� HCBs receiving more than $30,000 in services (only 8.48 percent of those served) 

accounted for more than 47 percent of claims.  

� The average CY12 claim for these HCBs of $61,064 was 21 percent higher than 

the statewide average of $50,451.  

� This past year, the MHP reported tracking the demographics and service levels 

of 436 previously identified consumers who had received more than $30,000 in 

outpatient services. Although HCBs who joined this population since that time 

are not being tracked (i.e., a possible additional 825 beneficiaries). Despite the 

MHP reporting a slight decrease in units of service for any HCB from FY11-12 to 

FY12-13, overall costs continue to rise for this small subset of beneficiaries. 

� Claims dollars to high cost beneficiaries appear to be heavily driven by services 

provided to children, where nearly 12 percent of Medi-Cal youth served are in 

the HCB category. CAEQRO review of services by provider show some 

providers with very high average claims per youth, as well as large increases 

over the prior CY11 data. This issue warrants intensive investigation by the MHP 

to determine whether the intensity of service is aligned with demonstrated 

clinical need and benefit.   

TIMELY FOLLOW-UP AFTER HOSPITAL DISCHARGE 

CAEQRO reviewed Medi-Cal approved claims to identify what percentage of beneficiaries 

statewide and within each MHP received a follow-up service after discharge from an inpatient 

setting -- within seven days and thirty days. Similarly, this analysis shows the percentage of 

beneficiaries who were re-hospitalized during those time frames. It should be noted that when 

Medi-Cal beneficiaries are admitted to inpatient facilities that do not bill Medi-Cal, those 

inpatient episodes are not represented in the claims analysis. Also, this data includes only the 

first inpatient episode in that CY for a given beneficiary, from January through November. 
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Statewide in CY12, within seven days of discharge, 42 percent of beneficiaries received at least 

one non-inpatient service. Also within that time frame, eight percent of beneficiaries were 

readmitted to an inpatient setting, a decrease over CY11 at nine percent. Within a thirty day 

time frame, 62 percent of beneficiaries received a non-inpatient service after discharge in CY12, 

an increase from CY11 at 61 percent. The inpatient readmission rate held steady at 18 percent. 
 

For the MHP, the follow-up and readmission rates reflect the following: 

� Post-hospitalization follow-up was very close to the statewide averages at both 

the seven- and 30-day intervals in CY11 and CY12.  

� Readmission rates for the MHP were very close to the statewide averages at both 

seven days and 30 days for CY11 but higher than the statewide averages during 

both time frames for CY12. The MHP rates increased each year; from nine 

percent to 11 percent at seven days and from 19 percent to 20 percent at 30 days. 

� The MHP indicated that they have just begun tracking hospital follow-ups, citing 

difficulty obtaining timely discharge information from out-of-county facilities. 

Consumers interviewed reported difficulty in obtaining discharge and post-

discharge medications from several of these facilities. 

� It is also notable in the CY12 claims that inpatient services when provided to 

beneficiaries average almost $16,000 – more than twice the statewide average and 
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that of other large MHPs. This may be the result of longer hospitalizations or 

more readmissions and warrants investigation by the MHP.  

DIAGNOSTIC CATEGORIES 

CAEQRO reviewed approved claims to analyze the frequency of primary diagnoses throughout 

the state and each MHP. Similarly, this analysis examined the dispersal of approved claims by 

diagnostic category. For a complete list of the diagnoses within each diagnostic category, please 

refer to the CAEQRO Website at www.caeqro.com. The diagnoses reflect the primary diagnosis 

as reported on the Medi-Cal approved claims. 
 

 
 

Statewide in CY12, depressive disorders are most frequent at 24 percent. This is followed by 

psychotic disorders at 17 percent, disruptive disorders at 15 percent, and bipolar disorders at 14 

percent. When examining approved claims, there are proportionately more funds expended on 

psychotic disorders (25 percent) and disruptive disorders (19 percent) and proportionately 

fewer funds expended on depressive disorders (19 percent) and adjustment disorders (six 

percent. Statewide, four percent of diagnoses are deferred/none, though they represent only one 

percent of claims. Statewide there is little change in the diagnostic data from CY11 to CY12. 
 

For the MHP, diagnostic categories show the following: 
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� The diagnostic patterns for the MHP remain close to the statewide averages with 

little change from the prior year. 

� The proportion of beneficiaries with a diagnosis in the Psychosis, Anxiety, 

Adjustment and “Other” categories were slightly above the statewide averages.   

� Diagnoses for Depression and Bipolar disorders were slightly lower than the 

statewide averages. Deferred diagnoses were nonexistent. 

� The percent of total claims associated with a Psychosis diagnosis was slightly 

lower than the statewide average (23 percent versus 25 percent statewide) 

despite representing a slightly higher percent of beneficiaries served at the MHP 

(compared to statewide).  

� The percent of claims associated with a Disruptive diagnosis was slightly more 

the statewide average (21 percent versus 19 percent statewide) despite a similar 

lower percentage of beneficiaries served. 

 

    

����PERFORMANCE MEASUREMENT���� 

 

Each year CAEQRO is required to work in consultation with DHCS to identify a performance 

measurement (PM) which will apply to all MHPs – submitted to DHCS within the annual 

report due on August 31, 2014.  These measures will be identified in consultation with DHCS 

for inclusion in this year’s annual report. 

 

  

 

����CONSUMER AND FAMILY MEMBER FOCUS GROUPS���� 

FOCUS GROUPS SPECIFIC TO THE MHP 

 CAEQRO conducted three 90-minute focus groups with consumers and family members 

during the site review of the MHP. As part of the pre-site planning process, CAEQRO requested 

focus groups as follows:  
 

1. An ethnically diverse group of 8-10 former MHP adult consumers who now receive 

behavioral health services at a FQHC, having begun those services in the last 24 months. 

Group to be held at one of the recently opened FQHCs. 
 

2. An ethnically diverse group of 8-10 parents/caretakers of child consumers which 

represent involvement in a mix of programs. Children should not to be present. 
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3. A group of 8-10 African American adult Medi-Cal consumers representing a mix of 

programs. 
 

The focus group questions were specific to the MHP reviewed and emphasized the availability 

of timely access to services, recovery, peer support, cultural competence, improved outcomes, 

and consumer and family member involvement. CAEQRO provided gift certificates to thank 

the consumers and family members for their participation. 

CONSUMER/FAMILY MEMBER FOCUS GROUP 1 

This focus group of African-American adult consumer was held at the downtown county clinic 

and included eleven participants. Eight of the eleven participants have been receiving mental 

health services for more than ten years. The range of services being received included 

telepsychiatry, residential services, case management, and/or co-occurring recovery support.  
 

Several of the group members cited initial access experiences where they could not find the 

right resources and others reported current dissatisfaction with their access to a psychiatrist, 

feeling that they do not get these services as often as they need them. At least two participants 

reported recent hospitalizations and many present were critical of “over-medicating” practices 

in County hospitals and not being able to get any medication following discharge. All present 

were aware of emergency/crisis options as well as the MHP’s Urgent Care and expressed 

positive experiences if they had accessed these services. 
 

As three of the participants were presently on parole and one was AB109 releasee, there was 

some discussion around the conflicts between the Parole Department and the MHP; group 

members in parole situations would like to be offered more mental health options, as well as 

help with issues like life skills, housing and employment. Two of the participants reported they 

do not like being assigned to telemedicine services and would prefer a face-to-face experience, 

but it is a requirement of their parole. Several people concurred with the impression that 

parolees can only get mental health care if they have a drug dependency. 
 

No participants were aware of any communication efforts by the MHP. When asked about 

opportunities to participate in MHP activities or help others as a volunteer, none were aware. . 

When asked about the system’s cultural competence, the group voiced concerns about the lack 

of cultural sensitivity around being African American. Specifically, one attendee was 

dissatisfied with his not experiencing race sensitivity and others reported they would like to see 

more African American clinicians. 
 

Recommendations arising from this group were:  

• Increase resources for housing and vocational development. While a few CBOs provide 

these resources, they will not serve forensic consumers. 

• Stock clinics with comment cards. 
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Participants from the group provided the following demographic information: 

 

Figure 16.  Consumer/Family Member Focus Group 1 

   

Number/Type of Participants  Ages of Participants 

Consumer Only 9  Under 18  

Consumer and Family Member   Young Adult (18-24) 1 

Family Member of Adult 1  Adult (25-59) 5 

Family Member of Child   Older Adult (60 and older) 4 

Family Member of Adult & Child     

Total Participants 10    

 

Preferred Languages  Race/Ethnicity 

English 10  African-American/Black 9 

   Bicultural 1 

 

Gender 

Male 4 

Female 6 

 

Interpreter used for focus group 1:   No    Yes  

 

CONSUMER/FAMILY MEMBER FOCUS GROUP 2 

This focus group of parents and caregivers of children was held at KidsCope, a county 

multiservice assessment center and included four participants. Participants’ children were 

receiving counseling and medication services, and had received services between eight months 

to over one year.  
 

For participants who entered services within the past year, the experience was described as very 

difficult and too long, with the exception of court mandated services. One parent reported that 

it took over one year of attempts and advocacy before receiving services, while another parent 

reported problems accessing services after several 5150 events and using emergency psychiatric 

services twice. Beneficiaries reported the “ball getting dropped.” There was a perception that 

children must have a 5150 or crisis to receive services. Participants reported waiting anywhere 

from three to five months for an intake appointment but that once an assessment was complete, 

treatment started with one month.  
 

Participants were confused about types of services that are available and felt that one central 

place to learn and read about the services would be helpful.  Information is largely learned by 

word of mouth (e.g., parents groups, kinship organization).  None of the participants were 

aware of the Family Affairs Office nor had met with a family advocate. 
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While some of the participants were referred to MHP services by a pediatrician, none of the 

participants reported awareness of MHP providers collaborating or communicating with their 

child’s medical provider, though they felt that would be very helpful. Participants were in 

agreement about the difficulty of the changes in intern providers interfering with consistency 

and relational issues. 
 

Once receiving services, caregivers were satisfied and felt that treatment instilled hope. Some 

felt that services overlooked “emotional” treatment as treatment solely focused on “behavioral” 

treatment. One parent reported that her child taking medication was a condition of receiving 

services while another parent had requested a medication evaluation but was told her child did 

not qualify for one. Overall, participants felt that the county service system was not “child 

focused.” 
 

Recommendations arising from this group include: 

• Create material such a brochure that describes service options. 

• Make accessing services a shorter and easier process. 

• Increase the transparency in the service process and “approval” criteria for medications 

services. 
 

Participants from the group provided the following demographic information: 

 

Figure 17.  Consumer/Family Member Focus Group 2 

   

Number/Type of Participants  Ages of Participants 

Consumer Only   Under 18  

Consumer and Family Member   Young Adult (18-24)  

Family Member of Adult 1  Adult (25-59) 3 

Family Member of Child 3  Older Adult (60 and older) 1 

Family Member of Adult & Child     

Total Participants 4    

 

Preferred Languages  Race/Ethnicity 

English 4  Bicultural 1 

   Caucasian/White 2 

   Latino/Hispanic 1 

 

Gender 

Male  

Female 4 

 

Interpreter used for focus group 2:   No    Yes  
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CONSUMER/FAMILY MEMBER FOCUS GROUP 3 

This focus group of adult FQHC consumers was held at East Valley Behavioral Health FQHC 

and included ten participants. Participants received individual therapy and medication services 

at the FQHC or at Alexian Clinic spanning a few months to over 20 years. Three participants 

began services in the last year, but a total of six began services in the last two years. Many of the 

participants formerly receive services at an MHP clinic and recently began services at the 

FQHC. 
 

For participants who entered services within the past year, the experience was varied. While 

some reported the transfer from another clinic as easy, some had to call back several times.  

Many reported confusion and/or frustration as to why their care provider changed. 
 

Participants varied in the frequency and length of therapy appointments. One participant 

received Problem Solving Therapy and felt the sessions were too short. Overall, there was 

agreement that the FQHC accommodates consumer schedules and some were able to receive 

extra appointments if needed. The group felt more frequent therapy appointments would be 

beneficial. One participant had requested an ethnic/cultural match for both a therapist and a 

psychiatrist, and was very satisfied with the result having both requests honored.   
 

Overall, participants reported feeling welcomed and respected by staff and services. 

Participants were mostly satisfied with psychiatry services, and a few knew about the ability to 

access their medical records online but had not signed up. A sense of recovery and hopefulness 

was mixed across the group. Participants expressed concern that case managers were 

“overworked” and “overbooked,” exemplified by not returning calls or having to wait a long 

time to receive a call back. Some reported a lack of coordination/communication between their 

therapist and psychiatrist. Many participants were interested in group services but did not 

know of any available; some were aware of a planned WRAP group. Participants expressed a 

need for an accessible, comprehensive resource or tool that describes available services and 

supports. One participant attended the Zephyr center but none of the other participants were 

aware of any wellness or drop-in centers. Participants expressed interest in this type of 

center/support. 
 

Recommendations arising from this group include: 

• Create material such as a brochure that describes service options. 

• Provide more groups. 

• Provide a wellness center in the area local to the FQHC. 
 

Participants from the group provided the following demographic information: 
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Figure 18.  Consumer/Family Member Focus Group 3 

   

Number/Type of Participants  Ages of Participants 

Consumer Only 5  Under 18  

Consumer and Family Member 5  Young Adult (18-24)  

Family Member of Adult   Adult (25-59) 8 

Family Member of Child   Older Adult (60 and older) 2 

Family Member of Adult & Child     

Total Participants 10    

 

Preferred Languages  Race/Ethnicity 

English 10  African American/Black 1 

   Asian 1 

   Bicultural 3 

   Latino 1 

   Caucasian/White 4 

 

Gender 

Male 4 

Female 6 

 

Interpreter used for focus group 3:   No    Yes     
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����PERFORMANCE IMPROVEMENT PROJECT VALIDATION���� 

CLINICAL PIP 

The MHP presented its study question for the clinical PIP as follows: 
 

“Will implementing Person Centered Services/TCP improve the recovery trajectory of 

individuals served and result in differentiated care?” 
 

Year PIP began: June 2012 
 

Status of PIP: 

 Active and ongoing 

 Completed August 2013 – rated as active during the review period 

 Inactive, developed in a prior year 

 Concept only, not yet active 

 No PIP submitted 

  

The MHP began planning for the Adult system implementation of TCP in October 2010, and 

elected to track the process and potential consumer benefits as part of their Clinical PIP last 

year. Systemwide service use data reviewed had shown a large portion of consumers had 

extended Lengths of Stay (LOS = 5 or more years) in services with very few/no acute episodes, 

many only receiving medication services. A pattern of stagnant recovery/outcome improvement 

(i.e., a MORS of 5) was also noted despite continued MHP services for this population. Thus, 

TCP was elected to more effectively move consumers towards recovery while engaging them in 

treatment. 
 

With the goal of applying TCP to all adult consumers, this effort began in April 2011 with a 

number of pilot sites applying TCP strategies with both new consumers and those consumers 

with a scheduled annual plan renewal in the defined time frame, resulting in a sample of about 

100. It was then rolled out systemwide for adults in June 2012. Established PIP indicators (with 

accompanying baselines) included goals of: more consumers with improved MORS  (i.e., 6 or 

higher), a higher ratio of consumer referrals to PCPs/FQHCs to discharges, a reduction in the 

number of consumers with 5 or more years LOS, and fewer consumers with 12 or fewer hours 

of service a year. While monthly data was available for three of the four indicators, 

remeasurement for the PIP was only reported annually. Despite the MHP’s best efforts to keep 

staff and supervisors informed of emerging implementation errors/concerns with coaching 

calls, site and case consultations, and training, none with the four specified goals were met, 

except for a reduction in consumers with five or more years LOS. MORS scores did not 

improve, more referrals to PCP/FQHCs compared to discharges did not occur, and an increase in 

consumers with ≤12 hours of service per year resulted. The MHP asserted on-site that 

unexpectedly, a notable drop in underserved consumers resulted (defined by the MHP as 

consumers seen <five times a year). Irrespective of the PIP outcomes, use of TCP continues in 

the Adult system and is now being adapted for implementation in the Children’s system. 
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CAEQRO applied the PIP validation tool, which follows in Attachment E, to all PIPs – rating 

each of the 44 individual elements as either “met,” “partial,” “not met,” or “not applicable.”  

Relevant details of these issues and recommendations are included within the comments of the 

PIP validation tool. Thirteen of the 44 criteria are identified as “key elements” indicating areas 

that are critical to the success of a PIP. These items are noted in grey shading in the PIP 

Validation Tool included as Attachment E. The results for these thirteen items are listed in the 

table below.  
 

Figure 19.  Clinical PIP Validation Review—Summary of Key Elements 

Step Key Elements Present Partial Not Met 

1 

The study topic has the potential to improve consumer 

mental health outcomes, functional status, satisfaction, 

or related processes of care designed to improve same 

X   

2 
The study question identifies the problem targeted for 

improvement 
X   

3 The study question is answerable/demonstrable X   

4 
The indicators are clearly defined, objective, and 

measurable 
X   

5 
The indicators are designed to answer the study 

question 
X   

6 

The indicators are identified to measure changes 

designed to improve consumer mental health 

outcomes, functional status, satisfaction, or related 

processes of care designed to improve same 

X   

7 
The indicators each have accessible data that can be 

collected 
X   

8 
The study population is accurately and completely 

defined 
X   

9 
The data methodology outlines a defined and 

systematic process 
X   

10 

The interventions for improvement are related to 

causes/barriers identified through data analyses and QI 

processes 

X   

11 
The analyses and study results are conducted according 

to the data analyses plan in the study design 
X   

12 
The analyses and study results are presented in an 

accurate, clear, and easily understood fashion 
X   

13 

The study results include the interpretation of findings 

and the extent to which the study demonstrates true 

improvement 

X   
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Figure 19.  Clinical PIP Validation Review—Summary of Key Elements 

Step Key Elements Present Partial Not Met 

Totals for 13 key criteria 13   

 

CAEQRO offered further technical assistance as needed as the MHP continues to develop, 

implement, and improve this or other PIPs. The PIP, as submitted by the MHP, is included in an 

attachment to this report.  

 

NON-CLINICAL PIP 

The MHP presented its study question for the non-clinical PIP as follows: 
 

“How can service utilization data, examination of current administrative practices, and 

an objective measure (i.e., the CANS) be applied in order to reduce access barriers for 

System of Care Program and create a stepped care approach between levels of care in 

order to address the needs of child/youth consumers?  

Will the implementation of CANS result in a more appropriate level of care assignment 

at the System of Care program level of care?  

Will the implementation of CANS result in reduced variability in average hours of 

service per client?” 

 

Year PIP began: Fall 2012 

 

Status of PIP: 

 Active and ongoing – Will conclude at the end of FY13-14. 

 Completed 

 Inactive, developed in a prior year 

 Concept only, not yet active 

 No PIP submitted 

  

Consistently low penetration rates for foster children, underperformance on PLMs, and 

cost/EHR data underlay the MHP’s decision to not only adopt the CANS, but create a PIP 

around the tool’s usefulness. Specifically, the MHP’s was concerned about the disparity in 

service provision for child consumers, i.e., no standardized practices/service expectations by the 

three levels of care (FSP, intensive outpatient provided by the MHP, or outpatient provided by 

contractors).  
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Using a subset of 737 child consumers from their FY11-12 child consumer population as the 

baseline, PIP indicators/goals included increasing in the percentage of children receiving 

intensive outpatient services (indicating a concurrent decrease in FSP served children), 

increasing the number of child FSP consumer stepped-down to intensive outpatient services, 

and reducing the disparity in mean service hours per outpatient consumer (as evidenced by two 

pilot sites representing the two extremes in service provision hours). Further, the MHP 

endeavored to determine if any commonalities in functioning/needs in children receiving 

intensive outpatient services existed; unfortunately, the lack of enough CANS baseline data 

prevented this last analysis.  
 

Beginning October 2012, intensive outpatient referral processes/coordinator roles were 

reviewed, contractors were permitted to step child consumers both up and down through all 

three levels of care, and use of the CANS was rolled out. Due to unexpected delays in CANS 

implementation, the MHP did not have a complete data set from which to remeasure the 

indicators as planned; a final remeasurement will occur before the end of FY13-14. Preliminary 

remeasurement in August 2013 however revealed some positive change: a slight increase in the 

number of intensive outpatient child consumers and movement in the mean services hours at 

both pilot sites trending towards the overall mean was seen. No change was yet evidenced in 

number of FSP step-downs. Unfortunately, the MHP’s choice of indicators, and lack of CANS 

data analysis failed to address the original goal of ensuring consumers’ level of need (as 

determined by the CANS) is matched with the appropriate level of care.  
 

CAEQRO applied the PIP validation tool, which follows in Attachment E, to all PIPs – rating 

each of the 44 individual elements as either “met,” “partial,” “not met,” or “not applicable.”  

Relevant details of these issues and recommendations are included within the comments of the 

PIP validation tool. Thirteen of the 44 criteria are identified as “key elements” indicating areas 

that are critical to the success of a PIP. These items are noted in grey shading in the PIP 

Validation Tool included as Attachment E. The results for these thirteen items are listed in the 

table below.  
 

Figure 20. Non-Clinical PIP Validation Review—Summary of Key Elements 

Step Key Elements Present Partial Not Met 

1 

The study topic has the potential to improve consumer 

mental health outcomes, functional status, satisfaction, 

or related processes of care designed to improve same 

X   

2 
The study question identifies the problem targeted for 

improvement 
X   

3 The study question is answerable/demonstrable X   

4 
The indicators are clearly defined, objective, and 

measurable 
X   
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Figure 20. Non-Clinical PIP Validation Review—Summary of Key Elements 

Step Key Elements Present Partial Not Met 

5 
The indicators are designed to answer the study 

question 
 X  

6 

The indicators are identified to measure changes 

designed to improve consumer mental health 

outcomes, functional status, satisfaction, or related 

processes of care designed to improve same 

 X  

7 
The indicators each have accessible data that can be 

collected 
X   

8 
The study population is accurately and completely 

defined 
X   

9 

The data methodology outlines a defined and 

systematic process that consistently and accurately 

collects baseline and remeasurement data 

 X  

10 

The interventions for improvement are related to 

causes/barriers identified through data analyses and QI 

processes 

X   

11 
The analyses and study results are conducted according 

to the data analyses plan in the study design 
 X  

12 
The analyses and study results are presented in an 

accurate, clear, and easily understood fashion 
  X 

13 

The study results include the interpretation of findings 

and the extent to which the study demonstrates true 

improvement 

 X  

Totals for 13 key criteria 7 5 1 

 

CAEQRO offered further technical assistance as needed as the MHP continues to develop, 

implement, and improve this or other PIPs. The PIP, as submitted by the MHP, is included in an 

attachment to this report.  
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����INFORMATION SYSTEMS REVIEW���� 

 

Knowledge of the capabilities of an MHP’s information system is essential to evaluate the 

MHP’s capacity to manage the health care of its beneficiaries. CAEQRO used the written 

response to standard questions posed in the California-specific ISCA Version 7.3.2, additional 

documents submitted by the MHP, and information gathered in interviews to complete the 

information systems evaluation. 

MHP INFORMATION SYSTEMS OVERVIEW 

KEY ISCA INFORMATION PROVIDED BY THE MHP 

 

The information below is self-reported by the MHP in the ISCA and/or the site review: 
 

� Of the total number of services provided, what percentage is provided by: 

Type of Provider Distribution 

County-operated/staffed clinics 13% 

Contract providers 86% 

Network providers  1% 

100% 

 

� Normal cycle for submitting current fiscal year Medi-Cal claim files: 

 Monthly  More than 1x month  Weekly  More than 1x weekly 
 

� Reported percent of consumers served with co-occurring (substance abuse and mental 

health) diagnoses:  

6% 

 

� Reported average monthly percent of missed appointments: 

5% 

 

� Does MHP calculate Medi-Cal beneficiary penetration rates?  

 Yes  No 
 

The following should be noted with regard to the above information: 
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� The percent of consumers with co-occurring diagnoses is based on Axis I and Axis II 

diagnoses in the IS. The MHP is aware that the figure does not represent the true 

percentage.  

� The MHP did not report any analysis of penetration rates for the past or current year. 

CURRENT OPERATIONS 

� The MHP continues to utilize the ProFiler IS from Co-Centrix (previously Unicare).  

� County hospital and FQHC based mental health services utilize the Epic HealthLink 

EMR (HealthLink).  

� Organizational providers utilize their own IS and EHR systems. The majority of them 

utilize a file transfer protocol (FTP) procedure to provide billing and other data to the 

MHP. The providers have limited access to ProFiler for client lookup and registration. 

MAJOR CHANGES SINCE LAST YEAR 

� SCVHHS implemented Health Link for its inpatient and associated ambulatory 

outpatient services. Authorized MHP staff has “view only” access to Health Link 

records for their clients. 

� The first CLC was opened. 

� A revised RFP was issued for a bed and housing exchange tracking program. 

� The MHP website was re-designed and updated. 

� An Adult/Older Adult database was developed and implemented to track 

organizational provider information and performance. The database utilizes data 

exported from the IS and generates summary reports. 

PRIORITIES FOR THE COMING YEAR 

� Complete planning and begin implementation of a Behavioral Health EHR utilizing the 

Co-Centrix Coordinated Care Platform (CCP).  

� Begin development of a Behavioral Health Data Warehouse and Decision Support 

Module utilizing CCP. 

� Open the remaining three CLC sites. 

� Award a contract for the Bed and Housing Exchange program. 
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OTHER SIGNIFICANT ISSUES 

� The MHP reports difficulty obtaining and tracking timely discharge information from 

out of county hospitals. The MHP lacks attention to post hospitalization follow-up and 

readmission data. 

� Organization providers report difficulty obtaining client data from the MHP in order to 

obtain consumer histories, perform caseload reconciliation and other functions.  

� The conversion to HealthLink has resulted in a number of issues and difficulties in 

transferring and billing hospital based Psychiatric emergency and Urgent Care Medi-Cal 

services. 
 

The table below lists the primary systems and applications the MHP uses to conduct business 

and manage operations. These systems support data collection and storage, provide EHR 

functionality, produce Short-Doyle/Medi-Cal and other third party claims, track revenue, 

perform managed care activities, and provide information for analyses and reporting. 

 

Figure 21.  Current Systems/Applications 

System/Application Function Vendor/Supplier 
Years 

Used 
Operated By 

Profiler 2010 Practice Management Co-Centrix 10 HHS IS 

Diamond  Managed Care Dell 15 HHS IS 

Epic Health Link 
Hospital and FQHC 

EHR 
Epic 1 HHS IS 

PLANS FOR INFORMATION SYSTEMS CHANGE 

The MHP abandoned its plan to implement HealthLink for mental health outpatient services. 

Current plans call for the implementation of CCP, which although a product of the existing IS 

vendor, is based on a different platform (Microsoft Dynamics CRM) and completely different in 

its structure and functionality. In addition, a robust EDI capability with Health Link and the 

contractor systems is planned. 
 

Some, but not all, project staff has been assigned and workgroups have been formed. The 

current timeline calls for initial planning along with hardware and software installation 

(including OS and Office Suite upgrades for all staff) to be completed by spring 2014, with 

testing and pilot implementation of CCP to begin at that time. The timelines for full 

implementation of CCP, the data warehouse, and EDI components are less clear. 
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ELECTRONIC HEALTH RECORD STATUS 

 

See the table below for a listing of EHR functionality currently in widespread use at the MHP. 

 

Figure 22.  Current EHR Functionality 

Function System/Application 

Rating 

Present 

Partially 

Present 

Not 

Present 

Not 

Rated 

Assessments Co-Centrix Profiler  X   

Clinical Decision Support    X  

Document imaging    X  

Electronic signature - client    X  

Electronic signature - provider Co-Centrix Profiler  X   

Laboratory results (eLab) Epic  X   

Outcomes Co-Centrix Profiler  X   

Prescriptions (eRx)    X  

Progress notes Co-Centrix Profiler  X   

Treatment plans Co-Centrix Profiler  X   

Contract Providers Various  X   

 

Progress and issues associated with implementing an electronic health record over the past year 

are discussed below:  

� Co-Centrix Profiler does not currently support full EHR functionality.  

� The MHP and continues to rely upon a hybrid (both paper and electronic forms) medical 

record system for clinical use.  

� Some contractors have implemented EHR systems, but do not currently have a 

mechanism for EDI other than FTP of services and limited data. 

� Lab results are currently accessible as lookup only. 
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����SITE REVIEW PROCESS BARRIERS���� 

 

The following conditions significantly affected CAEQRO’s ability to prepare for and/or conduct 

a comprehensive review: 
 

� There were no barriers affecting the preparation or the activities of this review.  

 

 
 

����CONCLUSIONS���� 

 

During the FY13-14 annual review, CAEQRO found strengths in the MHP’s programs, 

practices, or information systems that have a significant impact on the overall delivery system 

and its supporting structure. In those same areas, CAEQRO also noted opportunities for quality 

improvement. The findings presented below relate to the operation of an effective managed 

care organization, reflecting the MHP’s processes for ensuring access and timeliness of services 

and improving the quality of care. 

STRENGTHS 

1. Ongoing and new collaborations/partnerships demonstrate the MHP’s commitment to 

serve consumers and the community from a whole person perspective and increases 

access opportunities for previously-underserved populations. 
[Access, Quality] 

 

2. The development and use of the various PLMs across programs, systems of care, and 

age groups is a good example of data-driven decision-making. 
[Quality, Information Systems] 

 

3. The recent workflow redesign at the Access Call Center, new capacity management 

tools/pilots, and changes in referral procedures between levels of care (within the system 

and to partners) demonstrate the MHP’s understanding of the system’s limitations and 

multiple strategies are need to address it.   
[Access] 
 

4. The MHP continues to demonstrate a competent decision support team that is well 

integrated into the workgroup and planning processes. 
[Information Systems, Quality] 
 

5. The MHP’s expressed commitment to system change, including its focus on 

accountability and performance improvement, is informed by both evidenced-based and 

community-developed practices. 
[Quality] 
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OPPORTUNITIES FOR IMPROVEMENT 

1. A fully developed and staffed QM department, which is integrated into leadership, is 

still lacking.  
[Quality] 
 

2. The MHP’s number of high cost beneficiaries continues to increase each year. There 

continues to be a need to strategically manage, track and coordinate service use/service 

level transitions for these individuals, including those served by contract providers. . 
[Quality, Access] 

 

3. The MHP is not adequately collecting and/or analyzing post-hospitalization follow-up 

data. 
[Timeliness, Outcomes] 

 

4. Contractors and internal staff have little access to data and reports from the IS. 
[Quality, Information Systems] 

 

5. Consistent and meaningful engagement of and transparent communication to in-house 

stakeholders (staff, supervisors, peer staff) is needed. 
[Quality, Other: Stakeholders] 

 

6. The MHP continues to lack system capacity to outreach and engage both unserved and 

under-served beneficiaries, which contributes to lower penetration rates in all age 

groups except zero to five. 
[Access] 

RECOMMENDATIONS 

The following recommendations are in response to the opportunities for improvement 

identified during the review process, identified as an issue of access, timeliness, outcomes, 

quality, information systems, or others that apply: 

1. Prioritize the MHP’s QM function, ensuring it contains enough dedicated and 

empowered mental health staff as such a large system requires. Design improvement 

projects, the various quality committee work, and the annual work plan and evaluation 

around measurable indicators and strategic goals. 
 [Quality] 

 

2. Collect, analyze and report out to relevant stakeholders the timeliness of post-hospital 

discharge appointments and hospital readmissions at least quarterly. Investigate 

possible barriers to timely service and develop strategies to address them. 
 [Timeliness, Quality] 
 

3. Develop systems to carefully track service utilization/outcomes associated with high 

use/cost beneficiaries. Systemwide strategies should include contract providers so 
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service utilization is reviewed routinely and at potential care transitions. Identify 

whether services levels are warranted, for how long, and if they result in improved 

outcomes. As a result, the MHP should be able to adjust resource allocations to increase 

access for unserved/under-served populations. 
 [Quality, Access] 

 

4. Provide contract providers with reports from the Adult/Older Adult Database, as 

requested, and develop a similar resource for Children’s providers. Develop relevant 

reports for routine dissemination to line staff and their supervisors. 
 [Quality, Information Systems] 
 

5. Address the disparity between mechanisms used to gather external stakeholder input 

and those employed internally to better engage MHP staff at all levels, ensuring they are 

equally successful and well-received. Prioritize the development of routine and 

transparent internal communication strategies.    
 [Quality, Other: Communication/Collaboration] 
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�ATTACHMENTS� 

 

 

Attachment A: Review Agenda 

 

Attachment B: Review Participants 

 

Attachment C: Approved Claims Source Data 

 

Attachment D: Data Provided to the MHP 

 

Attachment E: CAEQRO PIP Validation Tools  

 

Attachment F: MHP PIP Summaries Submitted 
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A. Attachment—Review Agenda 
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Time 
Wednesday, December 4, 2013 –Day 1 Activities                                                               

Unless otherwise noted, all sessions will be held at:                                                                        
1075 E. Santa Clara Street 2

nd
 Floor, San Jose, CA 95116 

 
9:00-12:00 

 

Performance Management 
Access, Timeliness, Outcomes, and Quality 

 
• Introduction of participants 
• Overview of review intent 
• Significant MHP changes in past 

year 
• Last Year’s CAEQRO 

Recommendations 

 
• Performance improvement measurements 

utilized to assess access, timeliness, 
outcomes, and quality 

• Examples of MHP reports used for to 
manage performance and decisions 

• CAEQRO approved claims data 
 

Participants – Those in authority to identify relevant issues, conduct performance 
improvement activities, and implement solutions –including but not limited to MHP 

Director, senior management team, and other managers/senior staff in:  Fiscal, 
program, IS, medical, QI, research, patients’ rights advocate, and involved consumer 

and family member representatives. 
 

12:00 -1:00 APS Staff – Working Lunch 

 
1:00–2:30 

 

 

Consumer Focus Group 
 

8-10 African American adult Medi-Cal 
consumers from a mix of programs. 

 

 

Integration 
 

• Readiness for Health Care Reform 
• AOD/MHP integration into Behavioral 

Health 
• Ongoing primary care integration 

 

 
See 

specified 
times 

 

 

Travel 2:30 - 3:00 pm 
 

3:00 – 4:00 pm 
County Re-Entry Center 

site visit 
 
 

Re-Entry Resource 
Center 

151 W. Mission St.,  
San Jose CA 95110 

 

 

2:30 – 4:00 pm 
MHP Clinical Supervisor 

Group Interview 
 

6-8 clinical supervisors 
representing various 
programs and sites. 

 

 

 

Travel time 2:30 – 3:00 pm 
 

3:00 – 4:30 pm 
IS Manager/Key IS 
Supervisors Group 

Interview 
 

• Review/discuss ISCA 
• FY12-13 CAEQRO 

information technology 
recommendations 

• EHR update 
• Data warehouse 

 

2325 Enborg Lane, San 
Jose, CA  

4:00 – 6:00 BREAK 

 
6:00–7:30 

 

Family Member Focus Group 
8-10 ethnically diverse parents/caregivers 

of child consumers representing a mix of programs 
 

KidScope 
828 S. Bascom Avenue, Ste. 100  

San Jose, CA 95128 
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Time Thursday, December 5, 2013 –Day 2 Activities 

 
9:30–10:30 

 

Quality Improvement Activities 
 

Discussion with QI staff and PQIC/QRC members 
 

• Review of QI activities/processes to improve access, timeliness, outcomes, and 
quality 

• QIC accomplishments 
• Use of data for PM/QI projects 

• Stakeholder involvement and input 
 

 
10:30 -12:00 

 

Performance Improvement Projects 
 

• Discussion includes topic and study 
question selection, baseline data, barrier 
analysis, intervention selection, 
methodology, results, and plans 

• Participants should be those involved in 
the development and implementation of 
including, but not necessarily limited to 
the PIP committees, MHP Director and 
other senior managers 

 

 

Contract Provider  
Group Interview 

 

Group interview with clinical and 
business administrators from at least  

6 NEW contract providers  
(i.e., the past 5 years) 

 

 

12:00 – 1:00 APS Working Lunch 

See 
scheduled 

times 

 

1:00 – 2:00 pm 
Katie A. Implementation 

 

Discussion of implementation, strategies, 
monitoring, and activities with involved 

MHP staff and at least one Child Welfare 
Partner 

 

 

1:00 – 2:30 pm 
Data/Outcomes/Timeliness 

for Adult/Older Adult System 
 

• MHP examples of data used to 
measure timeliness and outcomes 
(functional and satisfaction) 

• Data use for program evaluation, 
capacity management and planning 

 

See 
scheduled 

times 

 

Travel Time 2:00 – 2:30 pm 
 

2:30 – 4:00 pm 
Consumer Focus Group 

 

8-10 ethnically diverse adult consumers, 
formerly served at the MHP, now receiving 
services at an FQHC (transitioned in the 

last two years) 
 

East Valley Behavioral Health  
1993c McKee Road San Jose CA 

 

 

2:30 – 4:00 pm 
Data/Outcomes/Timeliness 

for Family and Youth System 
 

• MHP examples of data used to 
measure timeliness and outcomes 
(functional and satisfaction) 

• Data use for program evaluation, 
capacity management and planning 

• MHP readiness for upcoming 
EPSDT Performance Outcomes 
System 

 

4:00–5:00 
 

 

Collaboratives/Community-Based Services 
Law enforcement,  AB109, School Link, F&C system of care, CAST 
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Time Friday, December 6, 2013 –Day 3 Activities 

 
See 

scheduled 
times 

 

 

9:00 – 10:30 am  
Disparities in Service Access,  

Retention, and Quality 
 

• Review of penetration rates and 
utilization patterns by age, ethnicity, or 
gender 

• Cultural Competency strategies to 
improve access/engagement and 
improve health equity 

• Review of activities to address overall 
capacity 

• EBPs for diverse or high risk populations 
• Timely access for non-English speakers 

 

828 S. Bascom Ave 

 

9:00- 10:15 am 
Fiscal/Billing/Finance  

Group Interview   
 

• Short-Doyle claims submissions 
• Medi-Cal budget review 
• Claiming issues 
• Void & Replace claim transactions; 

denied claims 
• Policy and procedures changes 

 

2325 Enborg Lane, 
 2

nd
 Floor 

 
Travel time 10:15 – 10:30 am 

 
10:30–12:00 

 

 

MHP Clinical Line Staff  
Group Interview 

 

6-8 Clinical line staff from various 
programs and geographical areas 

 
 

 
 

828 S. Bascom Ave 

 

Peer Support Employee  
Group Interview 

 

8-10 employed consumers/family 
members representing the Consumer 
Affairs and Family Affairs Offices and 

ECCAC staff 
 

828 S. Bascom Ave 

12:00–1:30 APS Working Lunch/Meeting 

1:30-2:30 

 

Final Questions Session 
MHP Director, QI Director, Senior leadership, and APS staff only 

 

• Clarification discussion on any outstanding review elements 
• MHP opportunity to provide additional evidence of performance 
• CAEQRO Next steps after the review 

 

828 S. Bascom Ave 
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B. Attachment—Review Participants 
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CAEQRO REVIEWERS 

Mila Green, Ph.D. CPHQ -Lead Reviewer 

Jerry Marks, Senior Information Analyst, -Information Systems Reviewer 

Rowena Nery, Site Reviewer 

Mark Schmidt, Consumer/Family Member Consultant 
 

Additional CAEQRO staff members were involved in the review process, assessments, and 

recommendations. They provided significant contributions to the overall review by 

participating in both the pre-site and the post-site meetings and, ultimately, in the 

recommendations within this report. 

SITES OF MHP REVIEW 

CAEQRO staff visited the locations of the following county-operated and contract providers: 
 

County provider sites 
 

Santa Clara County Administrative Office 

828 S. Bascom Ave, Ste. 200 

San Jose, CA 95128 
 

KidScope 

828 S. Bascom Avenue, Ste. 100  

San Jose, CA 95128 
 

Re-Entry Resource Center 

151 W. Mission Street 

San Jose, CA 95110 
 

Downtown Mental Health 

1075 E. Santa Clara Street  

San Jose, CA 95116 
 

Administrative Office- Finance/Information Systems 

2325 Enborg Lane  

San Jose, CA 95128 
 

Contract provider organizations 
 

East Valley Behavioral Health Clinic 

1993c McKee Road  

San Jose, CA 95116 
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REVIEW PARTICIPANTS 

Andrea Urton, Director of Operations, Alum Rock Counseling 

Angela Albright, Deputy Division Director, Catholic Charities 

Anna Fernandez, Manager, Hope Center 

Anthony Holguin, Management Analyst, SCVHHS 

Bart Zisa, Program Manager Decision Support, SVCHHS  

Carletta Cooley, Program Director, Bible Way/Destiny 

Caroline Yip, IS Manager, SVCHHS  

Chris Park, Quality Assurance Director, Alum Rock Counseling Center 

Christina Yee, Operations Manager - Good Samaritan Project, SVCHHS 

David Silva, Psychiatric Social Worker, SVCHHS   

David Guerrero, QI/UR Manager, SVCHHS  

Deane Wiley, Mental Health Deputy Director, SVCHHS  

Deniss Escorcia, SLS Coordinator, Campbell Unified School District 

Diana Guido, Prenatal Health Peer Support-Office of Family Affairs, SVCHHS  

Dinh Chu, Program Specialist FQHC Clinics, SVCHHS  

Domingo Acevedo, QI Program Specialist, SVCHHS   

Don Taylor, Clinical Director, EMQ Families First 

Elena Tindall, Integration Behavioral Health Project Manager, SVCHHS   

Ellen Hayenga, Quality Improvement Director, FCS 

Erin O'Brien, President/CEO, Community Solutions 

Erl Papa, Clinician, SVCHHS 

Gabby Olivarez, Adult & Older Adult Services Division Director, SVCHHS   

Gail Markman, Therapist, SVCHHS  

Hillian Goldbard, Psychiatric Social Worker- Sunnyvale, SVCHHS  

Howard Lagoze, Director of Operations, FCS 

Hung Nguyen, Program Specialist-Decision Support, SVCHHS  

Jamie Lopez, Assistant Director, County Family and Children’s Services  

Javier Aguirre, Director of County Office of Re-Entry Services  

Jean Gallagher, Chief Officer, AR United School District 

Jeannette Ferris, Program Specialist-Learning Partnership, SVCHHS   

Jennifer Pham, Psychiatric Social Worker- KidScope, SVCHHS  

Jerry McCann, CFO, Momentum for Mental Health 

Jim Raphael, Patient's Rights Advocate, Mental Health Advocacy Project 

Jorge Wong, Director of Clinical Affairs, AACI 

Juan Vasquez, Psychiatric Social Worker-Narvaez, SVCHHS   

Judy DeLeon, Program Coordinator, Gardner Family Care Corporation 

Karen Anton, Program Director, Asian American Recovery Services 

Larry Powell, Program Specialist, SVCHSS   

Laura Luna, Compliance Manager, SVCHHS   

Laura Champion, Executive Director, EMQ Families First 

Laura Melton, Director of Behavioral Health, MayView Community Health Center 

Laura Garnette, Deputy Chief Juvenile Program Officer  
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Lauren Gavin, Family and Children’s Program Specialist, SCVHHS   

Leticia Galyean, Division Director, Seneca Family of Agencies 

Lorena Gonzalez, Psychiatric Social Worker, SVCHHS   

Lorena Madrid, Program Manager – County Faith Re-entry Collaborative  

Maretta Juarez, Program Specialist, SVCHSS 

Margaret Obiliar, 24 Hour Manager, SVCHHS  

Maria Fuentes, Older Adult Services Manager, SVCHHS   

Maritza Silapasvang, Assistant Manager, HOPE Center 

Martha Paine, Director of Financem SVCHHS  

Maureen O'Malley-Moore, Program Manager - County Office of Re-entry Services  

Melanie Darain, Interim Chief Program Officer, First 5 Kids 

Michael Meade, Medical Director, SVCHHS   

Michael Clarke, County Probation Manager   

Michele Weber, Chief Compliance Officer, Unity Care Group 

Mikelle Le, Program Specialist-UCCW, SCVHHS   

Nancy Pena, Mental Health Director, SVCHHS   

Nancy Escobar, Rehabilitation Counselor/Licensed Psychiatric Technician, SVCHHS   

Pat Garcia, Administration Division Director, SVCHHS 

Patricia Chiapellone, Executive Director, Alum Rock Counseling Center 

Patrick Dwyer, Law Enforcement Liaison, SVCHSS 

Paul Taylor, President/CEO, Momentum for Mental Health 

Pho Bui, Psychiatric Social Worker, SVCHHS   

Rita Canales-Rossi, Psychiatric Social Worker, SVCHHS   

Samphors Mao, Psychiatric Social Worker-Family and Children’s, SVCHHS   

Sandra Hernandez, Integrated Behavioral Health Services Division Director, SVCHHS 

Santiago Gaitan, SLSCoordinator, AR United School District 

Sharla Kibel, Lead Therapist-Family and Children’s, SVCHSS   

Sheila Yater, Health Program Specialist-Technology Department, SVCHHS   

Sherri Terao, Family and Children’s Division Director, SVCHHS   

Sue Clements, Division Director  

Sue Nelson, Drug and Alcohol Youth and Family Division Director, SVCHHS 

Thuhien Nguyen, Ethnic Cultural Communities Advisory Council Manager, SVCHHS  

Tiffany Ho, Medical Director, SVCHSS   

Tracy Stephens, Criminal Justice Program Specialist   

Virginia Jones, Program Director, Maranatha Christian Center, SVCHHS 

Yuki Ascue, Psychiatric Social Worker-Family and Children’s, SVCHHS   

Zelia Faria-Costa, Program Specialist, SVCHSS 
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C. Attachment—Approved Claims Source Data 
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Medi-Cal Approved Claims Code Definitions and Data Sources 

Last Modified by: Rachel Phillips, February 2014 Source: Medi-Cal Aid Code Chart Master dated – October 28,2013 

Source: Data in Figures 5 through 15 and Attachment D are derived from three statewide source files. 

Short-Doyle/Medi-Cal approved and denied claims (SD/MC) from the Department of Health Care Services (DHCS) 

Inpatient Consolidation approved claims (IPC) from DHCS 

Monthly MEDS Extract Files (MMEF) from DHCS 

Selection Criteria: 

Medi-Cal beneficiaries for whom the MHP is the “County of Fiscal Responsibility” are included, even when the beneficiary was served 

by another MHP 

Medi-Cal beneficiaries with aid codes eligible for SD/MC program funding are included 

Process Date: The date DHCS processes files for CAEQRO. The files include claims for the service period indicated, calendar year (CY) 

or fiscal year (FY), processed through the preceding month. For example, the CY2008 file with a DHCS process date of April 28, 2009 

includes claims with service dates between January 1 and December 31, 2008 processed by DHCS through March 2009. Process dates 

are in parenthesis. 

CY2012 includes SD/MC (November 2013), IPC (December 2013) and MMEF (March 2013) approved claims  

CY2011 includes SD/MC (December 2012), IPC (March 2013) and MMEF (April 2012) approved claims  

CY2010 includes SD/MC (June 2012), IPC (November 2012) and MMEF (April 2011)approved claims  

CY2009 includes SD/MC (February 2011), IPC (October 2010) and MMEF (April 2010) approved claims  

FY11-12 includes SD/MC (December 2012), IPC (March 2013) and MMEF (October 2012) approved claims 

FY10-11 includes SD/MC (June 2012), IPC (March 2013) and MMEF (October 2011) approved claims 

FY09-10 includes SD/MC (February 2011), IPC (October 2010) and MMEF (October 2012) approved claims 

FY08-09 includes SD/MC (December 2009), IPC (December 2009) and MMEF (October 2009) approved claims 

FY07-08 includes SD/MC (April 2009), IPC (April 2009) and MMEF (January 2009) approved claims 

CY2012 denials include SD/MC claims (not IPC claims) with process date May 2013 

Most recent MMEF includes Medi-Cal eligibility for April (CY) or October (FY) and 15 prior months 

Service Activity: Defined by Service Modes and Functions 

Inpatient Services 

Local Hospital Inpatient, Hospital Administrative Days, Psychiatric Health Facility, and 

Professional Inpatient Visit 

Residential Services Adult Crisis Residential and Adult Residential 

Crisis Stabilization Crisis Stabilization 

Day Treatment Day Intensive Treatment and Day Rehabilitative  

Case Management Case Management/Brokerage 

Mental Health Services Mental Health Services 

Medication Support Medication Support 

Crisis Intervention Crisis Intervention 

TBS Therapeutic Behavioral Services 

Outpatient Services (applicable only 

to inpatient follow-up services) 

Residential, Crisis Stabilization, Day Treatment, Case Management, Mental Health, 

Medication Support, Crisis Intervention, TBS Services 
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Medi-Cal Approved Claims Code Definitions and Data Sources 

Last Modified by: Rachel Phillips, February 2014 Source: Medi-Cal Aid Code Chart Master dated – October 28,2013 

Data Definitions: Selected elements displayed in many figures within this report are defined below. 

Penetration rate  The number of Medi-Cal beneficiaries served per year divided by the average number of Medi-Cal 

eligibles per month. The denominator is the monthly average of Medi-Cal eligibles over a 12-month 

period. 

Approved claims per 

beneficiary served per year 

The annual dollar amount of approved claims divided by the unduplicated number of Medi-Cal 

beneficiaries served per year 

Age Group A beneficiary's age group is determined by beneficiary's age on July 1 of the reporting calendar year. 

Eligibility Categories Medi-Cal aid codes used for approved claims reporting by eligibility category. 

Bolded/Blue Aid Codes indicate EPSDT status with enhanced FFP funding for beneficiaries whose age is 

less than 21 years on date of service. 

Claims Codes 

Disabled 2H, 36, 60, 63, 64, 66, 67, 6C, 6E, 6G, 6H, 6N, 6P, 6R, 6U, 6V, 6W, 6X, 6Y, C3, C4, C7, C8, D4, D5, D6, D7  

Foster Care 40, 42, 43, 46, 49, 4F, 4G, 4H, 4L, 4N, 4S, 4T, 4W, 5K 

Other Child Beneficiary age is less than 18 AND has one of the following aid codes: 

0A, 0M, 0N, 0P, 0W, 01, 1U, 02, 03, 04, 06, 07, 08, 2A, 2E, 20, 23, 24, 26, 27, 30, 32, 33, 34, 35, 37, 38, 

39, 3A, 3C, 3D, 3E, 3G, 3F, 3H, 3L, 3M, 3N, 3P, 3R, 3T, 3U, 3V, 3W, 44, 45, 47, 48, 4A, 4E, 4M, 4P, 4R, 

54, 55, 58, 59, 5C, 5D, 5E, 5F, 5J, 5R, 5T, 5W, 69, 6A, 6J, 6K, 6M, 72, 74, 76, 7A, 7C, 7J, 7K, 7X, 82, 83, 86, 

87, 8E, 8G, 8N, 8P, 8R, 8T, 8U, 8V, 8W, 8X, C1, C2, C5, C6, C9, D1, E1, E2, E4, E5, E7, G0, G1, G2, G5, G6, 

G7, G8, G9, H0, H1, H2, H3, H4, H5, H6, H7, H8, H9, J1, J2, J3, J4, J5, J6, J7, J8, K1, M0, M3, M4, M5, M6, 

M7, M8, P0, P1, P2, P3, P4, P5, P6, P7, P8, P9, T0, T1, T2, T3, T4, T5, T6, T7, T8, T9. 

Family Adult Beneficiary age is greater than or equal to 18 AND has one of the following aid codes: 

0A, 0W, 0M, 0N, 0P, 01, 1U, 02, 03, 04, 06, 07, 08, 2A, 2E, 20, 23, 24, 26, 27, 30, 32, 33, 34, 35, 37, 38, 

39, 3A, 3C, 3D, 3E, 3G, 3F, 3H, 3L, 3M, 3N, 3P, 3R, 3T, 3U, 3V, 3W, 44, 45, 47, 48, 4A, 4E, 4M, 4P, 4R, 54, 

55, 58, 59, 5C, 5D, 5E, 5F, 5J, 5R, 5T, 5W, 69, 6A, 6J, 6K, 6M, 72, 74, 76, 7A, 7C, 7J, 7K, 7X, 82, 83, 8E, 8G, 

8N, 8P, 8R, 8T, 8U, 8V, 8W, 8X, C1, C2, C5, C6, C9, D1, E1, E2, E4, E5, E7, G2, G6, G8, G9, H0, H1, H2, H3, 

H4, H5, H6, H7, H8, H9, J3, J4, J6, J8, M0, M4, M5, M6, M8, P1, P4, P5, P6, P7, P8, P9, T0, T1, T2, T3, T4, 

T5, T6, T7, T8, T9. 

Other Adult Beneficiary age is greater than 19 AND has one of the following SD/MC program aid codes:  

0U, 0V, 1E, 1H, 1X, 1Y, 10, 13, 14, 16, 17, 6J, 80, 86, 87, D2, D3, D8, D9, E1, L1, M1, M2, N0, N5, N6, N7, 

N8, N9, P2, P3. 

EPSDT Eligible Aid Codes Beneficiary age is less than 21 AND has one of the following aid codes: 

0A, 0M, 0N, 0P, 0W, 01, 02, 2A, 2E, 2H, 03, 04, 06, 07, 08, 20, 23, 24, 26, 27, 30, 32, 33, 34, 35, 36, 37, 

38, 39, 3A, 3C, 3D, 3E, 3G, 3H, 3L, 3M, 3N, 3P, 3R, 3U, 3W, 40, 42, 43, 45, 46, 47, 49, 4A, 4E, 4F, 4G, 4H, 

4L, 4M, 4N, 4P, 4R, 4S, 4T, 4W, 54, 59, 5C, 5D, 5E, 5K, 60, 63, 64, 66, 67, 6A, 6C, 6E, 6G, 6H, 6N, 6P, 6V, 

6W, 6X, 6Y, 72, 7A, 7J, 7X, 82, 83, 8E, 8G, 8P, 8R, 8U, 8V, 8W, 8X, E2, E5, E7, H0, H1, H2, H3, H4, H5, 

H6, H7, H8, H9, M5, P1, P5, P7, P9, T1, T2, T3, T4, T5. 

Aid codes excluded for 

claims reporting purposes 

- as they are not SD/MC 

funded aid codes 

0, 00, 0R, 0T, 09, 18, 28, 2G, 31, 3J, 3K, 3X, 3Y, 41, 43, 4C, 4K, 50, 51, 53, 56, 5X, 5Y, 61, 62, 65, 68, 6D, 

6F, 6T, 78, 7M, 7N, 7P, 7R, 81, 84, 85, 88, 89, 8A, 8F, 8H, 8Y, 9A, 9C, 9E, 9F, 9G. 9H, 9J, 9K, 9M, 9N, 9R, 

9S, 9X, FX, IE, R1, RR. 
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Medi-Cal Approved Claims Code Definitions and Data Sources 

Last Modified by: Rachel Phillips, February 2014 Source: Medi-Cal Aid Code Chart Master dated – October 28,2013 

MEDS Race/Ethnicity Codes 

1 = White 2 = Hispanic 3 = Black 4 = Asian/Pacific Islander 

5 = Alaska native or American Indian 7 = Filipino 8 = No valid data reported 9 = Decline to state 

A = Amerasian C = Chinese H = Cambodian J = Japanese 

K = Korean M = Samoan N = Asian Indian P = Hawaiian 

R = Guamanian T = Laotian V = Vietnamese Z = Other 

Race/Ethnicity Group MEDS Code 

White 1 

Hispanic 2 

African-American 3 

Asian/Pacific Islander 4 & 7 + A thru V 

Native American 5 

Other 8 & 9 + Z 

01 = Alameda 02 = Alpine 03 = Amador 04 = Butte 

05 = Calaveras 06 = Colusa 07 = Contra Costa 08 = Del Norte 

09 = El Dorado 10 = Fresno 11 = Glenn 12 = Humboldt 

13 = Imperial 14 = Inyo 15 = Kern 16 = Kings 

17 = Lake 18 = Lassen 19 = Los Angeles 20 = Madera 

21 = Marin 22 = Mariposa 23 = Mendocino 24 = Merced 

25 = Modoc 26 = Mono 27 = Monterey 28 = Napa 

29 = Nevada 30 = Orange 31 = Placer/Sierra 32 = Plumas 

33 = Riverside 34 = Sacramento 35 = San Benito 36 = San Bernardino 

37 = San Diego 38 = San Francisco 39 = San Joaquin 40 = San Luis Obispo 

41 = San Mateo 42 = Santa Barbara 43 = Santa Clara 44 = Santa Cruz 

45 = Shasta 47 = Siskiyou 48 = Solano 49 = Sonoma 

50 = Stanislaus 51 = Sutter/Yuba 52 = Tehama 53 = Trinity 

54 = Tulare 55 = Tuolumne 56 = Ventura 57 = Yolo 

Counties by DHCS Regions 

Bay Area 01,07,21,27,28,35,38,41,43,44,48,49 

Central 02,03,05,09,10,16,20,22,24,26,31,34,39,50,51,54,55,57 

Los Angeles 19 

Southern 13,15,30,33,36,37,40,42,56 

Superior 04,06,08,11,12,14,17,18,23,25,29,32,45,47,52,53 

Counties by DHCS County Sizes 

Large 01,07,10,15,30,33,34,36,37,38,43,56 

Medium 04,21,24,27,31,39,40,41,42,44,48,49,50,54,57 

Small 09,12,13,16,17,20,23,28,29,35,45,51,52,55 

Small-Rural 02,03,05,06,08,11,14,18,22,25,26,32,47,53 

Very Large 19 
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Medi-Cal Approved Claims Code Definitions and Data Sources 

Last Modified by: Rachel Phillips, February 2014 Source: Medi-Cal Aid Code Chart Master dated – October 28,2013 

Diagnosis Category Diagnosis Codes Found in CY12 SD/MC II Approved Claims Files 

Depressive Disorders 296.20 - 296.26, 296.83, 296.30 – 296.36, 300.4, 311. 

Psychotic Disorders 293.81, 295.10 – 295.90, 297.1, 297.3, 298.8.  

Disruptive Disorders 312.81 - 312.89, 312.9, 313.81, 314.00, 314.01, 314.9. 

Bipolar Disorders 296.01 – 296.06, 296.40 - 296.76, 296.80, 296.89, 301.13.  

Anxiety Disorders 293.84, 300.00 – 300.03, 300.21 - 300.23, 300.29, 308.3, 309.81. 

Adjustment Disorders 309.0 – 309.9. 

Other Disorders 

Substance-Related disorders: 291.0 - 291.2, 291.3, 291.5, 291.89, 291.9, 292.0, 292.11, 

292.12, 292.81 - 292.84, 292.89, 292.9, 303.00, 303.90, 304.00 - 304.90, 305.00, 305.20, 

305.30, 305.40, 305.50, 305.60, 305.70, 305.90. 

Childhood disorders: 315.00, 315.1-315.4, 317, 318.0 – 318.2, 319, 299.00, 299.10, 299.80, 

307.0, 307.52, 307.59, 307.20 - 307.23, 307.6, 307.7, 307.9, 313.82, 313.23, 313.89, 787.6. 

Amnesic/Cognitive /Movement disorders: 294.0, 290.10-290.13, 290.20-290.21, 290.40 - 

290.43, 293.0, 294.8 - 294.11, 300.6, 300.9, 307.3, 307.89, 333.1, 333.82, 333.90, 780.09, 

995.81. 

Personality disorders: 301.0, 301.22, 301.4, 301.50, 301.6, 301.7, 301.81 - 301.83, 301.9. 

Sexual/Impulse-Control disorders: 302.72, 302.75, 302.2, 302.3, 302.4, 302.6, 302.81, 

302.84, 302.85, 302.89, 302.9, 312.31- 312.34, 312.39, 607.84. 

Sleep/Eating/Body/Other: 293.9, 300.7300.11, 300.18, 300.81, 300.82, 300.16, 300.19, 

306.51, 307.42, 307.1, 307.45 - 307.47, 347, 307.50, 307.51, 307.80, 310.1, 310.20, 780.52, 

780.54, 780.59. 

Relational Problems/Clinical Conditions: V15.81, V61.10, V61.12, V61.20, V61.21, V61.8, 

V61.9, V62.2, V62.3, V62.4, V62.81, V62.82, V62.89, V65.2, V71.01, V71.02. 

Other Conditions – 316, 332.1 

Deferred and No Diagnoses 799.9, V71.09.  
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D. Attachment— 

Medi-Cal Approved Claims Worksheets 

 and Additional Tables 
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Medi-Cal Approved Claims Data for SANTA CLARA County MHP Calendar Year 12 
 

 
 

Date Prepared: 01/24/2014, Version 1.3 

Prepared by: Rachel Phillips,  APS Healthcare / CAEQRO 

Data Sources: DHCS Approved Claims and MMEF Data - Notes (1) and (2) 

Data Process Dates: 11/22/2013, 12/26/2013, and 03/27/2013 - Note (3) 

 

 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

TOTAL 

 274,841 14,875 $162,415,170 5.41% $10,919  5.77% $4,677  5.90% $5,112 

AGE GROUP 

0-5 45,249 1,270 $14,147,885 2.81% $11,140  1.56% $4,361  1.88% $4,150 

6-17 68,984 4,775 $73,154,014 6.92% $15,320  7.29% $5,719  7.80% $6,472 

18-59 102,792 7,141 $65,477,622 6.95% $9,169  7.68% $4,181  7.37% $4,455 

60+ 57,817 1,689 $9,635,650 2.92% $5,705  3.33% $3,398  3.45% $3,529 

GENDER 

Female 154,698 7,370 $73,144,730 4.76% $9,925  5.25% $4,154  5.31% $4,593 

Male 120,144 7,505 $89,270,440 6.25% $11,895  6.44% $5,224  6.66% $5,640 

RACE/ETHNICITY 

White 33,644 3,714 $40,564,067 11.04% $10,922  10.20% $4,424  10.14% $5,245 

Hispanic 140,147 6,068 $75,056,542 4.33% $12,369  3.63% $4,417  3.81% $4,913 

African-American 10,662 1,042 $13,284,188 9.77% $12,749  9.65% $5,444  10.13% $5,318 

Asian/Pacific Islander 70,255 2,513 $16,631,768 3.58% $6,618  3.63% $4,008  3.78% $4,089 
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 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

Native American 1,046 127 $1,054,691 12.14% $8,305  10.19% $5,469  9.09% $5,548 

Other 19,089 1,411 $15,823,914 7.39% $11,215  7.06% $5,415  7.39% $5,650 

ELIGIBILITY CATEGORIES 

Disabled 35,676 6,846 $66,151,314 19.19% $9,663  17.26% $4,904  17.60% $5,109 

Foster Care 1,431 824 $22,522,534 57.58% $27,333  48.04% $8,343  53.34% $8,485 

Other Child 109,142 5,066 $57,150,290 4.64% $11,281  4.21% $4,388  4.65% $4,950 

Family Adult 51,697 2,027 $12,311,530 3.92% $6,074  4.19% $2,229  3.96% $2,604 

Other Adult 77,328 598 $4,279,502 0.77% $7,156  1.01% $3,545  1.00% $3,535 

SERVICE CATEGORIES 

Inpatient Services 274,841 748 $11,855,873 0.27% $15,850  0.44% $7,835  0.45% $7,723 

Residential Services 274,841 285 $3,763,078 0.10% $13,204  0.08% $7,525  0.06% $7,775 

Crisis Stabilization 274,841 1,502 $5,118,259 0.55% $3,408  0.49% $2,176  0.38% $1,948 

Day Treatment 274,841 354 $2,951,621 0.13% $8,338  0.10% $11,381  0.06% $12,207 

Case Management 274,841 11,013 $28,124,141 4.01% $2,554  2.19% $1,041  2.41% $899 

Mental Health Serv. 274,841 12,191 $88,800,034 4.44% $7,284  4.52% $2,996  4.82% $3,478 

Medication Support 274,841 7,151 $12,630,834 2.60% $1,766  2.97% $1,153  2.94% $1,332 

Crisis Intervention 274,841 1,046 $1,241,047 0.38% $1,186  0.47% $814  0.59% $1,046 

TBS 274,841 438 $7,930,283 0.16% $18,106  0.11% $10,644  0.10% $12,091 

 
 
Footnotes:  

1 - Includes approved claims data on DHCS eligible beneficiaries who were served by other MHPs, based on Medi-Cal recipient's "County of Fiscal Responsibility" 

2 - Includes Short-Doyle/Medi-Cal (SD/MC) and Inpatient Consolidation (IPC) approved claims for those whose aid codes were eligible for SD/MC program funding 

3 - The most recent data processing dates for SD/MC and IPC approved claims and MEDS Monthly Extract File (MMEF) respectively by DHCS for the reported calendar year 

4 - County total number of yearly unduplicated Medi-Cal eligibles is 327,261 
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SANTA CLARA County MHP Medi-Cal Services Retention Rates CY12 
 
 
 

 SANTA CLARA STATEWIDE 

Number of Services 
Approved per 

Beneficiary Served 

# of 
beneficiaries 

% 
Cumulative 

% 
% 

Cumulative 
% 

Minimum 
% 

Maximum 
% 

1 service 1,001 6.73 6.73 9.38 9.38 4.90 18.87 

2 services 741 4.98 11.71 6.29 15.67 0.00 12.84 

3 services 604 4.06 15.77 5.38 21.06 2.94 11.11 

4 services 583 3.92 19.69 4.93 25.98 1.93 9.40 

5 - 15 services 4,121 27.70 47.39 32.38 58.36 21.24 40.93 

> 15 services 7,825 52.61 100.00 41.64 100.00 23.68 60.46 

 
 

Prepared by APS Healthcare / CAEQRO 

Source: Short-Doyle/Medi-Cal approved claims as of 11/22/2013; Inpatient Consolidation approved claims as of 12/26/2013 

Note: Number of services is counted by days for any 24 hours and day services, and by visits or encounters for any outpatient services 
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Medi-Cal Approved Claims Data for SANTA CLARA County MHP Calendar Year CY12 
 

Foster Care 
 

 
 

Date Prepared: 01/24/2014, Version 1.2 

Prepared by: Rachel Phillips,  APS Healthcare / CAEQRO 

Data Sources: DHCS Approved Claims and MMEF Data - Notes (1) and (2) 

Data Process Dates: 11/22/2013, 12/26/2013, and 03/27/2013 - Note (3) 

 

 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

TOTAL 

 1,431 824 $22,522,534 57.58% $27,333  48.04% $8,343  53.34% $8,485 

AGE GROUP 

0-5 355 144 $1,922,914 40.56% $13,354  28.63% $4,165  36.10% $3,952 

6+ 1,076 680 $20,599,620 63.20% $30,294  55.72% $9,193  60.04% $9,544 

GENDER 

Female 690 390 $10,595,092 56.52% $27,167  47.16% $8,077  52.55% $8,240 

Male 742 434 $11,927,442 58.49% $27,483  48.86% $8,584  54.09% $8,707 

RACE/ETHNICITY 

White 291 171 $5,354,645 58.76% $31,314  51.72% $7,476  56.34% $9,153 

Hispanic 861 483 $13,003,509 56.10% $26,922  45.66% $7,690  51.29% $6,995 

African-American 169 110 $3,325,189 65.09% $30,229  48.89% $9,687  50.68% $8,767 

Asian/Pacific Islander 79 46 $679,143 58.23% $14,764  50.99% $8,868  53.73% $8,121 
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 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

Native American 11 7 $42,529 63.64% $6,076  50.28% $6,375  45.17% $6,902 

Other 22 7 $117,519 31.82% $16,788  39.00% $12,941  41.80% $10,199 

SERVICE CATEGORIES 

Inpatient Services 1,431 32 $272,172 2.24% $8,505  1.72% $6,922  2.09% $7,484 

Residential Services 1,431 0 $0 0.00% $0  0.01% $6,987  0.01% $9,294 

Crisis Stabilization 1,431 44 $123,951 3.07% $2,817  1.34% $1,580  1.16% $1,547 

Day Treatment 1,431 14 $170,165 0.98% $12,155  3.07% $13,670  2.31% $13,509 

Case Management 1,431 696 $3,319,142 48.64% $4,769  19.66% $1,530  23.26% $1,128 

Mental Health Serv. 1,431 793 $14,507,792 55.42% $18,295  44.78% $5,545  50.68% $5,890 

Medication Support 1,431 282 $1,038,318 19.71% $3,682  14.99% $1,414  16.68% $1,710 

Crisis Intervention 1,431 76 $147,411 5.31% $1,940  2.61% $1,072  3.40% $1,587 

TBS 1,431 114 $1,678,969 7.97% $14,728  3.49% $10,248  3.57% $11,250 

 
 
Footnotes:  

1 - Includes approved claims data on DHCS eligible beneficiaries who were served by other MHPs, based on Medi-Cal recipient's "County of Fiscal Responsibility" 

2 - Includes Short-Doyle/Medi-Cal (SD/MC) and Inpatient Consolidation (IPC) approved claims for those whose aid codes were eligible for SD/MC program funding 

3 - The most recent data processing dates for SD/MC and IPC approved claims and MEDS Monthly Extract File (MMEF) respectively by DHCS for the reported calendar year 

4 - County total number of yearly unduplicated Medi-Cal eligibles is 2,098 
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SANTA CLARA County MHP Medi-Cal Services Retention Rates CY12 
 

Foster Care 
 
 

 SANTA CLARA STATEWIDE 

Number of Services 
Approved per 

Beneficiary Served 

# of 
beneficiaries 

% 
Cumulative 

% 
% 

Cumulative 
% 

Minimum 
% 

Maximum 
% 

1 service 31 3.76 3.76 6.08 6.08 0.00 50.00 

2 services 22 2.67 6.43 4.91 11.00 0.00 17.65 

3 services 15 1.82 8.25 4.25 15.24 0.00 19.35 

4 services 22 2.67 10.92 3.34 18.58 0.00 33.33 

5 - 15 services 145 17.60 28.52 25.11 43.69 0.00 100.00 

> 15 services 589 71.48 100.00 56.31 100.00 0.00 77.78 

 
 
 

Prepared by APS Healthcare / CAEQRO 

Source: Short-Doyle/Medi-Cal approved claims as of 11/22/2013; Inpatient Consolidation approved claims as of 12/26/2013 

Note: Number of services is counted by days for any 24 hours and day services, and by visits or encounters for any outpatient services 
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Medi-Cal Approved Claims Data for SANTA CLARA County MHP Calendar Year 12 
 

Transition Age Youth (Age 16-25) 
 

 
 

Date Prepared: 01/24/2014, Version 1.1 

Prepared by: Rachel Phillips,  APS Healthcare / CAEQRO 

Data Sources: DHCS Approved Claims and MMEF Data - Notes (1) and (2) 

Data Process Dates: 11/22/2013, 12/26/2013, and 03/27/2013 - Note (3) 

 

 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

TOTAL 

 35,666 2,344 $34,017,661 6.57% $14,513  6.86% $5,753  7.03% $6,331 

AGE GROUP 

16-17 10,230 930 $16,775,663 9.09% $18,038  9.37% $6,651  9.89% $7,412 

18-21 16,944 991 $13,174,587 5.85% $13,294  6.25% $5,351  6.35% $5,747 

22-25 8,493 423 $4,067,411 4.98% $9,616  4.95% $4,637  4.82% $5,039 

GENDER 

Female 20,674 1,135 $16,010,870 5.49% $14,106  5.79% $5,441  5.94% $6,055 

Male 14,992 1,209 $18,006,791 8.06% $14,894  8.41% $6,065  8.58% $6,603 

RACE/ETHNICITY 

White 3,962 467 $7,048,165 11.79% $15,092  10.90% $5,309  11.62% $6,681 

Hispanic 20,886 1,205 $17,217,120 5.77% $14,288  4.86% $5,130  5.09% $5,777 

African-American 1,683 213 $3,560,960 12.66% $16,718  10.80% $6,657  10.78% $6,545 

Asian/Pacfic Islander 7,236 249 $2,676,371 3.44% $10,748  3.36% $6,527  3.50% $6,494 
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 SANTA CLARA  LARGE  STATEWIDE 

 

Average 
Number of 

Eligibles per 
Month (4) 

Number of 
Beneficiaries 
Served per 

Year 
Approved 

Claims 
Penetration 

Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year  

Penetration 
Rate 

Approved Claims 
per Beneficiary 
Served per Year 

Native American 228 26 $229,759 11.40% $8,837  10.05% $6,961  9.47% $6,893 

Other 1,673 184 $3,285,285 11.00% $17,855  10.44% $7,213  10.08% $7,408 

ELIGIBILITY CATEGORIES 

Disabled 2,946 574 $8,741,987 19.48% $15,230  19.73% $6,644  20.83% $7,046 

Foster Care 380 267 $8,033,676 70.26% $30,089  59.17% $9,663  65.95% $9,649 

Other Child 9,564 743 $9,591,412 7.77% $12,909  7.74% $5,007  8.30% $5,665 

Family Adult 16,398 744 $6,156,793 4.54% $8,275  4.07% $3,319  4.22% $3,791 

Other Adult 6,520 179 $1,493,793 2.75% $8,345  3.63% $4,321  3.29% $4,587 

SERVICE CATEGORIES 

Inpatient Services 35,666 180 $2,333,282 0.50% $12,963  0.82% $7,186  0.83% $6,922 

Residential Services 35,666 32 $412,480 0.09% $12,890  0.07% $6,878  0.06% $8,030 

Crisis Stabilization 35,666 379 $1,109,301 1.06% $2,927  0.78% $1,727  0.62% $1,661 

Day Treatment 35,666 30 $278,251 0.08% $9,275  0.21% $12,669  0.16% $13,319 

Case Management 35,666 1,780 $5,499,868 4.99% $3,090  2.73% $1,207  2.99% $1,001 

Mental Health Serv. 35,666 2,028 $20,229,511 5.69% $9,975  5.61% $3,536  5.93% $4,260 

Medication Support 35,666 1,099 $2,374,987 3.08% $2,161  3.16% $1,147  3.14% $1,351 

Crisis Intervention 35,666 205 $257,741 0.57% $1,257  0.77% $862  0.97% $1,090 

TBS 35,666 100 $1,522,239 0.28% $15,222  0.16% $10,245  0.16% $10,312 

 
 
Footnotes:  

1 - Includes approved claims data on DHCS eligible beneficiaries who were served by other MHPs, based on Medi-Cal recipient's "County of Fiscal Responsibility" 

2 - Includes Short-Doyle/Medi-Cal (SD/MC) and Inpatient Consolidation (IPC) approved claims for those whose aid codes were eligible for SD/MC program funding 

3 - The most recent data processing dates for SD/MC and IPC approved claims and MEDS Monthly Extract File (MMEF) respectively by DHCS for the reported calendar year 

4 - County total number of yearly unduplicated Medi-Cal eligibles is 49,122 
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SANTA CLARA County MHP Medi-Cal Services Retention Rates CY12 
 

Transition Age Youth (Age 16-25) 
 
 

 SANTA CLARA STATEWIDE 

Number of Services 
Approved per 

Beneficiary Served 

# of 
beneficiaries 

% 
Cumulative 

% 
% 

Cumulative 
% 

Minimum 
% 

Maximum 
% 

1 service 202 8.62 8.62 9.96 9.96 0.00 21.54 

2 services 100 4.27 12.88 6.31 16.27 0.00 18.00 

3 services 85 3.63 16.51 5.29 21.56 0.00 21.43 

4 services 71 3.03 19.54 4.59 26.15 0.00 33.33 

5 - 15 services 562 23.98 43.52 28.93 55.08 15.91 40.98 

> 15 services 1,324 56.48 100.00 44.92 100.00 21.05 65.91 

 
 
 

Prepared by APS Healthcare / CAEQRO 

Source: Short-Doyle/Medi-Cal approved claims as of 11/22/2013; Inpatient Consolidation approved claims as of 12/26/2013 

Note: Number of services is counted by days for any 24 hours and day services, and by visits or encounters for any outpatient services 
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SD/MC CLAIMS PROCESSING SUMMARY 

The following table provides a summary of the MHP's SD/MC claims processed for services claimed during CY12. The data 

presents claims processed by the State as of May 2013and may not yet include all original or replacement claim transactions for 

CY12. To meet timely processing rules, MHPs have 12 months from the service month to submit original claim transactions and 15 

months from the service month to submit replacement claim transactions.  

 

Figure D-1. Monthly Summary of SD/MC Claims – CY12 

Claims Processed as of May 2013 

Service 

Month 

Gross Dollars 

Billed by MHP 

Denied 

Dollars 

Denial 

Rate 

Number 

Denied 

Claims 

Claims 

Adjudicated 

Claim 

Adjustments 

Approved 

Dollars 

Percent 

Approved 

Number 

Approved 

Claims 

Replaced 

Claim 

Dollars 

Number 

Replaced 

Claims 

JAN12 $17,032,392 $1,821,349 10.7% 5,317 $15,211,043 $5,627,147 $9,583,896 63.0% 49,060 $0 0 

FEB12 $16,001,163 $964,363 6.0% 2,851 $15,036,800 $5,555,815 $9,480,985 63.1% 48,126 $0 0 

MAR12 $18,418,154 $2,188,304 11.9% 6,386 $16,229,850 $6,085,672 $10,144,178 62.5% 49,431 $0 0 

APR12 $16,711,515 $1,453,895 8.7% 2,230 $15,257,620 $5,709,663 $9,547,957 62.6% 47,327 $0 0 

MAY12 $17,301,989 $982,122 5.7% 2,422 $16,319,867 $6,158,085 $10,161,782 62.3% 50,205 $0 0 

JUN12 $16,256,680 $2,109,103 13.0% 6,175 $14,147,577 $5,340,287 $8,807,290 62.3% 43,207 $0 0 

JUL12 $23,387,677 $3,424,571 14.6% 6,775 $19,963,106 $2,030,432 $17,932,674 89.8% 42,430 $0 0 

AUG12 $13,627,361 $995,747 7.3% 2,260 $12,631,614 $1,512,849 $11,118,764 88.0% 27,499 $0 0 

SEP12 $19,604,953 $1,107,254 5.6% 2,587 $18,497,699 $1,750,474 $16,747,225 90.5% 39,712 $0 0 

OCT12 $22,090,319 $1,372,336 6.2% 3,063 $20,717,983 $2,016,151 $18,701,832 90.3% 45,012 $0 0 

NOV12 $19,355,870 $1,078,885 5.6% 2,565 $18,276,985 $1,787,105 $16,489,880 90.2% 39,629 $0 0 

DEC12 $16,542,988 $892,952 5.4% 2,320 $15,650,036 $1,647,775 $14,002,261 89.5% 33,418 $0 0 

CY2012 $216,331,063 $18,390,882 8.5% 44,951 $197,940,181 $45,221,456 $152,718,724 77.2% 515,056 $0 0 

Statewide $2,574,962,081 $142,808,373 5.5% 585,612 $2,432,153,708 $204,183,322 $2,227,970,386 91.6% 12,234,454 $513,332 1,967 
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DENIED CLAIMS 

The following tables provide a summary of SD/MC denied claims processed during CY12. The data 

presents claims processed by the State as of May 2013 and may not yet include all original or replacement 

claim transactions for CY12. MHPs have 15 months from the service month for replacement claim 

transactions to correct and convert denied claims to approved claims. 

Figure D-2.  Denied Claims by Reason – Statewide Top 10 (CY12) 

Claims Processed as of May 2013 

Denial Code Description 
Denial 

Code 

Number 

Claims 

Gross Dollars 

Denied 

Percent 

Denied 

Other health coverage must be billed before the 

submission of this claim. 
CO 22 147,084 $30,632,932 21.5% 

Medicare must be billed prior to the submission of this 

inpatient claim. 
CO 22 N192 99,194 $20,922,322 14.7% 

Beneficiary not eligible. Aid code invalid for DHCS. CO 177,CO 31 75,560 $17,229,322 12.1% 

Service Facility provider NPI not eligible to provide this 

service within the submitting county. 
CO B7 44,062 $9,654,939 6.8% 

Service line is a duplicate and repeat service procedure 

modifier is not present. 
CO 18 M86 44,184 $7,060,253 4.9% 

Aid code invalid for DHCS. CO 31 23,891 $6,326,468  4.4% 

Emergency Services Indicator or Pregnancy Indicator 

must be “Y” for this aid code. 
CO 204 N30 29,087 $6,187,052  4.3% 

Invalid procedure code and modifier combination. 

Service Facility Provider NPI not eligible to provide this 

service. 

CO 109 

M51,CO B7 

N65 

22,691 $5,693,749 4.0% 

Only SED services are valid for Healthy Families aid code. CO 185 22,833 $5,034,002 3.5% 

Service Facility provider NPI not eligible to provide this 

service. 
CO B7 N65 15,291 $4,671,543 3.3% 

 

Figure D-3.  Denied Claims by Reason – MHP Top 5 (CY12) 

Claims Processed as of May 2013 

Denial Code Description 
Denial 

Code 

Number 

Claims 

Gross Dollars 

Denied 

Percent 

Denied 

Service Facility provider NPI not eligible to provide 

services within the submitting county. 
CO B7 9,131 $3,496,870 19.0% 

Beneficiary not eligible. Aid code invalid for DHCS. CO 177,CO 31 7,277 $2,741,081 14.9% 

Other health coverage must be billed before the 

submission of this claim. 
CO 22 6,106 $2,101,418 11.4% 

Service line is a duplicate and a repeat service 

procedure modifier is not present. 
CO 18 M86 7,934 $1,940,997 10.6% 

Medicare must be billed prior to the submission of this 

inpatient claim. 
CO 22 N192 5,798 $1,935,966 10.5% 
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RETENTION RATES 

 
 

Figure D-5. CY12 Retention Rates with Average Approved Claims per Category  

Number of Services 

Approved per 

Beneficiary Served 

MHP 

Number of 

beneficiaries 

served 

MHP 

$ per beneficiary 

served 

Statewide 

$ per beneficiary 

served 

1 service 1,001 $630 $338 

2 services 741 $942 $520 

3 services 604 $1,041 $675 

4 services 583 $1,154 $815 

5 – 15 services 4,121 $2,715 $1,672 

> 15 services 7,825 $18,990 $10,637 
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SERVICE TYPE BY ETHNICITY - STATEWIDE 

The following stacked bar charts show the average claims by service modality and ethnicity. It 

should be noted that these elements are not additive (i.e., the height of the bar has no meaning), 

and the main use for comparison is the differential use of particular services across various 

ethnicities. The blue diamond shows the average approved claims by ethnicity for all service 

modalities. Again, there is no direct relationship between the height of the bar (claims per 

service modality) and the average claims for that ethnicity. 

 

 
Note: The left axis refers to the columns, and the right refers to the diamonds (overall ACB for each category) 
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Figure D-7. Statewide Number of Beneficiaries Served CY12 - Race/Ethnicity by Service Type 

 

African-

American 

Asian/Pacific 

Islander 
Hispanic 

Native 

American 
Other White 

All 73,641 28,112 164,001 3,299 44,391 156,207 

Inpatient Services 6,324 1,713 10,405 293 4,274 12,891 

Residential Services 871 221 691 47 831 2,370 

Crisis Stabilization 6,991 1,412 7,700 265 3,709 10,543 

Day Treatment 1,304 185 1,301 43 594 1,740 

Case Management 31,017 11,332 64,914 1,497 19,193 63,856 

Mental Health Serv. 58,075 21,451 143,412 2,650 34,236 123,718 

Medication Support 39,280 17,653 63,114 1,621 26,677 85,861 

Crisis Intervention 7,547 1,731 13,210 451 4,839 19,288 

TBS 1,229 121 2,792 55 798 2,795 
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SERVICE TYPE BY ETHNICITY - MHP 

 
Note: The left axis refers to the columns, and the right refers to the diamonds (overall ACB for each category) 
 

Figure D-9. MHP Number of Beneficiaries Served CY12 - Race/Ethnicity by Service Type 

 

African-

American 

Asian/Pacific 

Islander 
Hispanic 

Native 

American 
Other White 

All 1,042 2,513 6,068 127 1,411 3,714 

Inpatient Services 64 102 243 n<5 92 243 

Residential Services 28 22 63 n<5 40 131 

Crisis Stabilization 155 189 534 19 162 443 

Day Treatment 19 49 76 n<5 40 168 

Case Management 788 1,411 4,837 95 1,033 2,849 

Mental Health Serv. 899 1,585 5,473 99 1,057 3,078 

Medication Support 465 1,575 2,089 56 875 2,091 

Crisis Intervention 77 99 390 n<5 103 373 

TBS 51 12 254 0 38 83 
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HIGH COST BENEFICIARIES 
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EXAMINATION OF DISPARITIES 

Statewide disparities remain for Hispanic and female beneficiaries: 

 

� Approved claims for Hispanic beneficiaries are now at parity with White 

beneficiaries. While the relative penetration rate disparity has decreased 

significantly, due to both a decrease in White penetration rate and an increase 

in Hispanic penetration rate, there remains a continued notable disparity in 

access. 

� The relative access and the average approved claims for female beneficiaries 

are lower than for males. These disparities have remained relatively stable 

over the last five years. 

 

For each variable (Hispanic/White and female/male), two ratios are calculated to depict relative 

access and relative approved claims. The first figure compares approved claims data and 

penetration rates between Hispanic and White beneficiaries. This penetration rate ratio is 

calculated by dividing the Hispanic penetration rate by the White penetration rate, resulting in 

a ratio that depicts the relative access for Hispanics when compared to Whites. The approved 

claims ratio is calculated by dividing the average approved claims for Hispanics by the average 

approved claims for Whites. Similar calculations follow in the second figure for female to male 

beneficiaries. 

 

For all elements, ratios depict the following: 

 

� 1.0 = parity between the two elements compared 

� Less than 1.0 = disparity for Hispanics or females 

� Greater than 1.0 = no disparity for Hispanics or females. A ratio of greater 

than one indicates higher penetration or approved claims for Hispanics when 

compared to Whites or for females when compared to males. 
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Figure D-12. Examination of Disparities—Hispanic versus White 

Calendar Year 

Number of Beneficiaries Served 

& Penetration Rate per Year 

Approved Claims per 

Beneficiary Served 

per Year 

Ratio of 

Hispanic versus 

White for 

Hispanic White 

Hispanic White 
PR 

Ratio 

Approved 

Claims 

Ratio # Served PR % # Served PR % 

Statewide CY12 164,001 3.81% 156,207 10.14% $4,913 $5,245 .38 .94 

MHP CY12 6,068 4.33% 3,714 11.04% $12,369 $10,922 .39 1.13 

MHP CY11 5,912 4.21% 4,247 12.44% $8,639 $8,128 .34 1.06 

MHP CY10 5,245 3.83% 4,202 12.64% $8,049 $7,381 .30 1.09 

MHP CY09 5,052 3.78% 4,586 13.76% $7,760 $6,891 .27 1.13 

 

 

 

Figure D-13. Examination of Disparities—Female versus Male 

Calendar Year 

Number of Beneficiaries Served 

& Penetration Rate per Year 

Approved Claims per 

Beneficiary Served 

per Year 

Ratio of 

Female versus 

Male for 

Female Male 

Female Male 
PR 

Ratio 

Approved 

Claims 

Ratio # Served PR % # Served PR % 

Statewide CY12 237,195 5.31% 232,456 6.66% $4,593 $5,640 .80 .81 

MHP CY12 7,370 4.76% 7,505 6.25% $9,925 $11,895 .76 .83 

MHP CY11 7,569 4.92% 7,611 6.37% $6,949 $8,521 .77 .82 

MHP CY10 7,261 4.86% 7,169 6.18% $6,558 $7,958 .79 .82 

MHP CY09 7,775 5.26% 7,283 6.46% $5,919 $7,618 .81 .78 
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ELIGIBLES VERSUS BENEFICIARIES SERVED - FOSTER CARE 
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ELIGIBLES VERSUS BENEFICIARIES SERVED - TRANSITION AGE YOUTH 
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E. Attachment—PIP Validation Tool 
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FY13-14 Review of:  Santa Clara  Clinical  Non-Clinical  
 
PIP Title: Transformative Care Planning (TCP) to Facilitate Wellness and Recovery 

Date PIP Began: June 2012 (but planning began in October 2010) 

Date PIP Completed: August 2013 

PIP Category: Access   Timeliness     Quality  Outcomes  Other 

Descriptive Category: Recovery and Wellness 

Target Population: Adult/Older Adult 

Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

1 
Study topic 
The study topic: implementing a new treatment paradigm that is consumer-centered 

1.1 Focuses on an identified problem that reflects 
high volume, high risk conditions, or 
underserved populations 

X     

1.2 Was selected following data collection and 
analysis of data that supports the identified 
problem 

X    

Used systemwide service use data showing 
large portions of consumer population with long 
LOS although very few/no acute episodes (many 
only getting medication services) 

1.3 Addresses key aspects of care and services 

X    

Stagnate recovery/outcome improvement in 
consumers despite services continuing; system 
was moving people towards stability BUT not 
recovery 

1.4 Includes all eligible populations that meet the 
study criteria, and does not exclude 
consumers with special needs 

 X   

Goal to apply TCP to all adults, although MORS 
tool initially only validated on those aged 18-65 
(older adult version validation was in process); 
however PIP began only with pilot sites for new 
consumer, those with annual plan renewal 
needed (n =100). Had tested the use of 
MORS/CANS in some pilots prior to this PIP.  

1.5 Has the potential to improve consumer mental 
health outcomes, functional status, 
satisfaction, or related processes of care 
designed to improve same 

X    
Better consumer outcomes, increased system 
capacity/reduced case loads.  
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

Totals for Step 1: 4 1    

2 
Study Question Definition 
The written study question: Will implementing Person Centered Services/TCP improve the recovery trajectory of individuals 
served and result in differentiated care? 

2.1 Identifies the problem targeted for 
improvement 

X     

2.2 Includes the specific population to be 
addressed 

X     

2.3 Includes a general approach to interventions X    Moving consumers towards recovery 
2.4 Is answerable/demonstrable X     
2.5 Is within the MHP’s scope of influence X     

Totals for Step 2: 5     

3 
Clearly Defined Study Indicators 
The study indicators: improved consumer clinical outcomes  

3.1 Are clearly defined, objective, and measurable X     
3.2 Are designed to answer the study question X     
3.3 Are identified to measure changes designed 

to improve consumer mental health outcomes, 
functional status, satisfaction, or related 
processes of care designed to improve same 

X    

More engagement in tx (planned but no indicator 
developed to assess this) 
More consumers transitioning to PCP/FQHCs 
Reduced LOS 

3.4 Have accessible data that can be collected for 
each indicator 

X     

3.5 Utilize existing baseline data that demonstrate 
the current status for each indicator 

X    Baselines from FY11-12 

3.6 Identify relevant benchmarks for each 
indicator 

X     

3.7 Identify a specific, measurable goal(s) for 
each indicator 

X    

25% with improved MORS score (prior <20%)  
2:1 ratio of discharges to referrals (prior 1:1)  
15% consumers with 5+ yrs LOS (prior 24%)  
25% <12 hrs/annual of service (prior 34%)   

Totals for Step 3: 7     

4 
Correctly Identified Study Population 
The method for identifying the study population: 

4.1 Is accurately and completely defined X     
4.2 Included a data collection approach that X     



Santa Clara County MHP CAEQRO Report Fiscal Year 2013-14 

 

CAEQRO 

92 

Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

captures all consumers for whom the study 
question applies 

Totals for Step 4: 2     

5 
Use of Valid Sampling Techniques 
The sampling techniques: N/A 

5.1 Consider the true or estimated frequency of 
occurrence in the population 

   X 
Entire population of new consumers and existing 
consumers with annual plan update needed. 

5.2 Identify the sample size    X  
5.3 Specify the confidence interval to be used    X  
5.4 Specify the acceptable margin of error    X  
5.5 Ensure a representative and unbiased sample 

of the eligible population that allows for 
generalization of the results to the study 
population 

   X  

Totals for Step 5:    5  

6 
Accurate/Complete Data Collection 
The data techniques: 

6.1 Identify the data elements to be collected X    MORS, LOS, discharges, service utilization 
6.2 Specify the sources of data X    MIS/UR/PLM 
6.3 Outline a defined and systematic process that 

consistently and accurately collects baseline 
and remeasurement data 

 X   
“over time” and “continual” monitoring and 
observation is not a clear/systematic or detailed 
process 

6.4 Provides a timeline for the collection of 
baseline and remeasurement data 

 X   

Monthly data available for first three indicators, 
but unclear if that was intended to be the time 
frame for PIP remeasurement; only remeasured 
annually.  

6.5 Identify qualified personnel to collect the data X     

Totals for Step 6: 3 2    

7 
Appropriate Intervention and Improvement Strategies 
The planned/implemented intervention(s) for improvement: TCP (pilot began in 4/2011; but PIP reports as implemented 6/12) 

7.1 Are related to causes/barriers identified 
through data analyses and QI processes 

X     

7.2 Have the potential to be applied system wide 
to induce significant change X    

Tx paradigm can be used systemwide; included 
training on Motivational Interviewing, post-TCP 
training to facilitate staff use.  
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

7.3 Are tied to a contingency plan for revision if 
the original intervention(s) is not successful 

 X   

Was committed to implementing TCP in the 
entire Adult system regardless of PIP outcome 
BUT there was/is ongoing MHP efforts to keep 
staff and supervisors on top of emerging 
implementation errors/concern 

7.4 Are standardized and monitored when an 
intervention is successful 

X    

Had 9 monthly coaching calls with all clinical 
supervisors by consultants; now offers periodic 
clinic consultations/ongoing open consultation 
group for clinical supervisors/using train the 
trainer model  

Totals for Step 7: 3 1    

8 
Analyses of Data and Interpretation of Study Results 
The data analyses and study results: remeasurement occurred July and August 2013 

8.1 Are conducted according to the data analyses 
plan in the study design 

X     

8.2 Identify factors that may threaten internal or 
external validity 

 X   Discussion of capacity constraints 

8.3 Are presented in an accurate, clear, and 
easily understood fashion 

X     

8.4 Identify initial measurement and 
remeasurement of study indicators 

X    

MORS scores did not improve as intended 
Discharge to referral ratio did not change 
5% reduction in 5+ yrs consumer LOS (<goal) 
Actual increase in consumer with <12 hrs 
service/year (from 34% to 56%) 
Reported on site they saw a huge decline in 
underserved consumers (those seen <5 times a 
year) 

8.5 Identify statistical differences between initial 
measurement and remeasurement 

  X   

8.6 Include the interpretation of findings and the 
extent to which the study was successful 

X    
PIP was not successful 
  

Totals for Step 8: 4 1 1   

9 
Improvement Achieved 
There is evidence for true improvement based on: no improvement 

9.1 A consistent baseline and remeasurement X     
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

methodology 
9.2 Documented quantitative improvement in 

processes or outcomes of care  
  X   

9.3 Improvement appearing to be the result of the 
planned interventions(s) 

  X   

9.4 Statistical evidence for improvement   X   

Totals for Step 9: 1  3   

10 
Sustained Improvement Achieved 
There is evidence for sustained improvement based on: only one period of remeasurement 

 Repeated measurements over comparable 
time periods that demonstrate sustained 
improvement, or that any decline in 
improvement is not statistically significant 

  x   

Totals for Step 10:   1   
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FY13-14 Review of: Santa Clara  Clinical  Non-Clinical  
 
PIP Title: Family and Children’s LOC Analysis 

Date PIP Began: Fall 2012 

PIP Category: Access   Timeliness     Quality  Outcomes  Other 

Descriptive Category: improved diagnosis/treatment processes 

Target Population: Other age group: child consumers 

Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

1 
Study topic 
The study topic: access issues for child consumers and their families; poor match of needs to care; fixed contractor capacity 
and very different service offerings that limit system ability to meet need;   

1.1 Focuses on an identified problem that reflects 
high volume, high risk conditions, or 
underserved populations 

X     

1.2 Was selected following data collection and 
analysis of data that supports the identified 
problem 

X    

Consistently low PRs for FC per EQRO, PLMs, $ 
data, UniCare data. Saw disparity in service 
provision with no tie in between need and 
average hours of service per provider. 

1.3 Addresses key aspects of care and services X    Access; quality of care  
1.4 Includes all eligible populations that meet the 

study criteria, and does not exclude 
consumers with special needs 

X    
All child consumers aged 0-18 and TAY, could 
be 4,000 beneficiaries. 

1.5 Has the potential to improve consumer mental 
health outcomes, functional status, 
satisfaction, or related processes of care 
designed to improve same 

X    
Better services for all those child consumers who 
need it 

Totals for Step 1: 5     

2 

Study Question Definition 
The written study question: How can service utilization data, examination of current administrative practices, and an objective measure 
(CANS) be applied in order to reduce access barriers for System of Care Program and create a stepped care approach between levels of 
care in order to address the needs of child/youth consumers? Will the implementation of CANS result in a more appropriate level of care 
assignment at the System of Care program level of care? Will the implementation of CANS result in reduced variability in average hours 
of service per client? 

2.1 Identifies the problem targeted for x    The present F&C SOC does not meet all (or 
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

improvement potentially all) child consumer needs as they 
should and does not assure care continuity. No 
standardized practices/expectations between 
LOC and actual services (for FSP, Intensive OP, 
or OP).  

2.2 Includes the specific population to be 
addressed 

X    
Subset of SOC consumers from 737 FY12 
consumers will be reviewed. 

2.3 Includes a general approach to interventions X     
2.4 Is answerable/demonstrable X     

2.5 Is within the MHP’s scope of influence X     

Totals for Step 2: 5     

3 
Clearly Defined Study Indicators 
The study indicators: CANS scores/commonalities, % of child/youth receiving intensive OP (SOC) services, # of child FSP consumer 
stepped-down to SOC, mean service hrs per SOC consumer,  

3.1 Are clearly defined, objective, and measurable X     
3.2 Are designed to answer the study question 

 X   

Does step-downs from FSPs mean an 
appropriate LOC? How does difference btw 
mean and median in services hrs link to 
variability? Would range have been a better 
indicator? 

3.3 Are identified to measure changes designed 
to improve consumer mental health outcomes, 
functional status, satisfaction, or related 
processes of care designed to improve same 

 X   
Still fails to address matching consumer level of 
need (as determined by the CANS) with 
appropriate LOC,  

3.4 Have accessible data that can be collected for 
each indicator 

X     

3.5 Utilize existing baseline data that demonstrate 
the current status for each indicator 

 X   
No baseline for indicator 4- mean service hrs per 
consumer in SOC  

3.6 Identify relevant benchmarks for each 
indicator 

  X   

3.7 Identify a specific, measurable goal(s) for 
each indicator 

 X   No clarified goal for CANS data 

Totals for Step 3: 2 4 1   

4 
Correctly Identified Study Population 
The method for identifying the study population: 
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

4.1 Is accurately and completely defined 
X    

Subset of SOC consumers from 737 FY11-12 
consumers will be reviewed. 

4.2 Included a data collection approach that 
captures all consumers for whom the study 
question applies 

  X   

Totals for Step 4: 1  1   

5 
Use of Valid Sampling Techniques 
The sampling techniques: Chose two agencies representing the highest and lowest average service provision rates in the range of 
providers 

5.1 Consider the true or estimated frequency of 
occurrence in the population 

  X  

The MHP identifies the numbers for SOC and 
overall EPSDT beneficiaries. However, these 
counts do not represent the true frequency of 
those with mismatched services and level of care 
needs. 

5.2 Identify the sample size 
  X  

Did not clearly identified initial sample from the 
two agencies  

5.3 Specify the confidence interval to be used   X   
5.4 Specify the acceptable margin of error   X   
5.5 Ensure a representative and unbiased sample 

of the eligible population that allows for 
generalization of the results to the study 
population 

  X  purposive sample, not an unbiased sample. 

Totals for Step 5:   5   

6 
Accurate/Complete Data Collection 
The data techniques: 

6.1 Identify the data elements to be collected X     
6.2 Specify the sources of data X    Unicare, SOC Coordinator reports 
6.3 Outline a defined and systematic process that 

consistently and accurately collects baseline 
and remeasurement data 

 X   
Remeaurement plan delayed/changed as 
relevant follow-up data unavailable yet 

6.4 Provides a timeline for the collection of 
baseline and remeasurement data 

 X   Original timeline delayed 

6.5 Identify qualified personnel to collect the data X     

Totals for Step 6: 3 2    
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

7 

Appropriate Intervention and Improvement Strategies 
The planned/implemented intervention(s) for improvement: review of referral process for SOC (10/12), allowing contractors to step 
consumers up/down btw outpt/SOC/FSP programs (as of 10/12), review CANS data for commonalities (1/13), 6 month readministration of 
CANS, biannual review of mean service hrs/consumer in SOC  

7.1 Are related to causes/barriers identified 
through data analyses and QI processes 

X     

7.2 Have the potential to be applied system wide 
to induce significant change 

 X    

7.3 Are tied to a contingency plan for revision if 
the original intervention(s) is not successful   X  

Contingency plan was delay of using any 
interventions surrounding the CANS which has 
extended the PIP. 

7.4 Are standardized and monitored when an 
intervention is successful 

  X  

No information provided/monitoring evident to 
ensure standardization of first three 
interventions; CANS readministration and 
biannual review of average services hours has 
not yet begun. 

Totals for Step 7: 1 1 2   

8 

Analyses of Data and Interpretation of Study Results 
The data analyses and study results: roadmap first reports no data yet to analyze; however remeasurement on 3 of 4 indicators 
reported from 8/13 follow-up period, although MHP has requested 6 month extension to gather all necessary data to undertake fruitful 
remeasurement. 

8.1 Are conducted according to the data analyses 
plan in the study design 

 X   For 3 of 4 indicators only 

8.2 Identify factors that may threaten internal or 
external validity 

X     

8.3 Are presented in an accurate, clear, and 
easily understood fashion   X  

roadmap first reports no data yet to analyze; 
however remeasurement on 3 of 4 indicators 
reported from 8/13 follow-up period 

8.4 Identify initial measurement and 
remeasurement of study indicators 

 X   For 3 of 4 only 

8.5 Identify statistical differences between initial 
measurement and remeasurement 

  X   

8.6 Include the interpretation of findings and the 
extent to which the study was successful  X   

MHP feels success achieves in LOC workgroup 
processes and establishing clear LOC 
expectations & EBPs  

Totals for Step 8: 1 3 2   
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Step Rating Comments/Recommendations 
  

Met Partial 
Not 
Met 

N/A  

9 
Improvement Achieved 
There is evidence for true improvement based on: 

9.1 A consistent baseline and remeasurement 
methodology 

X     

9.2 Documented quantitative improvement in 
processes or outcomes of care  

 X   
Goals not achieve but some movement in the 
right direction seen. 

9.3 Improvement appearing to be the result of the 
planned interventions(s) 

 X   

Only 2% and not 6% increase in children in 
IntOp; Only 1.5% and not 2% increase in FSP to 
IntOp stepdowns; some modest improvements in 
two samples providers average service dosage 
(toward the mean).  

9.4 Statistical evidence for improvement   X   

Totals for Step 9: 1 2 1   

10 
Sustained Improvement Achieved 
There is evidence for sustained improvement based on: 

 Repeated measurements over comparable 
time periods that demonstrate sustained 
improvement, or that any decline in 
improvement is not statistically significant 

  X  

An additional 6 months to continue the PIP and 
measuring all indicators/outcomes was 
requested by MHP; PIP will wrap-up at end of 
FY13-14. 

Totals for Step 10:   1   
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F. Attachment—MHP PIPs Submitted  
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560 J Street, Suite 390 

Sacramento, CA  95814 

 
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 
 
MHP: Santa Clara County Mental Health Department 
Date PIP Began: October 2010 
Title of PIP: Implementation of Person Centered Services/Transformational Care Planning 
Clinical or Non-Clinical: Clinical 
 

Assemble multi-functional team

 
 

1. Describe the stakeholders who are involved in developing and implementing this PIP. 
 
Adult System Redesign Team, Adult System of Care Committee and the TCP Implementation workgroup each are composed of 
Agency leads, County staff, Consumer and Family members, Mental Health Board members who have extensive knowledge of the 
mental health system and how it operates. 

 “Is there really a problem?”
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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. 
 
In July of 2008, the MHD and its contractors began the process of redesigning the system of 
care to more effectively promote wellness and recovery for individuals served and to eventually 
aid individuals in being discharged from the specialty mental health system. In the initial stages 
of the Adult System Redesign one of the first steps taken by the team was to review the data at 
hand.  It was noted that service utilization did not seem to vary by length of stay and that the 
majority of clients with few acute episodes required very little treatment.  Two thirds of these 
clients required less than 24 hours of service annually.   The team had hypothesized that 
service utilization would be much more intense; however, the data indicated that majority of 
clients required much less service to remain stable and recovery did not appear to be the focus.  
The team proposed implementing the Milestones of Recovery Scale (MORS) to determine if 
recovery was being seen in individuals served. After a year of MORS data had been captured 
and reviewed, it was noted that a number of clients have been at level five in our system for 
many years.  Furthermore, while clients who entered the system at a level below five seemed to 
get better others who entered at level greater than five seemed to get worse.  The data 
indicated that our system tended to move people toward stability and not toward recovery.  The 
redesign team concluded that these individuals recovery trajectory has stagnated and new 
approaches toward treatment needed to be identified. 
 

Team Brainstorming: “Why is this happening?” 
Root cause analysis to identify challenges/barriers

 
 

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?  

 
 One of the goals of the Adult Redesign was to assist the department in meeting its Mental Health Services Act requirement of 

transforming the care delivery system to one that provides differential care for individuals served.  An analysis of service 
utilization patterns indicated that clients who did not require acute care used very little service annually.  Two thirds of the 
clients received less than 24 hours of service annually.  A third of the clients received less than 12 hours of service a year.  
Thirty-three percent of the clients required fewer than 4 hours of psychiatric services in a 12 month period.  These findings 
indicated that not only were a majority of the clients in the system remaining free of acute care they also did not seem to 
require much service to do so.  
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Adult Redesign Team Analysis for Clients with no Barbara Arons Admissions; max 2 ER visits; open 12 mos or more to provider 

Agency 
Active 

Caseload 

Cases 
meeting 
criteria 

% of  
Active 

Caseload 

Cases 
with  no 
Services 

% of 
Active 

Caseload 

Cases 
with 

<4 hrs 
MD 

% of 
Active 

Caseload 

Cases 
with <12 

hrs 
Services 

% of 
Active 

Caseload 

12-24 
hrs 

Services 

% of 
Active 

Caseload 

25-50 
hrs 

Services 

% of 
Active 

Caseload 
51+ hrs 
Services 

% of 
Active 

Caseload 

Central Mental Health 1,038 846 82% 39 4% 431 42% 525 51% 177 17% 62 6% 43 4% 

Downtown Mental Health 947 731 77% 63 7% 214 23% 300 32% 187 20% 138 15% 43 5% 

East Valley 834 599 72% 0 0% 257 31% 261 31% 199 24% 93 11% 46 6% 

Fairoaks 434 337 78% 0 0% 174 40% 202 47% 70 16% 53 12% 12 3% 

Narvaez 696 560 80% 0 0% 201 29% 174 25% 227 33% 119 17% 40 6% 

North County 240 198 83% 0 0% 88 37% 95 40% 54 23% 39 16% 10 4% 

South County 212 139 66% 0 0% 111 52% 42 20% 33 16% 44 21% 20 9% 

Total 4,401 3,410 77% 102 2% 1,476 34% 1599 36% 947 22% 548 12% 214 5% 

AACI - OA U-210 115 83 72% 1 1% 82 71% 55 48% 22 19% 5 4% 0 0% 

AACI - A U-595 211 191 91% 4 2% 150 71% 117 55% 33 16% 35 17% 2 1% 
Catholic Charities - DDx AOA U-
668 84 60 71% 1 1% 18 21% 42 50% 8 10% 7 8% 2 2% 
Community Solutions - DDx U-
226 33 33 100% 1 3% 10 30% 16 48% 5 15% 7 21% 4 12% 

Community Solutions - A U-341 152 107 70% 1 1% 37 24% 38 25% 39 26% 24 16% 5 3% 

Community Solutions - OA U-511 25 24 96% 0 0% 13 52% 12 48% 8 32% 4 16% 0 0% 

FCS - Deaf U-424 18 18 100% 1 6% 2 11% 3 17% 3 17% 10 56% 1 6% 

FCS - A U-700 119 106 89% 3 3% 102 86% 39 33% 33 28% 29 24% 2 2% 

Gardner - A U-290 226 166 73% 5 2% 115 51% 67 30% 46 20% 42 19% 6 3% 

Gardner - OA U-626 173 129 75% 3 2% 119 69% 48 28% 47 27% 25 14% 6 3% 

Hope - A U-559 235 194 83% 5 2% 32 14% 151 64% 18 8% 20 9% 0 0% 

Hope - Managed Care U-368 171 152 89% 0 0% 12 7% 147 86% 3 2% 2 1% 0 0% 

Mekong U-561 139 120 86% 0 0% 90 65% 26 19% 56 40% 37 27% 1 1% 

Momentum - N White U-348 297 220 74% 2 1% 36 12% 24 8% 78 26% 76 26% 40 13% 
Momentum - South County U-
489 71 60 85% 8 11% 25 35% 8 11% 15 21% 19 27% 10 14% 

Momentum - Calif Ave. U-134 188 152 81% 1 1% 43 23% 58 31% 64 34% 25 13% 4 2% 

Momentum - Alameda U-621 1,345 1012 75% 30 2% 283 21% 257 19% 433 32% 163 12% 129 10% 

Ujima U-334 103 81 79% 12 12% 53 51% 25 24% 19 18% 18 17% 7 7% 

Total 3,705 2,908 78% 78 2% 1,222 33% 1133 31% 930 25% 548 15% 219 6% 

Grand Total 8,106 6,318 78% 180 2% 2,698 33% 2732 34% 1877 23% 1096 14% 433 5% 

 
 
 
  The Redesign Team determined that the system appeared to be designed to maintain stability more than it was 

designed to promote recovery. 
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To effectively differentiate care, the team worked to find a measure that could quickly and efficiently identify the recovery trajectory of 
individuals served and provide a measure against which progress could be assessed.  The Milestones of Recovery Scale (MORS) 
was identified as such a tool.  Implemented in 2009 the system has been working hard managing the process issues associated with 
bringing a new measure into a large system.  Training and compliance issues were monitored and addressed to assure fidelity to the 
tool. Approximately one year after the introduction of the tool preliminary data analysis indicated that a large number of clients with 
long lengths of stay were not progressing beyond a stable point on the tool.  These clients were stable but not moving on the 
predicted upward trajectory toward recovery.  (See the following graph)  Further analysis of these clients indicated that many had 
long lengths of stay; they had few acute episodes requiring Emergency Psychiatric stay or hospital admissions, they required less 
case management than other clients and were often only receiving medication services. 
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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 

Clients are stuck or seem to 
regress to a level five. 

Graph of clients MORS Scores from first quarter to the fourth quarter (See above) 

There appears to be a lack of 
differentiation of service 
delivery based on MORS 
levels. 

MORS Utilization report indicates that a number of sites seem to provide the same 
treatment mix of services regardless of the MORS level. (See appendix 1: MORS 
Utilization Report) 

 

Formulate the study question

 
 
 
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 Person Centered Services/Transformational Care planning improve the recovery trajectory of individuals served and 
result in differentiated care? 

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

The MORS is only validated on an adult population aged 18- 65.  An Older Adult version has been created and is being 
validated. However, we are applying the Person Centered/Transformational Care planning approach to all age ranges as it 
appears to have valid clinical applications for all groups. 

 
6. Describe the population to be included in the PIP, including the number of beneficiaries. 
 

Person Centered Services are being introduced throughout the system.  Due to the variability in resources, sites are 
introducing the Person Centered Services/Transformational Care planning approaches in a manner that is comfortable for the 
site.  Issues of staff training, administrative support and staff time impact the number and speed at which a site may begin 
using Transformational Care planning.  Currently, pilot teams are using the Person Centered Services/Transformational Care 
planning approaches for new clients and clients who are due to have the treatment plan renewed.  At this time this includes 
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only a small number of beneficiaries (n =100), however, we expect that number to increase rapidly as Person Centered 
Services/Transformational Care planning train the trainer programs are instituted.  

 
7. Describe how the population is being identified for the collection of data. 
 

The recovery progress of all adult clients will continue to be monitored using the MORS.  The monitoring occurs at both the 
system level and the program level using the Performance Learning Measures (PLM) data dashboard (See Attached).  The 
Performance Learning Measures Dashboard was tested with small teams of participants who are actively involved in the 
Department’s System Redesign.  Teams were encouraged to use Breakthough Series Model methods of performance 
improvement to test the PLM. The results of the testing where used to modify and enhance the current set of process and 
outcome measures being reported on the dashboard.  Production of the monthly dashboard began in August of 2011.  All 
sites are now receiving a dashboard for at least one of their programs.  In September of 2011 sites were trained on how to 
use the dashboard for performance and quality improvement of service delivery.  The PLM data has the ability to indicate 
program and system improvements in recovery trajectory.   

 
8. a)  If a sampling technique was used, how did the MHP ensure that the sample was selected without bias? 
 
 
 
 b) How many beneficiaries are in the sample? Is the sample size large enough to render a fair interpretation?  
 
 
 
 
 

 “How can we try to address the broken elements/barriers?”
Planned interventions

 
 

Specify the performance indicators in Table B and the Interventions in Table C. 
 
9. a) Why were these performance indicators selected?  
 
 Improved performance will primarily be indicated by improved clinical outcomes for our clients.  The Person 

Centered/Transformational Care Planning should result in our clients be more engaged in their treatment, result in more 
clients improving beyond the point of stability in specialty mental health centers, will allow more clients to receive clinic based 
care at Federally Qualified Health Care Clinics or by Primary Care Physicians, and should reduce lengths of stay in specialty 
mental health clinics.  In addition system process outcomes should be observed such as improved capacity and reduced 
caseloads in specialty mental health clinics.  
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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?  
 

 With improved functional trajectory and wellness recovery as a goal, clients will be encouraged to graduate from the specialty 
mental health system.  As our data indicates specialty mental health care tends to encourage clients to remain stable, but 
does not encourage recovery.  Treatment goals such as “keep housing” or “stay out of the hospital” are commonly observed 
in treatment plans.  And while these goals are important they do not foster improvement in the client’s condition.  Person 
Centered Services/Transformational Care Planning addresses client’s goals which are designed to not only improve the 
clients functioning but to enhance their recovery as they move toward successful completion of their treatment. 

 
 
 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 

# 
 

Describe  
Performance Indicator 

Numerator Denominator 
Baseline for 

performance indicator 
Goal 

1 
 

Improved recovery trajectory Number of 
clients who 
improved 

Number of 
clients with a 
MORS score  

Less than 20% of clients 
show improved MORS 

25% will show 
improved 
MORS 

2 
 

Improved system throughput Number of 
Discharges 

Number of 
Admissions 

Ratio of Discharges to 
admissions to is currently 
about 1:1 

2:1 
Discharges to 
Referrals 

3 
 

Reduction in the number of 
clients with length of stay over 
5 years. 

Active Clients 
with LOS of 
5+ years 

All Active 
Clients 

24% 15% 

4 
 

Improved Service Utilization Clients with 
less than 12 
hours of 
service 
annually 

Active Clients 
for 1 year 

34% of active cases prior 
to the intervention 

25% 

5 
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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 Person Centered Services/Transformational Care 
Planning 
 

1) Stagnate Recovery trajectory,  
2) Non-person centered treatment plans,  

Piloting began 
in April 2011 

2  
 

  

3  
 

  

4  
 

  

 

Apply Interventions: “What do we see?”
Data analysis: apply intervention, measure, interpret

 
 
11. Describe the data to be collected. 
 
 MORS Data – Milestone of Recovery Scale is an 8 item scale completed at least quarterly by the client’s clinician.  It indicates 

where the client is in terms of their recovery progress.  
 
 Length of Stay – Based on the clients’ open date and discharge date from the program. Data is captured in the Management 

Information system. 
 
 Discharge data – Captured in our MIS it gives a reason for discharge.  We are in process of upgrading our discharge codes to 

be more specific and provide additional information for better data recording.  The new codes are currently in place but will be 
launched system wide in January of 2012. 

 
 Service Utilization data – Utilization review of services conducted routinely will be analyzed. 
 
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. 
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 MORS, LOS, discharge and caseload data are currently reported on the PLM.  Service Utilization data is gathered and 
analyzed routinely for standard monthly reports and ad hoc reporting. These data are directly inputted into our current 
management information system, by clinical and clerical staff at County and contract sites. 

 
 
13. Describe the plan for data analysis. Include contingencies for untoward results. 
 
 Data will be observed overtime to see if reductions related the implementation of the intervention can be observed.  

Monitoring will be continual so that adjustments to implementation can be made if the desired results are not observed. 
 
 
14. Identify the staff that will be collecting data as well as their qualifications, including contractual, temporary, or 

consultative personnel. 
 

Trained clinical and clerical personnel at the provider sites will be primarily in charge of collecting the data.  The data 
collection process will be monitored by the Department’s Decision Support Data Quality Team.  They are responsible 
for ensuring that data is entered accurately and efficiently into the Department’s MIS to allow for effective data 
analysis by the Department’s Decision Support Data Analysis Team.  The Data Analysis Team has primary 
responsibility for the analysis of the data which is used for production of the PLM. 

 
 

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? 

 
 The primary data source is the Department’s dashboard known as the Performance Learning Measures (PLM).  PLM data is 

tracked monthly on a number of process and outcomes measures.  System level and program level dashboards are produced 
and reviewed to identify improvement opportunities.  The dashboards are observed for changes in the median overtime.  
Three measures identified in Table B are extracted directly from the system level dashboards.  A fourth measure used in the 
system redesign process will also be evaluated for this PIP. 
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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. 
Include the raw numbers that serve as numerator and denominator! 

 

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 

Date of re-
measurement 

Re-measurement 
Results 

(numerator/ 
denominator) 

% 
improvement 

achieved 
THIS IS THE BASELINE INFORMATION FROM TABLES  A, B, AND C 

USED HERE FOR COMPARISON AGAINST RESULTS 

Improved 
recovery 
trajectory 
 

July 2011 – 
June 2012 

Avg. improved/Avg. # of 
MORS per month 

365/2127=.1716 (17%) 
25% June 2012 

Planned July 
2012- June 2013 

290/1842=.1574 
(16%) 

-1% 

Improved 
system 
throughput 
 

July 2011 – 
June 2012 

Median 
Discharges:Median 

Admits 
317:345 (1:1) 

2:1 June 2012 
Planned July 

2012- June 2013 
350:373 No Change 

Reduction 
in the 
number of 
clients with 
length of 
stay over 5 
years. 

August 2012 

Active Adult Clients with 
LOS of 5+ years / All 
Active Adult Clients  
1136/4795 =.2369 

(24%) 

15% June 2012 
Planned August 

2013 
1051/5638=.1864 

(19%) 
5% 

Improved 
Service 
Utilization 

 

July 2009 

Clients with less than 12 
hours of service 

annually/ Active Clients 
for 1 year 

2732/8106= .337 
(34%) 

25% June 2012 
Planned August 

2013 
4129/7347=.5619 

(56%) 
-22% 

*All measures will continue to be trended and tracked on the Performance Learning Dashboards 
 

“Was the PIP successful?” What are the outcomes?

 
 
17. Describe issues associated with data analysis: 
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a. Data cycles clearly identify when measurements occur. 
 
Yes 
 
b. Statistical significance 

 
Data was not analyzed for statistical significance 

 
c. Are there any factors that influence comparability of the initial and repeat measures? 
 
None 
 
d. Are there any factors that threaten the internal or the external validity? 

 
The system has been experiencing an unanticipated capacity issue.  The impact of this issue is not fully understood, however 
the ability of consumers to move freely between levels of care has been significantly impaired.  As a result discharge numbers 
could be deflated as throughput has been impeded.  

 
 
18. To what extent was the PIP successful? Describe any follow-up activities and their success. 
 

We experienced no change in two of the measures.  Mild success was observed in the reduction in the number of clients with 
a length of stay of over five years.  Although the five percent reduction was encouraging, it is not as promising as predicted.  
Unfortunately a 22 percent increase in the number of consumers who received less than 12 hours of service was observed in 
the last year.  This may be a result of the capacity issues which might explain the decrease in access to services, the 
adjustment time required to change to a new treatment planning and service delivery required by TCP or some other 
unidentified factor.  We are working to improve our capacity issue to allow for better throughput of our clients.  We shall 
continue to use TCP and monitor the results as our capacity issue may significantly be impacting our ability to implement 
TCP. 

 
 
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? 
 
 The methodologies used were the same at baseline and follow-up. 
 
 
20. Does data analysis demonstrate an improvement in processes or client outcomes? 
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 At this time the analysis does not indicate improvement in client outcomes. 
 
 
21. Describe the “face validity” – how the improvement appears to be the result of the PIP intervention(s).  
 
 N/A 
 
 
22. Describe statistical evidence that supports that the improvement is true improvement. 
 
 N/A 
 
 
23. Was the improvement sustained over repeated measurements over comparable time periods? 
 
 N/A 
 



Item 4b FC LOC PIP  FY12-13 V3 2 DCW 1 

 

California EQRO 
 
 
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 
 
MHP: Santa Clara County Mental Health Department 
Date PIP Began: Fall 2012 
Title of PIP: Family & Children’s Level of Care (LOC) Analysis 
Clinical or Non-Clinical: Non-Clinical 
 
 

Assemble multi-functional team

 
 

 
1. Describe the stakeholders who are involved in developing and implementing this PIP. 
 



Item 4b FC LOC PIP  FY12-13 V3 2 DCW 2 

A Family & Children’s Level of Care (LOC) planning team was assembled to develop a charter and plan for the implementation of 
LOC workgroups.  The planning team is composed of County and contactor staff that provides services within the various F&C levels 
of care (e.g., FIRST 5, Outpatient, TBS, System of Care Program, FSP, Wraparound).  Phase II will include development of LOC 
workgroups with representation from County and contractor staff who provide that identified level of care. 

 
 
 

 “Is there really a problem?”

 
 

 
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. 
 
The LOC planning team developed several problem statements that the LOC workgroups would 
attempt to understand and address: 
 

 Santa Clara County needs to increase penetration rate for Family and Children’s mental health services.  Per EQRO audit, 
Santa Clara County has one of the highest costs per child in the State (CY10 Foster care claims per beneficiary $19,576; 
Rank 1) and a low penetration rate for Medi-Cal eligible consumers with little to no recent significant increases in penetration 
(CY07: 5.89%, CY08: 5.88%, CY09: 5.78%, CY10: 5.25%, CY11 5.50%)  

 There is a need to identify and minimize barriers in the systems that prevent children, youth and families from timely access 
and delivery of services.  Access points to care often require multiple steps which can be confusing and inhibit referral 
agencies from using them.   

 There is a need to clarify how best to manage acute or higher-end populations of child and youth consumers in terms of 
appropriate level of programmatic care.  

 Contracts/programs have fixed capacity and criteria that do not reflect the actual needs of clients and the community, which 
has resulted in disparities of capacity and need.  

 Current program structure is driven by financial/reimbursement systems and contractual requirements that hinder programs 
from providing services that best match the individualized needs of clients.  

 Agencies currently operate similar programs with very different mixes and intensity of services resulting in highly varied 
lengths of service (e.g. there is a high degree of unexplained variability in services across programs) as well as treatment 
outcomes.  
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 Expectations of referral sources may not accurately reflect a child or youth’s need (e.g. probation may request a specific 
service that they want for a youth that may not match the child/youth’s identified need). 

 There is a need to prepare for health care reform (e.g. the increased application of managed care) including increased 
efficiency to guide service delivery through the clinical spectrum. 
 
 
The problem statements above are a priority for the MHP.  The MHP is to provide a system of care that is durable, yet flexible 
that includes cost-effective pathways of mental health services that supports the child, youth and family from entrance to exit 
and that assures a continuity of care from one stage to the next.  The MHP is committed to ensuring that these pathways of 
care are transparent and fluid as well as diversity-informed, client-centered, family driven, individualized and strength based 
and support children and youth to thrive in their home, family, school and community.  This area of work is within the scope of 
influence of the MHP and affects children, youth, Transition Age Youth (TAY), and their families. 

 

Team Brainstorming: “Why is this happening?” 
Root cause analysis to identify challenges/barriers

 
 
 

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?  

 
  Data used to analyze the problems and barriers include our Santa Clara County MHP Performance Learning 

Measures dashboards (PLM) and financial data that describe the cost of programs as well as over and/or 
underproduction of services across various levels of care.  The variability in the amount of care a particular consumer 
may receive depending on the agency where they receive a service and level of care is important as we are 
attempting to develop some standardization across levels of care.  This data was shared during consecutive monthly 
presentations to the Santa Clara County Mental Health Board System, Planning and Fiscal Committee as well as was 
used to develop the problem statements that the LOC planning team articulated in section 2 (above). While the 
problems identified by the LOC planning committee encompass all Family & Children’s MHP levels of care, this PIP 
will focus on the initial problems identified by the planning committee that could be addressed immediately and before 
the implementation of the individual LOC workgroups.   

 
 

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

Describe Cause/Barrier Briefly describe data examined to validate the barrier 

System of Care Program is 
underutilized 

Financial data provided by the MHP supports that there is underutilization in service units 
for System of Care services.   

Administrative policies and 
practices within the MHP are 
creating a barrier to System of 
Care Program being accessed 
for the child/youth consumer. 

Reviewed referral process and role of System of Care coordinator (Margaret Ledesma) as 
it pertains to access for clients.  In addition, frequency data on System of Care referrals 
was reviewed. 

System partner referrals (e.g. 
Probation) create challenges 
for contractor agencies when 
they request specific levels of 
care that may not actually 
match the child or youth 
consumer mental health 
needs.  

Reviewed referral process for probation-involved youth.  Discussion included MHRC 
(Mental Health Referral Center) staff and manager from Juvenile Hall Mental Health. 

There are administrative 
barriers that impede a 
contractor’s ability to move a 
child and youth consumers up 
or down in level of care 
(intensity of service) 
depending on the consumers 
needs.   

Reviewed operational and administrative challenges in moving a child or youth consumer 
to a more intensive or less intensive level of care.  This was reviewed among System of 
Care and Full Service Partnership (FSP) contractor agencies.   

Agencies currently operate 
similar programs with very 
different mixes and intensity of 
services resulting in highly 
varied lengths of service (e.g. 
there is a high degree of 
unexplained variability in 
services across programs) as  
well as treatment outcomes.  

Examined Unicare data including average length of stay, average units of service (minutes) 
per client and average hours of service received per client. 
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Describe Cause/Barrier Briefly describe data examined to validate the barrier 

 
 
The MHP needs to utilize a 
standardized assessment tool 
to assist with understanding of 
mental health treatment needs 
and to guide the determination 
of level of care for the 
child/youth 

 
 
Child Adolescent Needs and Strengths (CANS) was implemented system-wide in the 
Family & Children’s Division beginning July 1, 2012.   

 
 

F&C SOC Only FY12  

Unduplicated Client Count 737  

   

F&C SOC Only FY12  

Average LOS 377 Days  

   

F&C SOC Only FY12  

# of Clients with both SOC and FSP 5  

   

F&C SOC Only FY12 

Diagnosis Unduplicated 
Count  Percent 

Missing 29 3.9 

ADHD 57 7.7 

Adjustment Disorder 171 23.2 

Anxiety Disorder 45 6.1 

Bipolar Disorder 6 .8 

Conduct Disorder 4 .5 

Disruptive Behavior Disorder 68 9.2 

Elimination Disorder 6 .8 

Impulse-Control Disorder 2 .3 
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Learning Disorder 7 .9 

Major Depressive Disorder 10 1.4 

Oppositional Defiant Disorder 51 6.9 

Other Conditions 3 .4 

Other Disorders of Infancy, Childhood, or 
Adolescence 

14 1.9 

Other Mood Disorder 126 17.1 

Other Psychotic Disorder 5 .7 

Posttraumatic Stress Disorder 41 5.6 

Problems Related to Abuse or Neglect 29 3.9 

Relational Problem 30 4.1 

Substance Abuse/Dependence 31 4.2 

Tic Disorder 2 .3 

Total 737 100.0 

   

F&C SOC Only FY12 

Agency Name 
Average UOS 

(Minutes) 
Average Hours 

AACI 2160.15 36.00 

Community Solutions 2300.29 38.34 

EMQ 4391.32 73.19 

Gardner 5878.69 97.98 

Starlight 4520.71 75.35 

Ujima 2368.22 39.47 

Unity Care 2576.86 42.95 
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Formulate the study question

 
 
 
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. 
 
 
How can service utilization data, examination of current administrative practices, and an objective measure (CANS) be applied in 
order to reduce access barriers for System of Care Program and create a stepped care approach between levels of care in order to 
address the needs of child/youth consumers?  Will the implementation of CANS result in a more appropriate level of care assignment 
at the System of Care program level of care?  Will the implementation of CANS result in reduced variability in average hours of 
service per client? 
 
5. Does this PIP include all beneficiaries for whom the study question applies? If not, please explain. 
 
This PIP applies to all beneficiaries in the 0-18 age range as well as Transition Age Youth (TAY). 
 

 
6. Describe the population to be included in the PIP, including the number of beneficiaries. 
 
Approximately 4,000 beneficiaries will be impacted by the use of the CANS in the system.  In addition, the families of these 
beneficiaries will also be engaged in the process.  A smaller number of children/youth CANS data will be reviewed for those receiving 
System of Care Program services. The number of beneficiaries in System of Care program in FY 12 was 737 children/youth. 
 
7. Describe how the population is being identified for the collection of data. 
 
All individuals eligible for MHP services and receiving System of Care services will benefit from the implementation of this project. 
 
8. a)  If a sampling technique was used, how did the MHP ensure that the sample was selected without bias? 
 
Once trained in using the CANS it will be applied to all beneficiaries from 0-18 years of age and Transition Age Youth (TAY). 
 
 b) How many beneficiaries are in the sample? Is the sample size large enough to render a fair interpretation?  
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Not applicable. 
 
 

 “How can we try to address the broken elements/barriers?”
Planned interventions

 
 

 
Specify the performance indicators in Table B and the Interventions in Table C. 

 
9. a) Why were these performance indicators selected?  
 
The performance indicators were selected in order to help address the problem statements as articulated in this PIP.  CANS baseline 
data will help determine whether there are any commonalities regarding areas of functioning or level of need by assigned level of 
care.  Percent of children/youth receiving System of Care Program will inform us whether access has increased.  Frequency data on 
number of children/youth in stepped care will inform whether access has increased since contractor agencies have been permitted to 
step children/ youth clients up or down in care based on the needs and acuity identified by the client/ family.  Average hours of 
service will inform us whether CANS data and diagnostic information has helped improve assignment to appropriate level of care and 
a benchmark of average hours of service per client. 
 

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?  

  
The performance indicators include improved scores on the CANS as well as improved access and throughput rates for children and 
youth receiving services.   
 
 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 

# 
 

Describe  
Performance Indicator 

Numerator Denominator 
Baseline for 

performance indicator 
Goal 

1 
 

CANS baseline data   Utilize CANS baseline 
data to determine 
whether there are any 
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# 
 

Describe  
Performance Indicator 

Numerator Denominator 
Baseline for 

performance indicator 
Goal 

commonalities regarding 
areas of functioning or 
level of need among 
EPSDT children 
receiving System of Care 
program services 

2 
 

% of children/youth receiving 
System of Care Program 
services 

# of children 
in System of 
Care Program 
in FY 12 = 
737 

Total # of 
children 
receiving 
EPSDT 
services in FY 
12 = 5,257 

 
 
14% 

A 6% 
increase in 
the number of 
EPSDT 
children in 
System of 
Care services 
for FY 13 and 
a 5% increase 
in FY 14 

3 
 

# of children/youth stepped 
down from FSP to System of 
Care 

# of children 
referred to 
System of 
Care program 
from FSP = 5 

# of children 
receiving 
System of 
Care program 
services in FY 
12 = 737 

 
.6% 

Increase from 
.6% to 2%, 
the number of 
children 
stepped down 
from FSP to 
System of 
Care program 
service 

4 Average hours of service per 
client in System of Care 
Program 

  Mean average hours of 
service per client = 
57.61; median average 
hours of service per 
client = 42.95 
 
Average between mean 
and median = 50.28 
hours per client 

A reduction of 
51% of the 
average 
hours per 
client for 
Gardner 
agency and 
increase of 
30% of the 
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# 
 

Describe  
Performance Indicator 

Numerator Denominator 
Baseline for 

performance indicator 
Goal 

average 
hours per 
client for 
AACI.  All 
other 
agencies 
providing 
System of 
Care program 
service 
should have 
the goal of 
moving 
toward 50.28 
average 
hours of 
service per 
client.  

 
 
 
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  Reviewed referral process and role of System of 
Care coordinator as it pertains to access for 
clients.  In addition, frequency data on System of 
Care referrals was reviewed. Modify practices of 
System of Care Coordinator in order to open 

Administrative policies and practices within the 
MHP are creating a barrier to System of Care 
services being accessed for the child/youth 
consumer. 

10/19/12 
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Number of 
Intervention 

List each specific intervention 
Barrier(s)/causes each specific intervention  

Is designed to target 
Dates Applied 

access to SOC services 
 

2  Permit contractors to step up or down youth from 
Outpatient to System of Care and System of Care 
to FSP and FSP to System of Care 

 

There are administrative barriers that impede a 
contractor’s ability to step child and youth 
consumers up or down in level of care (intensity 
of service) depending on the consumer’s needs. 

10/19/12 

3  Utilize CANS baseline data to determine whether 
there are any commonalities regarding areas of 
functioning or level of need by level of care 

There is currently no assessment data to assist 
with the determination of an appropriate level of 
care assignment for a child/youth consumer 

1/15/13 

4. 

Implement client review every 6 months at time of 
re-administration of CANS 

There was no objective assessment tool prior to 
July 1, 2012 to assess client progress 

Due to 
unforeseen 

difficulties with 
CANS data 

collection, data 
was collected 
at the end of 
fiscal year 

2013. 

5.   

Review average hours of service every six months 
to determine whether agencies are meeting 
benchmarks for System of care providers. 

There was no benchmark for average hours of 
service per client for System of Care program 
services 

Due to 
unforeseen 

difficulties with 
CANS data 

collection, data 
was collected 
at the end of 
fiscal year 

2013. 
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Apply Interventions: “What do we see?”
Data analysis: apply intervention, measure, interpret

 
 
 
11. Describe the data to be collected. 
 
As this PIP has recently been implemented there is not a lot of quantitative data available.  Baseline Performance Learning 
Measures Dashboard (PLM) data and financial data were used preliminarily to identify the problem and focus of the PIP.  The 
proposed interventions were recently implemented, and so immediate changes may not be evident until future FY 13 quarter (Q4). In 
addition, contractor agencies recently submitted their Q1 CANS data at the end of October 2012, and so that data is currently being 
cleaned and reviewed. 
 
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. 
 
This information will be gathered through Unicare data as well as System of Care coordinator data reports.  CANS data will be 
provided by Decision Support and reports will be shared with the LOC planning committee and the F&C System of Care (F&C SOC) 
meetings.  
 
 
13. Describe the plan for data analysis. Include contingencies for untoward results. 
 
As information is reported any unexpected results will be vetted by the LOC planning committee, F&C SOC, and the PQIC.  
Recommendations from these committees will be referred back to the LOC planning committee for follow-up analysis and action 
planning.  
 
 
14. Identify the staff that will be collecting data as well as their qualifications, including contractual, temporary, or 

consultative personnel. 
 

County Staff responsible for the implementation of the project will gather information and be responsible for reporting to the 
appropriate committees for follow-up. 
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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? 

 
As mentioned above, this PIP was recently implemented and data is forthcoming in FY 13 Q4.  Thus, the next sections of this 
document have been left intentionally blank as there is no data/results yet available to analyze. 
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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. 

Include the raw numbers that serve as numerator and denominator! 
 

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 

Date of re-
measurement 

Re-measurement 
Results 

(numerator/ 
denominator) 

% 
improvement 

achieved 
THIS IS THE BASELINE INFORMATION FROM TABLES  A, B, AND C 

USED HERE FOR COMPARISON AGAINST RESULTS 

CANS 
baseline data 
 

1/15/13 
Unknown at this 

time 
TBD     

% of 
children/youth 
receiving 
System of 
Care 
Program 
services 
 

FY12 
737/5257*100= 

14% 

A 6% increase 
in the number 

of EPSDT 
children in 
System of 

Care services 
for FY 13 and 
a 5% increase 

in FY 14 

10/19/12 8/9/13 
832/5257*100= 

15.8% 
2% 

# of 
children/youth 
stepped down 
from FSP to 
System of 
Care 
 

FY12 5/737*100=.6% 
Increase from 

.6% to 2% 
10/19/12 8/9/13 11/832*100=1.2% .6% 

Average 
hours of 
service per 
client in 
System of 
Care 
Program 
 

FY12 
Mean average 
hours is 57.61 

Reduce Mean 
to 50.28 

10/19/12 8/9/13 

Mean average 
hours is 85 

*Goal of PIP was to 
reduce the average 
number of hours per 

client for Gardner 
agency and 

increase of 30% of 
the average hours 

Gardner: FY 
12 average 

hours= 
118.17, 

reduced to 
97.98 hours in 
FY 13 (20.6% 

reduction); 
AACI FY 12 
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Describe 
performance 

indicator 

Date of 
baseline 

measurement 

Baseline 
measurement 
(numerator/ 

denominator) 

Goal for % 
improvement 

 

Intervention 
applied & 

dates 
applied 

Date of re-
measurement 

Re-measurement 
Results 

(numerator/ 
denominator) 

% 
improvement 

achieved 

per client for AACI average 
hours = 
32.55, 

increased to 
36 hours in 
FY 13 (9% 
increase) 

 

F&C SOC Only FY13 
% of all F & 

C SOC 
FY12 

Change 
% 

 Unduplicated Client Count 832 16% 14% 2% 
 

      F&C SOC Only FY13 

    Average LOS 261 

    
  

    
F&C SOC Only FY13   

# Stepped down from 
FSP to SOC 

% Step 
Down 

# of Clients with both SOC and FSP 59   11 1.50% 

      F&C SOC Only FY13 

   
Diagnosis Unduplicated 

Count  Percent 
   Missing 40 4.8% 

   ADHD 64 7.7% 

   Adjustment Disorder 132 15.9% 

   Anxiety Disorder 84 10.1% 

   Bipolar Disorder 3 0.4% 

   Conduct Disorder 5 0.6% 

   Disruptive Behavior Disorder 81 9.7% 

   Dissociative Disorder 1 0.1% 
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Elimination Disorder 5 0.6% 

   Feeding Disorder 1 0.1% 

   Impulse-Control Disorder 4 0.5% 

   Learning Disorder 3 0.4% 

   Major Depressive Disorder 15 1.8% 

   Oppositional Defiant Disorder 75 9.0% 

   Other Conditions 5 0.6% 

   Other Disorders of Infancy, Childhood, or Adolescence 16 1.9% 

   Other Mood Disorder 136 16.3% 

   Other Psychotic Disorder 5 0.6% 

   Pervasive Developmental Disorder 2 0.2% 

   Posttraumatic Stress Disorder 71 8.5% 

   Problems Related to Abuse or Neglect 17 2.0% 

   Relational Problem 33 4.0% 

   Schizophrenia 1 0.1% 

   Substance Abuse/Dependence 
33 4.0% 

   Total 832 100.0 

   

      F&C SOC Only FY13 FY12 
Change 
Score 

Change 
Score % Agency Name 

Avearge 
UOS 

(Minutes) 

Average 
Hours 

Average 
Hours 

AACI 1952.77 32.55 36.00 -3.45 -9.6% 

Community Solutions 4356.81 72.61 38.34 34.27 89.4% 

Families First (EMQ) 7166.74 119.45 73.19 46.26 63.2% 

Gardner 7090.38 118.17 97.98 20.19 20.6% 

Starlight 8148.42 135.81 75.35 60.46 80.2% 

Ujima 2936.97 48.95 39.47 9.48 24.0% 

Unity Care 4359.9 72.66 42.95 29.71 69.2% 

SOC CAN Score at Baseline For Each Domain 
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  N Minimum Maximum Mean 
Std. 

Deviation 

Life Domain Functioning 60 0.00 200.00 78.17 44.32 

Caregiver Strength 259 0.00 330.00 51.24 53.64 

Youth 107 0.00 270.00 152.15 56.25 

YouthBEN 262 0.00 190.00 66.30 34.82 

Accult 263 0.00 60.00 7.60 13.22 

YouthRB 263 0.00 120.00 18.75 24.66 

DDDev 64 0.00 80.00 22.66 22.97 

Trauma 25 0.00 120.00 29.20 35.23 

TraumaSexA 50 0.00 130.00 41.40 41.60 

TraumaAdj 52 0.00 120.00 20.38 24.09 

SubstAD 59 0.00 160.00 62.37 42.88 

ViolH 59 0.00 90.00 22.88 22.75 

ViolEB 60 0.00 120.00 43.00 34.06 

ViolRF 61 0.00 110.00 40.49 28.13 

SexAB 24 0.00 50.00 7.50 13.91 

Runa 23 0.00 100.00 25.22 33.96 

JuvJ 53 0.00 110.00 38.49 34.05 

FireS 30 0.00 140.00 20.67 37.59 

      

      SOC CAN Score at 6 Month Follow up For Each Domain 

  N Minimum Maximum Mean 
Std. 

Deviation 

LifeDF 42 0.00 160.00 69.05 41.13 

CaregiverS 171 0.00 330.00 43.39 47.43 

YouthS 66 0.00 260.00 147.12 53.89 

YouthBEN 174 0.00 180.00 60.40 33.97 

Accult 174 0.00 60.00 5.92 11.83 
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YouthRB 174 0.00 120.00 17.01 22.87 

DDDev 45 0.00 80.00 23.56 18.97 

Trauma 10 0.00 100.00 41.00 33.15 

TraumaSexA 32 0.00 130.00 54.06 39.83 

TraumaAdj 32 0.00 60.00 23.44 18.60 

SubstAD 35 0.00 160.00 74.00 41.25 

ViolH 35 0.00 90.00 30.00 27.44 

ViolEB 37 0.00 120.00 42.43 30.50 

ViolRF 37 0.00 90.00 38.65 24.40 

SexAB 9 0.00 40.00 10.00 13.23 

Runa 9 0.00 70.00 35.56 33.95 

JuvJ 27 0.00 140.00 46.30 36.18 

FireS 16 0.00 110.00 31.25 39.31 

 
 

“Was the PIP successful?” What are the outcomes?

 
 
 
17. Describe issues associated with data analysis: 
 
 

a. Data cycles clearly identify when measurements occur. 
 

Data cycle for this PIP includes pre-post CANS measurement over the course of one year.  CANS implementation began on 
July 1, 2012 and this data was collected one year after implementation. 
 
 
b. Statistical significance 

 
The data is in the preliminary stages and we will be able to speak to statistical significance once we have a more robust set of 
data. 
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c. Are there any factors that influence comparability of the initial and repeat measures? 
 
Some of the factors impacting comparability of the initial and repeat measures include inability to collect post-CANS data for 
all SOC clients for which pre-CANS data was available.   
 
 
d. Are there any factors that threaten the internal or the external validity? 

 
Subjects for which CANS data was collected were not randomly selected, therefore, external validity may be affected.  
Findings may not be generalizable to all SOC clients.  

 
 
18. To what extent was the PIP successful? Describe any follow-up activities and their success. 
 

The PIP was helpful in guiding the process for the Level of Care work group that worked to examine all levels of care for 
children, youth and families mental health programs.  The result was through work groups, Levels of care were established 
with clear delineation of dosage, duration, and evidence based practices for each level of care. 

 
 
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? 
 

CANS data was used as a baseline and as a repeated measure.  There were no modifications to the methodology. 
 
 
20. Does data analysis demonstrate an improvement in processes or client outcomes? 
 

There were some modest improvements on several indicators.  We projected a 6% increase in the number of EPSDT children 
in System of Care services, however, the actual increase in those served was 2%.  We also projected a 2% increase in the 
number of children stepped down from FSP to SOC, however, there was an actual 1.5% increase in children stepped down 
from FSP to SOC.  With regard to dosage of SOC services, we focused on 2 agencies, Gardner and AACI.  Gardner reduced 
their dosage per client from 118.17 to 97.8 average hours per client.  AACI showed a modest increase in dosage from 32.55 
to 36 hours per client.  Through work conducted by the Level of Care work group, the average hours of treatment will be 3 to 
6 hours per week for an average length of stay between 6 to 18 months. 
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21. Describe the “face validity” – how the improvement appears to be the result of the PIP intervention(s).  
 

The CANS PIP was one source of data.  The main source of information was service utilization data that was examined within 
each individual level of care work group.  Each work group developed a matrix that includes intensity description, dosage, and 
duration for each level of care.  

 
 
22. Describe statistical evidence that supports that the improvement is true improvement. 
 

The findings from the PIP were modest at best.  While this was an exercise to help guide the utilization of CANS data, we will 
know more once we implement services in accordance with the Level of Care guidelines developed by the work groups.   

 
 
23. Was the improvement sustained over repeated measurements over comparable time periods? 
 

We will have additional data to review once we have attempted to implement the levels of care as defined in the work groups.  
The Level of Care work group will also guide the development of the upcoming RFP for children and youth outpatient 
services. 

 




